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Hospital  Council  Conducts  Study  on 
Health  Employee  Salaries 


The  Hospital  Council  of  Western 
Pennsylvania  has  released  the  findings 
of  a study  on  hospital  employee  sal- 
aries. Titled  “Compensation  Prac- 
tices in  Western  Pennsylvania  Hos- 
pitals” it  is  an  objective,  in-depth  proj- 
ect of  exhaustive  research  by  the  con- 
sulting firm  of  Edward  N.  Hay  & As- 
sociates of  Philadelphia. 

The  cost  factor  precluded  an  every- 
hospital  evaluation  of  wage  and  salary 
administration  practices,  so  a sample 
number  of  hospitals  (10)  and  jobs 
(19)  were  selected  by  the  Council’s 
Personnel  Committee  and  Personnel 
Technical  Advisory  Committee.  The 
key  issue  was  the  relationship  between 
hospital  salaries  and  community  sal- 
aries for  like  job  content.  Jobs,  not 
people  in  jobs,  were  evaluated. 

The  Hay  Study  has  determined  wage 
and  salary  administration  practices, 
i.e.,  the  internal  equity  among  hospital 
jobs;  established  the  relations  between 
salaries  paid  in  hospitals  for  the  same 
work  level  in  the  community,  and  pro- 
jected the  need,  where  evident,  for 
hospitals  to  correct  inequities. 

The  Hay  group  plotted  charts  il- 
lustrating the  gap  existing  between 
hospital  and  community  wage  levels 
with  identical  job  content.  These 
charts  brought  several  important  fac- 
tors into  sharp  focus:  internal  inequi- 
ties among  various  hospital  jobs  and 
pay  scales;  sub-standard  salaries  of 
hospitals  as  opposed  to  non-hospital 
wages;  other  metropolitan  areas  are 
equally  remiss  in  hospital  versus  com- 
munity level  salaries  for  like  job  con- 
tent; government-run  hospital  em- 
ployees generally  are  better  paid  than 
those  in  volunteer  hospitals  and  ap- 
proach the  community  levels.  Lastly, 
that  there  is  a continuing  shortage  of 
qualified  and  trained  hospital  person- 
nel. 

The  Hay  recommendations  were: 
that  each  hospital  study  its  own  salary 


administration  and  establish  a sophis- 
ticated salary  policy;  adopt  a series  of 
salary  ranges  establishing  a 50%  or 
appropriate  spread  between  minimum 
and  maximum  salaries;  attain  a sal- 
ary program  it  can  afford  and  still  pro- 
tect its  investment  in  human  resources; 
achieve  amenable  salary  competitive- 
ness with  non-hospital  salary  practices 
within  its  individual  community.  Cur- 
rent employee  salaries.  Hay  recom- 
mended, should  be  positioned  in  a sal- 
ary range,  and  performance  appraisal 
by  supervisors  should  be  made  for  the 
granting  of  raises  on  an  incentive  basis. 

The  study  revealed  that  hospital  sal- 
ary levels  at  the  lower  end  of  the  scale 
are  more  consistent  with  community 
levels,  undoubtedly  because  of  the 
competition  which  exists  between  hos- 
pitals and  industry  for  the  personnel  in 
these  brackets.  Salaries  appear  signifi- 
cantly below  community  levels,  how- 
ever, when  a year  or  more  of  special- 
ized education  is  required. 


Philadelphia  General 
Announces  New 
Medical  Complex 

Philadelphia  General  Hospital, 
Children’s  Hospital  of  Philadelphia 
and  the  University  of  Pennsylvania 
have  joined  to  create  one  of  the  world’s 
largest  medical  complexes.  A Tri- 
Institutional  Facilities  Agreement  has 
been  signed  by  the  three  institutions. 

Dr.  Norman  R.  Ingraham,  City 
Health  Commissioner,  noted  that  the 
Tri-Institutional  Facilities  Agreement 
reflects  approximately  five  years  of 
effort.  For  some  time,  the  parties  to 
this  agreement  have  recognized  their 
common  need  for  improved  facilities 
for  medical  research;  for  more  dormi- 
tories and  residences  for  student 
nurses,  graduate  nurses,  interns,  and 


HIGHLIGHTS 


resident  physicians;  for  expanded  and 
improved  facilities  for  nurses’  educa- 
tion, parking  areas  and  more  efficient 
laundry  facilities. 

“Under  the  Tri-Institutional  Agree- 
ment Philadelphia  General  Hospital 
will  participate  with  the  other  two  in- 
stitutions in  Laundry  and  Linen  Ex- 
change, a Nurses’  Education  Bldg,  and 
Parking  Facility,  a Student  Nurses’ 
Dormitory,  a Residence  Hall  and  Park- 
ing Facility,”  said  Dr.  Ingraham. 

With  reference  to  Philadelphia’s 
long  tradition  of  medical  achievement, 
Director  Scott  said,  “The  establish- 
ment of  this  program  utilizes  in  the 
most  effective  manner  possible  the  ad- 
vantages which  Philadelphia  offers  for 
co-operative  advancement  in  the  area 
of  medicine.” 

PHS  Promotes 
Smoking  Test 

Surgeon  General  William  H.  Stew- 
art has  announced  that  cigarette  smok- 
ers who  wish  to  give  up  the  habit  may 
find  helpful  clues  in  a new  test  de- 
veloped by  the  Public  Health  Service. 
The  test  will  be  introduced  nationwide 
in  a full  hour  television  broadcast  on 
Tuesday,  January  16,  at  10:00  p.m., 
EST. 

The  program,  presented  by  CBS 
News  as  “The  National  Smoking  Test,” 
will  also  provide  facts  on  the  health 
hazards  of  smoking  for  smokers  and 
non-smokers  alike. 

Commenting  on  the  segment  de- 
voted to  the  “Insight  Development 
Questionnaire,”  Dr.  Stewart  said, 
“Public  Health  Service  surveys  have 
shown  that  the  vast  majority  of  the 
nation’s  49  million  adult  cigarette 
smokers  are  unhappy  about  their 
smoking  and  that  a large  proportion 
would  like  to  quit.  If  it  can  give  peo- 
ple a little  better  understanding  of  their 
motivation  for  smoking,  the  Smoking 
Test  could  prove  to  be  an  effective  in- 
strument for  helping  those  who  want 
to  reduce  their  smoking  to  do  so.” 

The  Surgeon  General  cited  the 
Smoking  Test  as  a unique  approach 


Health  Team'  Concept  A Success  At  AEMC 


toward  the  control  of  a serious  health 
problem.  The  Public  Health  Service’s 
National  Clearinghouse  for  Smoking 
and  Health  has  supported  much  of  the 
research  which  led  to  the  development 
of  the  “Insight  Development  Ques- 
tionnaire.” 

Dr.  Stewart  said,  “If  the  broadcast 
causes  viewers  to  weigh  the  risks  in 
continuing  or  taking  up  a habit  which 
is  responsible  for  needless  death  and 
disability,  it  will  have  served  a highly 
useful  purpose.  Education  is  our 
strongest  weapon  in  attacking  the 
smoking  problem.  To  provide  people 
with  the  information  they  need  to 
make  up  their  minds  is  extremely  im- 
portant and  the  mass  communications 
media  could  be  our  staunchest  ally  in 
this  effort.” 


The  old  hospital  tradition  of  “medi- 
cal rounds”  has  become  more  mean- 
ingful to  doctor  and  patient  alike  at 
Philadelphia’s  Albert  Einstein  Medical 
Center,  thanks  to  implementation  of  a 
fully  rounded  “health  team”  concept. 

Pascal  F.  Lucchesi,  M.D.,  executive 
vice  president  and  medical  director  of 
the  medical  center,  sees  the  “health 
team”  concept  as  further  extension  of 
Einstein’s  basic  aims  in  progressive 
patient  care  and  medical  education. 

The  current  program  has  achieved 
its  present  level  of  success  through  a 
series  of  steps.  Thomas  M.  Dur- 
ant, M.D.,  chairman  of  the  Division  of 
Medicine,  holds  regular  Tuesday  and 
Friday  “rounds”  on  the  patient  floors 
with  assigned  residents  and  interns. 


While  Dr.  Durant  and  Einstein  staff 
physicians  passed  along  their  experi- 
ence with  patients  to  the  young  doctors 
accompanying  them  on  the  weekly 
rounds,  an  opportunity  to  accomplish 
more  for  the  patient,  for  the  doctor 
and  for  the  medical  center  became 
evident.  As  a result,  two  “new”  mem- 
bers of  the  “health  team”  were  invited 
to  make  the  Tuesday  patient  tours — 
a pharmacist  and  a social  service 
worker. 

The  “health  team”  concept  at  Ein- 
stein, Dr.  Lucchesi  stated  in  analyzing 
the  program,  “Is  just  another  in  the 
steps  taken  by  the  medical  center  to 
constantly  improve  two  of  our  basic 
aims — medical  education  and  progres- 
sive patient  care.” 


Dr.  Harris  Urges 
Support  of  Medical 
Examiner  System 

Following  is  an  excerpt  from  a letter 
written  by  John  H.  Harris,  Sr.,  M.D., 
PMS  President,  to  members  of  the 
Constitutional  Convention  Committee 
on  Local  Government  and  its  Sub- 
committees regarding  the  desirability 
of  a Medical  Examiner  System  in 
Pennsylvania. 

“In  order  for  the  Medical  Exam- 
iner System  to  come  into  existence 
in  all  of  Pennsylvania  (it  is  already 
in  existence  in  Philadelphia),  it  will 
be  necessary  to  eliminate  the  cor- 
oner from  the  language  in  Article 
14  in  the  Constitution.  The  Legis- 
lature will  then  be  free  to  pass  ap- 
propriate legislation.  We  hope  to 
supply  testimony  to  the  Convention 
during  the  next  several  months  on 
these  points,  and  do  earnestly  solicit 


your  support  for  our  position.” — 
“One  of  the  areas  of  the  Constitu- 
tion that  cries  for  a change  is  the 
ancient  and  outmoded  office  of  cor- 
oner. We  feel  that  this  office  with 
its  combined  medical  and  legal  func- 
tions is  unsuited  to  participate  ef- 
fectively in  the  administration  of 
modern  justice.  We  feel  further  that 
the  Medical  Examiner  System  is  far 
superior  and  more  scientifically  so- 
phisticated— more  suited  to  the 
needs  of  today’s  legal  proceedings. 
The  Medical  Examiner  fits  neatly 
and  expertly  into  this  mechanism, 
since  the  Examiner’s  chief  role  in 
criminal  or  civil  court  is  that  of  an 
expert  witness;  he  is  not  a magis- 
trate as  is  the  coroner.  This  is  the 
fundamental  difference  in  the  con- 
cept of  this  office.  The  Medical  Ex- 
aminer investigates  deaths,  takes 
statements  from  witnesses,  and  per- 
forms all  necessary  tests,  including 
modern  laboratory  procedures  of 
histology,  toxicology,  serology,  bac- 
teriology, etc.,  to  determine  the 


cause  of  death.  It  is  the  law-enforce- 
ment officials  who  decide  what  to 
do  with  the  information  gathered  as 
a result  of  the  work  done  by  the 
Medical  Examiner.  The  coroner 
system  lags  far  behind  in  the  use  of 
technology  already  available,  desir- 
able and  possible.” 

The  Allegheny  County  Medical  So- 
ciety has  also  communicated  with  the 
members  of  the  Constitutional  Con- 
vention, and  forwarded  copies  to 
them  of  a very  important  article  from 
the  Temple  Law  Review  entitled  “The 
Philadelphia  Medical  Examiner.”  This 
document  makes  a comparison  of  the 
old  office  of  coroner  in  Philadelphia 
and  the  “new”  Medical  Examiner’s  of- 
fice which  was  provided  by  the  Phila- 
delphia Home  Rule  Charter  of  1951. 
Philadelphia  is  the  only  county  in 
Pennsylvania  at  the  present  time  which 
enjoys  a qualified  Medical  Examiner’s 
office.  For  single  copies  of  “The  Phila- 
delphia Medical  Examiner,”  write 
Pennsylvania  Medicine. 


NEXT  MONTH 

SENILE  DEMENTIA-A  REPORT  ON  THE  ANTICOAGULANT 
TREATMENT  OF  THIRTEEN  PATIENTS 

Various  features  of  the  etiology,  diagnosis  and  treatment  are  discussed  in  view  of  the 
controversial  nature  of  the  subject. 

THE  PHYSICIAN'S  CLINICAL  RECORD 

Your  office  records  may  be  the  sole  or  principal  means  by  which  you  are  judged — 
they  deserve  your  close  attention. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 1,a- 3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophyllme,  pressor  amines)  and  supportive  (antihista- 
mines, methylpredmsolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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(potassium  phenoxymethyl  penicillin) 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINI'; 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrow  th  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis. pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  ( rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown  I in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
ineals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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THIS  MONTH 


Keogh  Changes 
Benefit  Physicians 

Physicians  and  other  self-employed 
persons  will  benefit  from  changes  in 
the  Keogh  Self-Employment  Retire- 
ment Act.  Beginning  January  1,  1968, 
a physician  may  deduct  the  entire 
amount  of  his  contribution  to  his  own 
retirement  fund.  Present  law  permits 
only  half  the  contribution  to  be  de- 
ducted for  income  tax  purposes.  In  ad- 
dition, doctors  may  contribute  $2,500 
or  10  percent — whichever  is  greater — 
of  his  and  his  employees’  earnings  to 
a retirement  program,  provided  this  is 
done  for  all  full-time  employees  with 
three  years  or  more  of  service.  All 
payments  are  deductible  on  the  physi- 
cian’s tax  return  and  are  not  currently 
taxable  to  himself  or  to  any  of  his 
employees. 

State  Awards  Grants 
For  Cancer  Research 

The  Pennsylvania  Department  of 
Health  has  awarded  a $15,618  health 
services  contract  to  the  Albert  Ein- 
stein Medical  Center  of  Philadelphia 
to  conduct  research  in  cancer  treat- 
ment. 

As  its  part  of  the  contract,  the  Ein- 
stein Medical  Center  will  keep  a sta- 
tistical record  of  cancer  patients;  con- 
duct followup  examinations  of  living 
cancer  patients;  evaluate  the  effective- 
ness of  treatment;  operate  tumor 
clinics  or  conferences  which  offer  free 
consultation  to  any  cancer  patient;  con- 
duct cancer  education  programs  for 
the  benefit  of  staff  physicians;  operate 
a home-care  program  for  patients;  and 
conduct  research  activities. 

The  Jefferson  Medical  College  of 
Philadelphia  has  been  awarded  a $9.- 
902  contract  by  the  Department  of 
Health  for  the  study  of  850  cases  of 
proved  lung  cancer. 

The  lung  cancer  cases  concern  pa- 
tients in  Philadelphia  from  1947  to 
1964.  The  purpose  of  the  study  is  the 
evaluation  of  mass  radiography  in  de- 
tecting lung  cancer  and  in  obtaining 
clues  to  the  causes  of  lung  cancer. 

As  part  of  the  study,  the  incidence 
of  lung  cancer  in  Philadelphia  will  be 


compared  with  the  incidence  in  com- 
munities elsewhere  in  Pennsylvania 
and  in  other  states  where  reliable  sta- 
tistics are  available. 

Fellowships  In 
Physical  Medicine 
Available  At  PGH 

Philadelphia  General  Hospital  is 
offering  pre-doctoral  and  post-doctoral 
fellowships  in  physical  medicine  and 
rehabilitation  as  a result  of  a $30,000 
training  grant  from  the  Vocational  Re- 
habilitation Administration,  U.S.  De- 
partment of  Health,  Education  and 
Welfare. 

The  grant  was  awarded  to  John 
McM.  Mennell,  M.D.  chief  of  the  De- 
partment of  Physical  Medicine  and 
Rehabilitation  for  the  support  of 
traineeships  in  rehabilitation  medicine. 

“Offering  a pre-doctoral  training 
program  will  help  stimulate  medical 
students  to  enter  physical  medicine  and 
rehabilitation,”  said  Dr.  Mennell.  “The 
post-doctoral  course  is  offered  to  phy- 
sicians who  are  in  practice.  First  to 
train  under  this  grant  is  Audrie  Bobb, 
M.D.,  an  internist  for  thirty  years  in 
Santa  Fe,  New  Mexico.  Dr.  Bobb  is 
primarily  interested  in  difficult  pain 
problems  such  as  ‘coronary  occlusion’ 
and  ‘joint  pain,’  ” he  added. 

Dr.  Mennell  is  president-elect  of 
North  American  Academy  of  Manipu- 
lative Medicine  and  the  president  of 
Pennsylvania  Academy  of  Physical 
Medicine  and  Rehabilitation.  He  is 
associate  professor  in  the  School  of 
Medicine  and  Graduate  School  of 
Medicine  at  the  University  of  Pennsyl- 
vania. 

Allegheny  General  Has 
New  Program  for  Interns 

Allegheny  General  Hospital  in  Pitts- 
burgh, Pennsylvania,  has  announced 
AGMAN  Internship,  a new  program 


of  in-hospital  education  and  pro- 
grammed advancement  for  interns. 

According  to  the  hospital’s  depart- 
ment of  medical  education,  AGMAN 
stands  for  Allegheny  General  Medical 
Advancement  Nucleus  and  symbolizes 
a coordinated  program  of  medical  edu- 
cation and  modern  patient  care  in  the 
730-bed  hospital  serving  over  70,000 
out-patients  yearly. 

Allegheny  General  Hospital  is  car- 
rying its  message  about  AGMAN  In- 
ternship directly  to  medical  school 
seniors  at  the  time  when  they  are  mak- 
ing their  decisions  about  internship. 
A direct  mail  program  has  begun  and 
will  be  continued  through  January, 
1968. 

Mailers  containing  fact  sheets  about 
Allegheny  General  and  AGMAN  In- 
ternship in  the  form  of  wall  charts, 
plastic  push  pins  for  posting  and  reply 
cards  are  being  sent.  A newly-pre- 
pared booklet  on  Allegheny  General 
and  AGMAN  Internship  also  will  be 
mailed. 

Provisions  have  been  made  by  the 
AGMAN  Registration  Director  to 
meet  with  the  applicants  to  discuss 
their  objectives  and  how  they  might 
relate  to  the  AGMAN  Program. 

Further  information  on  the  visita- 
tion schedule  may  be  obtained  from: 

AGMAN  Registration  Director 
Allegheny  General  Hospital 
320  East  North  Avenue 
Pittsburgh,  Penna.  15212 

New  Rubella  Test 
Being  Marketed 

Flow  Laboratories  Inc.  has  an- 
nounced commercial  availability  of  a 
new  rubella  test  to  serve  the  clinical 
laboratory.  The  company’s  hemag- 
glutination-inhibition (HAI)  reagents 
make  possible  a routine  serological 
test  for  rubella  antibodies.  Specifically 
designed  as  a diagnostic  tool  for  ob- 
stetricians and  gynecologists,  it  allows 
these  physicians  to  routinely  check 
pregnant  patients  for  rubella  infection. 
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PENNSYLVANIA  MEDICINE 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions : Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect , 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  IS  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy’’  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


i 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 1 5,  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  ateroid  from 
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AMA  Offers  New 
Publication  for  Physicians 

Despite  the  remarkable  changes 
which  have  occurred  in  patterns  of 
medical  practice,  the  enormous  ex- 
pansion of  professional  and  occupa- 
tional resources  on  the  allied  health 
team  and  the  explosive  growth  of  com- 
munity health  services  involved  in 
total  health  care  within  the  past  gen- 
eration, few  changes  have  been  made 
in  the  medical  school  curriculum  to 
help  prepare  the  new  physician  to 
grasp,  appreciate  and  meet  these  ac- 
celerating socio-economic  challenges 
once  he  enters  practice. 

As  a step  toward  surmounting  this 
educational  void,  the  American  Medi- 
cal Association  has  developed  a new 
publication,  The  Physician’s  Career, 
a 99-page  handbook  intended  to  serve 
as  a teaching  outline  on  medical  prac- 
tice and  community  relations  for  phy- 
sicians and  medical  students. 

More  than  two  years  in  the  making, 
The  Physician’s  Career  is  the  direct 
result  of  suggestions  made  at  recent 
meetings  of  the  House  of  Delegates 
that  teaching  outlines  of  informative 
material  on  medical  ethics,  medical 
civics  and  socio-economic  aspects  of 
medical  practice  be  provided  to  medi- 
cal schools  and  medical  societies  for 
orienting  students  and  recent  gradu- 
ates to  non-scientific  aspects  of  the 
physician’s  career. 

Health  Manpower 
Shortage  Is  Now  Critical 

A group  of  advisors  to  the  Public 
Health  Service  and  an  AMA  official 
separately  emphasized  the  seriousness 
of  the  health  manpower  problem. 

The  Allied  Health  Professions  Edu- 
cation Subcommittee  of  the  National 
Advisory  Health  Council  said  in  a 
report  to  the  PHS  surgeon  general, 
William  H.  Stewart,  M.D.,  that  health 
manpower  is  the  critical  factor  in  the 
provision  of  health  services  in  this 
nation. 

“With  the  rising  capacity  of  medi- 
cine to  provide  a satisfying  array  of 
services,  the  lowering  of  financial  bar- 
riers to  service,  and  the  growing  ac- 
ceptance of  a public  responsibility  to 
assure  that  all  people  have  adequate 
medical  service,  needs  and  demands 
for  medical  care  continue  to  outstrip 
their  availability,”  the  report  said. 

“Many  people  are  struggling  with 
approaches  to  the  measurement  of 


health  manpower  shortages.  But  no 
one  figure  can  express  the  total  need. 
And  even  if  it  were  possible  to  en- 
vision ideal  health  services  staffing  for 
a community,  a state,  or  a nation,  the 
continuing  development  of  new  knowl- 
edge and  techniques,  new  patterns  of 
service,  and  new  methods  of  payment 
are  constantly  changing  the  needs,  both 
for  numbers  and  varieties  of  health 
workers.” 

Dr.  Alvin  J.  Ingram  of  Memphis, 
Tenn.,  a member  of  the  AMA  Board 
of  Trustees,  told  the  AMA  Conference 
on  Aging  and  Long-term  Care  in  Balti- 
more, Maryland,  that  there  is  an  ur- 
gent need  for  all  categories  of  health 
personnel. 

“We  have  been  challenged  by  gov- 
ernment to  revamp  our  system  of 
health  care,  to  make  it  available  to 
everyone  and  to  do  so  more  econom- 
ically than  at  present,”  Dr.  Ingram 
said.  “To  do  this  will  require  not  only 
larger  numbers  of  health  personnel, 
but  more  coordinated  and  efficient  use 
of  all  members  of  the  health  team. 

“The  basic  purpose  of  all  of  medi- 
cine— research,  education  and  practice 
— is  the  application  of  the  art  and  sci- 
ence of  the  profession  to  the  individual 
patient  or  to  the  community  as  a 
whole. 

“Furthermore,  we  are  constantly  ex- 
posed to  remarks  about  the  brain 
drain,  the  siphoning  of  physicians 
trained  in  other  countries  and  their 
acceptance  here  to  fill  our  own  voids, 
even  at  the  expense  of  intensifying  al- 
ready desperate  shortages  in  other 
nations. 

“Yet  we  have  our  brain  drain  in 
this  country — the  consistent  and  pro- 
gressive decrease  in  the  ranks  of  prac- 
ticing physicians  as  members  of  the 
profession  turn  from  the  primary  re- 
sponsibility of  patient  care  to  research, 
teaching  and  administrative  service.  In 


the  past  fifteen  years,  the  number  of 
physicians  in  full  time  private  practice 
has  decreased  at  the  rate  of  almost  1 
percent  a year,  from  75  percent  in 
1950  to  62  percent  in  1965.” 

State  Contracts  for  Early 
Study  of  Child  Growth 

The  State  Department  of  Health 
continues  its  attack  on  the  early  detec- 
tion of  very  young  children  deviating 
from  normal  growth  and  development 
with  renewal  of  a contract  with  the 
Children’s  Hospital  of  Philadelphia. 

Under  the  contract,  the  Hospital 
will  receive  $218,484  from  the  Depart- 
ment. The  action  was  the  third  re- 
newal of  the  contract.  Under  the  con- 
tract the  Hospital  will  continue  a pro- 
gram already  established  which  also 
provides  diagnosis  and  evaluation  of 
disabilities  and  well-integrated  pro- 
grams to  enable  the  children  to  achieve 
their  optimal  places  in  society. 

In  recent  years  there  has  been  a 
growing  awareness  in  the  health  and 
welfare  fields — both  public  and  pri- 
vate— that  many  young  children  suffer 
from  various  conditions  not  readily 
recognizable  by  parents  or  discovered 
in  routine  medical  care. 

Other  terms  of  the  contract  include 
provision  for  and  coordination  of  di- 
agnostic treatment  and  services  for 
children  with  handicapping  neurologi- 
cal, special  sensory  and/or  mental 
deficits  by  the  Hospital. 

Emphasis  will  be  placed  on  encour- 
aging the  early  referral  of  children 
with  handicapping  conditions  by  pro- 
viding evaluation  and  therapy  pro- 
grams for  the  very  young  as  well  as 
the  older  children. 

The  response  to  sound  of  all  chil- 
dren who  have  congenital  abnormali- 
ties of  the  head  and  neck  will  be  evalu- 
ated as  early  in  life  as  possible. 


Public  Health  Resident  Physician 

The  Pennsylvania  Department  of  Health  offers  approved  public  health 
residency  training  for  physicians.  Two  years  field  experience  plus  an 
academic  year  to  attain  an  MPH  degree  meet  the  training  requirements 
toward  certification  by  the  American  Board  of  Preventive  Medicine. 

American  citizenship,  completion  of  an  approved  internship,  and  a 
Pennsylvania  license  to  practice  medicine,  or  eligibility  for  licensure, 
are  required  for  appointment. 

Salary:  $10,954-$  12,675  plus  fringe  benefits. 

Openings  in  Philadelphia  Department  of  Public  Health  and  Allegheny 
County  Health  Department  (Pittsburgh)  available  for  July  1,  1968. 

For  more  information,  write  to  Charles  L.  Leedham,  M.D.,  Director, 
Bureau  of  Educational  Activities,  Pennsylvania  Department  of  Health, 
P.  O.  Box  90,  Harrisburg,  Pennsylvania  17120. 


JANUARY,  1968 
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Hartford  Foundation  Gift 
Will  Support  Study  of 
Jaundiced  Infants 

The  John  A.  Hartford  Foundation, 
Inc.  has  awarded  a grant  of  $106,943 
to  Pennsylvania  Hospital  for  the  study 
of  new  methods  for  the  management  of 
jaundice  in  newborn  infants.  The  study 
is  under  the  direction  of  Thomas  R. 
Boggs,  Jr.,  M.D.,  Head  of  the  Hos- 
pital's Newborn  Service,  and  Lois 
Johnson,  M.D. 

The  grant  is  for  a three-year  period. 
The  overall  objective  of  this  project 
has  been  to  develop  and  test  an  im- 
proved program  for  the  management 
of  neonatal  jaundice.  Dr.  Johnson  has 
been  perfecting  a simple  laboratory 
test  which  is  expected  to  aid  the  clinic- 
ian in  his  decision  as  to  which  jaun- 
diced infant  is  in  need  of  an  exchange 
transfusion.  The  Hartford  Foundation 
grant  now  makes  it  possible  to  perform 
an  adequate  trial  of  this  laboratory 
test. 

“We  believe  that  it  is  very  probable 
that  this  test  will  enable  us  to  avoid 
the  exchange  transfusion  of  approxi- 
mately 50  percent  of  the  full-term  and 
30  percent  of  the  premature  babies  for 
whom  such  treatment  is  now  neces- 
sary,” Dr.  Boggs  said. 

The  Newborn  Service  of  Pennsyl- 
vania Hospital  cares  for  over  3,000 
liveborn  infants  each  year.  Between 
one  and  two  percent  of  these  infants 
develop  degrees  of  the  condition  re- 
quiring an  exchange  transfusion.  In 
addition  many  infants  with  a similar 
condition  are  referred  to  the  Hospital 
each  year. 

The  Hartford  Foundation  has  now 
issued  more  than  two  dozen  grants  to 
Pennsylvania  Hospital,  totaling  ap- 
proximately $4,000,000. 

Fetal  Mortality 
Rates  Reported 

A report  of  a study  of  fetal  mortality 
in  Pennsylvania  has  been  released  by 
the  Health  Department. 

The  best  age  at  which  to  have  a 
baby,  according  to  the  statistics  of  the 
report,  is  between  twenty  and  twenty- 
four.  In  this  age  group  the  lowest  rate 
of  fetal  loss — 14.4  per  1,000  deliveries 
— was  recorded.  By  contrast,  the  over- 
forty-four age  group  of  mothers  had  a 
loss  rate  of  65.9  per  1,000. 

Considering  birth  order  only,  the 
report  observes:  “The  highest  rate  of 
31.7  losses  per  1,000  deliveries  oc- 


curred in  the  five-and-over-pregnancies 
group.”  The  lowest  rate  of  loss,  12.6 
per  1,000  deliveries,  occurred  in  the 
second  pregnancies. 

The  report  also  says  that  “there  is  a 
strong  relationship  between  weight  at 
delivery  and  the  fetal  mortality  rate.” 
Babies  weighing  less  than  two  pounds, 
four  ounces,  result  in  the  highest  fetal 
mortality  rate  of  526  per  1,000  de- 
liveries. The  lowest  rate,  3.9  per 
thousand,  was  reflected  in  babies 
weighing  between  seven  pounds,  twelve 
ounces  and  eight  pounds,  thirteen 
ounces. 

The  non-white  fetal  mortality  rate  in 
Pennsylvania  is  almost  double  that  of 
the  white  fetal  mortality  rate,  the  re- 
port concludes.  The  non-white  rate  is 
33.2  per  thousand  as  compared  to  a 
white  rate  of  17.3  per  thousand. 

Georges  Stresses  Need 
For  Health  Services 
Employees 

At  the  close  of  Health  Careers 
Month  in  November  of  last  year, 
Secretary  of  Public  Welfare  and  Acting 
Secretary  of  Health  Thomas  W. 
Georges,  Jr.,  M.D.  appealed  for  con- 
tinuation of  recruitment  and  training 
of  health  services  employes. 

“An  ever-increasing  amount  of  pro- 
fessionally and  technically  trained  per- 
sonnel are  needed  in  all  health  areas,” 
Secretary  Georges  said,  “and  persons 
interested  in  careers  in  the  health  field 
will  find  almost  unlimited  opportunity 
and  widespread  need.” 

The  Department  of  Public  Welfare 
has  a variety  of  inservice  training  pro- 
grams and  also  sponsors  graduate 
training  for  employes,  paying  90  per- 
cent of  salary  while  employes  are  at- 
tending graduate  school  in  return  for 
which  the  employe  agrees  to  remain 
with  the  Department  upon  completion 
of  his  education. 

Secretary  Georges  noted  that  an 
appeal  for  mental  health  workers  is 
especially  timely,  for  the  need  in  this 
field  is  acute. 

“Practically  one  out  of  every  two 
hospital  beds  is  now  occupied  by  a 
mentally  ill  or  retarded  adult  or  child,” 
Dr.  Georges  said.  "Mental  disabilities 
strike  at  every  age  level  and  at  all 
social  and  economic  sectors  of  our 
society.  Numerous  psychiatric,  educa- 
tional and  therapeutic  programs  have 
been  developed  by  this  Department 
and  by  other  mental  health  agencies 
and  a paramount  need  of  all  of  them 
is  trained  and  dedicated  personnel.” 


More  Babies  Surviving 
Birth  Defects 

As  recently  as  fifteen  years  ago,  the 
occasional  baby  born  with  an  intestinal 
deformity  had  less  than  a one-in-ten 
chance  of  survival. 

Today,  75  to  90  percent  of  these 
children  are  being  saved. 

The  improvement  has  come  from 
prompt  recognition  and  intensive  medi- 
cal and  surgical  treatment  of  this  prob- 
lem, a panel  of  three  physicians  agreed 
at  the  American  Medical  Association's 
clinical  convention  in  Houston. 

The  child  with  intestinal  deformities 
may  occur  only  once  in  a thousand 
births.  In  smaller  hospitals,  it  may  be 
the  only  case  the  staff  will  ever  see. 

The  warning  signs  include  an  infant 
who  vomits  frequently,  who  has  a dis- 
tended, boat-shaped  abdomen,  or  who 
fails  to  pass  meconium. 

Fairly  obvious  and  easy  to  treat  are 
two  defects,  a closed  anus  or  an  um- 
bilical hernia.  Harder  to  spot,  how- 
ever, is  the  child  with  intestinal  closure 
or  a fistula  of  the  trachea  or  esophagus. 

X-rays,  close  attention  to  the  baby’s 
swallowing  and  vomiting,  if  any,  plus 
other  physical  signs  help  the  physician 
in  his  diagnosis  of  internal  deformities. 

At  the  Baylor  University  area  hos- 
pitals, videotape  “playbacks”  are  often 
used  to  watch  the  swallowing  mecha- 
nism. Closed-circuit  television  trans- 
mits fluoroscopic  images  from  the 
examining  room  to  a central  office 
where  several  radiologists  can  view 
them  simultaneously. 

The  premature  baby  with  suspected 
gastrointestinal  obstruction  is  usually 
too  sick  to  be  a problem  in  restraint 
while  being  examined,  the  physicians 
said.  However,  the  infant  must  be 
handled  carefully,  in  a warm  room. 
The  incubator  is  usually  brought  to  the 
x-ray  facility,  and  the  child  removed 
only  briefly. 

Nursery  personnel  may  be  alarmed 
by  some  newborn  signs  that  are  not 
necessarily  sinister,  the  physicians  said. 
Blood  in  the  newborn's  stool  for  in- 
stance, is  often  maternal  blood  the 
baby  has  swallowed  before  birth. 

“Plugs”  of  the  dark  green  meconium 
may  form  in  the  intestines  of  otherwise 
normal  babies.  A saline  enema  is 
often  all  that  is  needed  to  treat  this 
problem. 

Failure  to  pass  meconium  also  may 
be  due  to  depression  of  the  infant’s 
central  nervous  system,  caused  by 
medication  of  the  mother.  Eventually 
this  wears  off. 
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AMA  Offers  Guidelines 
For  Professional  Courtesy 

Should  the  time-honored  custom  of  professional  courtesy 
he  extended  without  limits  to  all  physicians  and  their  im- 
mediate families,  or  should  its  application  vary  according 
to  circumstances? 

What  about  the  psychiatrist,  for  example?  Should  he 
render  his  services  without  any  fee  whatsoever  when  long- 
range  care  involving  one  or  two  hours  weekly  of  his  re- 
stricted patient  load  is  involved? 

What  about  the  obstetrician  in  the  college  town  who  has 
the  wives  of  all  medical  students — a significant  percentage 
of  his  practice — as  his  patients? 

If  no  fee  would  have  been  charged,  had  the  patient  been 
without  medical-hospitalization  insurance,  would  it  be  con- 
sidered proper  to  accept  insurance  payments  for  the  pro- 
fessional services  provided? 

Because  of  the  increasing  specialization  in  medicine  and 
continuing  changes  in  medical  practice,  the  AMA’s  Judicial 
Council  has  been  swamped  with  requests  to  clarify  its 
position  on  professional  courtesy. 

To  provide  physicians  with  guidance  on  the  matter  of 
professional  courtesy,  the  Judicial  Council  adopted  the 
following  opinion: 

The  custom  of  professional  courtesy  embodies  the  ancient 
tradition  of  fraternalism  among  physicians  in  the  art  which 
they  share,  and  their  mutual  concern  to  apply  their  learning 
for  the  benefit  of  one  another  as  well  as  their  patients. 
The  Judicial  Council  reaffirms  and  endorses  the  principle 
of  professional  courtesy  as  a noble  tradition  that  is  adapt- 
able to  the  changing  scene  of  medical  practice. 

Professional  courtesy  is  not  a rule  of  conduct  that  is  to 
be  enforced  under  threat  of  penalty  of  any  kind.  It  is  the 
individual  responsibility  of  the  physician  to  determine  for 
himself  and  within  his  own  conscience  to  whom  and  the 
extent  to  which  he  shall  allow  a discount  from  his  usual  and 
customary  fees  for  the  professional  services  he  renders, 
and  to  whom  he  shall  render  such  services  without  charge 
as  professional  courtesy. 

The  following  guidelines  are  offered  as  suggestions  to 
aid  physicians  in  resolving  questions  related  to  professional 
courtesy. 

1 . Where  professional  courtesy  is  offered  by  a physi- 
cian but  the  recipient  of  services  insists  upon  payment, 
the  physician  need  not  be  embarrassed  to  accept  a fee 
for  his  services. 

2.  Professional  courtesy  is  a tradition  that  applies  solely 
to  the  relationship  that  exists  among  physicians.  If  a 
physician  or  his  dependents  have  insurance  providing 
benefits  for  medical  or  surgical  care,  a physician  who 
renders  such  service  may  accept  the  insurance  benefits 
without  violating  the  traditional  ethical  practice  of  phy- 
sicians caring  for  the  medical  needs  of  colleagues  and 
their  dependents  without  charge. 

3.  In  the  situation  where  a physician  is  called  upon  to 
render  services  to  other  physicians  or  their  immediate 
families  with  such  frequency  as  to  involve  a significant 
proportion  of  his  professional  time,  or  in  cases  of  long- 
term extended  treatment,  fees  may  be  charged  on  an 
adjusted  basis  so  as  not  to  impose  an  unreasonable 
burden  upon  the  physician  rendering  services. 

4.  Professional  courtesy  should  always  be  extended  with- 
out qualification  to  the  physician  in  financial  hardship, 
and  members  of  his  immediate  family  who  are  dependent 
upon  him. 


anticostive* 

hematinic 


PERITINIC 

HematinicwithVitaminsand  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

f Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 
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She  relies 
on  your 
itraceptive 
advice 
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She  can  expect  to 
continue  Oracon  for  years 

ORAGON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  mondial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  anti  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 


observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (sn<  It  as 
abdominal  ( ramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  t hangc  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  i hanges  (tender- 
ness, enlargement,  secretion),  change  in  weight  (inc  rease 
or  decrease),  c hanges  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual  like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
latigue,  backac he,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X): 
thyroid  function  (increase  in  l’BI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  o(  menses  as  Day  I , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  II  flow  should  not  occur 
by  tbe  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication.  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  w ith  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink-Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 
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M.D/s  in 
The  News 


Richard  C.  Lyons,  M.D.,  chairman 
of  the  department  of  urology  at  Hamot 
Hospital,  Erie,  presented  a paper  en- 
titled Acute  and  Chronic  Dialysis  in 
a Community  Hospital  at  the  42nd 
Annual  Congress  of  the  Pan  American 
Medical  Association.  The  paper  was 
co-authored  by  J.  Donald  Lasher, 
M.D. 

Clara  J.  Ersoz,  M.l).  was  a guest 
speaker  at  the  16th  Annual  Nurses’ 
Seminar  on  Respiratory  Physiotherapy. 
Dr.  Ersoz  is  a member  of  the  Amer- 
ican Women’s  Medical  Association, 
the  American  Society  of  Anesthesi- 
ologists and  the  Pennsylvania  Society 
of  Anesthesiologists. 

Benjamin  Schneider,  M.D.,  Dan- 
ville, attended  the  42nd  Annual  Con- 
gress of  the  Pan  American  Medical 
Association,  where  he  had  charge  of 
the  program  on  general  practitioners. 
He  delivered  a paper  on  The  Rote  o f 
the  Practitioner  and  Community 
Health  Clinics. 


N.  David  Charkes,  M.D.,  Temple 
University  School  of  Medicine,  pre- 
sented a paper  at  the  International 
Nuclear  Medicine  Symposium  on  Ra- 
dioactive Isotopes  in  the  Localization 
of  Tumors  at  the  Imperial  College  of 
Science  and  Technology  in  London. 


Alois  Nowotny,  M.D.,  Philadelphia, 
delivered  lectures  on  bacterial  endo- 
toxins at  the  Institut  Pasteur  in  Paris, 
the  German  Cancer  Society  in  Heidel- 
berg and  the  Hungarian  Academy  of 
Sciences  in  Budapest. 


Herbert  M.  Stauffer,  Temple  Uni- 
versity School  of  Medicine,  presented 
a paper,  Evaluation  of  Television 
Techniques  for  Radiological  Image 
Processing  by  H.  L.  Kundel,  M.D.  and 
G.  Revesz,  M.D.  at  the  annual  con- 
ference of  the  Hospital  Physicists’  As- 
sociation in  Glasgow,  Scotland. 


Sidney  Weinhouse,  M.D.,  Philadel- 
i phia,  participated  in  the  American 
Cancer  Society  conference  on  the  de- 
I velopmental  biology  of  neoplasia  at 
! Cherry  Hill,  N.J.  and  presented  two 
papers  at  the  Sixth  International  Sym- 
posium on  Enzyme  Regulation  at  Indi- 
v ana  University  School  of  Medicine, 
j 

George  P.  Rosemond,  M.D.,  Phila- 
delphia, participated  in  a symposium 
on  carcinoma  of  the  breast  as  part 
of  the  Clinical  Congress  of  the  Amer- 
J ican  College  of  Surgeons. 


William  P.  Gibbons,  M.D.,  Altoona, 
attended  the  Fourth  International  Con- 
gress of  Plastic  and  Reconstructive 
Surgery  in  Rome,  Italy.  Dr.  Gibbons 
serves  on  the  staffs  of  Mercy  and 
Altoona  Hospitals  and  on  the  consul- 
ting staff  at  the  Altoona  Veterans  Ad- 
ministration Hospital. 

Ned  Wallace,  M.D.,  Bethlehem,  was 
honored  recently  by  the  medical  men 
of  Central  Moravian  Church,  Bethle- 
hem, for  his  work  in  the  Moravian 
Medical  Mission  in  Nicaragua.  Dr. 
Wallace  has  been  serving  at  Gray 
Memorial  Hospital  at  Puerto  Cabezas 
for  the  past  seven  years  and  has  main- 
tained contact  with  the  medical  pro- 
fession through  local  amateur  radio 
operators. 

William  McD.  Hamm  on,  M.D., 

Pittsburgh,  was  installed  as  president 
of  the  American 
Society  of  Tropi- 
cal Medicine  and 
Hygiene  at  the 
Society’s  Annual 
Meeting  in  Phila- 
delphia. Dr.  Hant- 
mon  is  professor 
of  epidemiology 
and  microbiology 
and  head  of  the 
department  at  the 
Graduate  School  of  Public  Health, 
University  of  Pittsburgh,  posts  he  has 
held  since  1950.  He  has  done  exten- 
sive research  on  arbovirus  encephalitis 
and  poliomyelitis  and  is  also  conduct- 
ing research  on  hemorrhagic  fever  and 
dengue  viruses  in  Burma,  India,  Phil- 
ippines Islands  and  Thailand. 

Alma  Dea  Morani,  M.D.,  Philadel- 
phia, has  been  awarded  the  Cavaliere 
Ufficiale  Dell  ’Ordine  al  Merito  by  the 
Republic  of  Italy  in  recognition  of  her 
“dedicated  service  to  humanity  in 
many  parts  of  the  world.”  She  also 
attended  the  meeting  of  Jornadas  In- 
ternationales de  Cirugia  Plastica  de  la 
Seguridad  Social  Espanola,  in  Barce- 
lona, Spain  where  she  presented  a 
paper  on  The  Value  of  Panoramic 
Radiography  in  Plastic  Surgery.  She 
also  attended  the  Fourth  International 
Congress  of  Plastic  Surgery,  Rome, 
Italy  where  she  presented  the  same 
paper  in  conjunction  with  a scientific 
exhibit  revealing  the  results  of  re- 
search with  Panoramix  radiography. 
This  same  exhibit  was  set  up  at  the 
annual  meeting  of  the  American  So- 
ciety of  Plastic  and  Reconstructive 
Surgery  in  New  York,  where  Dr. 
Morani  presented  a paper  entitled 
Panography:  Its  Use  in  Plastic  Surgery. 


DR.  HAMMON 


Irwin  S.  Terner,  M.D.,  Sewickley 
and  James  L.  Fawcett,  M.D.,  Pitts- 
burgh were  initiated  as  Fellows  of  the 
American  College  Surgeons  at  the  re- 
cent meeting  of  the  College.  Drs. 
Terner  and  Fawcett  are  members  of 
the  medical  staff  at  .Sewickley  Valley 
Hospital. 

James  A.  Welty,  M.D.  and  James 
E.  Hadley,  M.D.  of  Oil  City  and 
George  C.  Jackson,  M.D.  of  Harris- 
burg have  been  included  in  the  11th 
edition  of  Who’s  Who  in  the  East. 

Francis  W.  Roscoe,  M.D.,  Scranton, 
has  received  confirmation  of  his  cer- 
tification as  a diplomate  of  the  Amer- 
ican Board  of  Abdominal  Surgery. 

Colin  L.  Kamperman,  M.D.,  New 

Kensington,  has  been  named  medical 
director  for  Aluminum  Company  of 
America.  Prior  to  this  appointment 
Dr.  Kamperman  was  medical  director 
for  Alcoa’s  New  Kensington  Works 
and  maintained  a private  practice. 

George  T.  Harrell,  M.D.,  dean  and 
director  of  the  Milton  S.  Hershey 
Medical  Center  delivered  the  Distin- 
guished Guest  Lecture  at  the  annual 
dinner  of  the  John  Morgan  Society  at 
the  University  of  Pennsylvania  Faculty 
Club. 

Clayton  T.  Bcechani,  M.D.,  director 
of  the  department  of  gynecology  and 
obstetrics  at  Geisinger  Medical  Center, 
Danville,  was  a member  of  the  visiting 
faculty  at  a two-day  continuing  educa- 
tion program  entitled  Obstetrics  and 
Gynecology  for  the  Family  Physician 
sponsored  by  the  School  of  Medicine, 
State  University  of  New  York  at  Buf- 
falo. 

John  J.  Moran,  M.D.  has  been  ap- 
pointed director  of  the  department  of 
pathology  at  Gei- 
singer Medical 
Center.  Dr.  Mor- 
an is  certified  by 
the  American 
Board  of  Path- 
ology in  patho- 
logic anatomy  and 
clinical  pathology. 
Dr.  Moran  was 
previously  asso- 
ciated with  Jef- 
ferson Hospital,  where  he  was  assistant 
director  of  the  clinical  laboratories 
and  associate  professor  of  pathology. 
Dr.  Moran  is  a member  of  the  College 
of  American  Pathologists  and  the 
Pennsylvania  Association  of  Clinical 
Pathologists.  He  is  the  author  or  co- 
author of  fourteen  published  articles 
and  has  several  others  in  preparation. 
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R.  E.  Forster,  M.I).,  professor  of 
physiology  and  chairman  of  the  de- 
partment, Graduate  Division,  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine has  been  named  to  serve  on  the 
National  Advisory  Heart  Council.  The 
appointment  was  announced  by  Sur- 
geon General  William  H.  Stewart. 

Robert  L.  Evans,  M.D.,  director  of 
medical  education  at  York  Hospital, 
was  a member  of  the  panel  discussing 
Training  of  Surgical  Residents  in  Com- 
munity Hospitals  which  was  part  of 
the  16th  Annual  Meeting  of  the  South- 
eastern Pennsylvania  Chapter  of  the 
American  College  of  Surgeons. 

Hongchien  Ha,  M.D.  has  been  ap- 
pointed associate  professor  of  anatomy 
at  The  Milton  S.  Hershey  Medical 
Center.  Dr.  Ha  will  teach  neuro- 
anatomy to  medical  and  graduate  stu- 
dents and  continue  his  research  on 
the  structure  of  the  nervous  system, 
especially  the  cerebellum,  using  both 
light  and  electron  microscopy.  He 
previously  was  an  instructor  in  neuro- 
anatomy and  gross  anatomy  at  the 
University  of  Pennsylvania  School  of 
Medicine  and  the  Wayne  State  Uni- 
versity College  of  Medicine. 

Anthony  F.  Merlino,  M.D.,  Spring- 
field,  has  been  elected  a diplomate  of 
American  Board  of  Orthopaedic  Sur- 
gery and  a Fellow  of  the  American 
College  of  Surgeons. 


Milton  J.  Freiwald,  M.D.,  Phila- 
delphia, has  been  appointed  to  the  staff 
of  medical  examiners  of  the  Life  As- 
surance Company  of  Pennsylvania,  as 
consultant  in  ophthalmology. 


Kenneth  D.  Serkes,  M.D.  has  been 
named  assistant  to  the  chairman,  divi- 
sion of  surgery  at 
Albert  Einstein 
Medical  Center, 

Philadelphia.  Dr. 

Serkes  also  is  as- 
sociate professor 
of  surgery  at  the 
Temple  Univer- 
sity School  of 
Medicine,  with 
which  the  medical 
Center  is  affili- 
ated. Before  joining  the  Einstein  staff 
in  July,  1967,  Dr.  Serkes  served  for 
five  years  as  assistant  director  of  the 
department  of  surgery  at  The  Jewish 
Hospital  of  St.  Louis.  From  1962  to 
1967  he  was  an  assistant  professor  of 
surgery  at  the  Washington  University 
School  of  Medicine,  St.  Louis. 


Henry  T.  Wycis,  M.D.,  Temple  Uni- 
versity School  of  Medicine,  has  re- 
ceived a Legion  of  Honor  Award  at 
the  Chapel  of  the  Four  Chaplains  in 
Philadelphia.  He  also  was  on  a panel 
discussing  surgery  for  Parkinson’s  dis- 
ease at  the  American  College  of  Sur- 
geons meeting  in  Chicago. 

Tak  Fujimagari,  M.D.  has  been  ap- 
pointed associate  radiologist  at  Ja- 
meson Memorial 
Hospital,  New 
Castle.  Dr.  Fuji- 
magari  was  until 
recently  engaged 
in  the  private 
practice  of  radi- 
ology at  Ukiah, 
California.  Dr. 
Fujimagari  served 
his  internship  at 
the  University  of 
Illinois  and  residencies  at  the  Cleve- 
land Clinics  and  Western  Pennsylvania 
Hospital.  He  is  a diplomate  of  the 
American  Board  of  Radiology  and  is 
certified  by  the  Royal  College  of  Phy- 
sicians and  Surgeons,  Canada. 

Joseph  A.  Cipcic,  M.D.,  Pittsburgh, 
presented  a paper  entitled  Soft  Tissue 
Facial  Injuries  at  the  42nd  Congress 
of  the  Pan  American  Medical  Associa- 
tion in  Buenos  Aires,  Argentina. 

Michael  Scott,  M.D.,  Philadelphia, 
has  been  elected  president  of  the  Mid- 
dle Atlantic  Neurological  Society. 

Jack  N.  Freyhof,  M.D.  has  been  ap- 
pointed director,  clinical  research  and 
services,  at  McNeil  Laboratories,  Inc., 
Fort  Washington.  Prior  to  joining  the 
pharmaceutical  firm,  Dr.  Freyhof  was 
a member  of  the  medical  division  at 
Wyeth  Laboratories,  Radnor. 

At  the  annual  meeting  of  The  Del- 
aware County  Medical  Society  Public 
Health  Fund,  Inc.  the  following  officers 
were  elected  to  serve  for  the  year 
1968:  President — William  Y.  Rial, 

M.D.,  Swarthmore;  Secretary — How- 
ard F.  Reed,  Esq.,  Media;  and  Treas- 
urer— Arthur  S.  Reynolds,  M.D.,  Hav- 
ertown. 

Gonzalo  E.  Aponte,  M.D.,  professor 
and  head  of  the  department  of  path- 
ology at  the  Jefferson  Medical  College 
of  Philadelphia,  has  been  named  the 
Clinical  Scientist  of  the  Year  by  the 
Association  of  Clinical  Scientists  at  its 
convention  in  Washington,  D.  C.  The 
award  is  given  annually  to  an  investi- 
gator who  has  “demonstrated  outstand- 
ing zeal  in  the  pursuit  of  clinical 
science.” 


Robert  M.  Richards,  M.I).,  Cham- 
bersburg,  has  been  elected  to  mem- 
bership in  the  American  Association 
for  Surgery  of  Trauma  at  its  annual 
meeting  in  Pittsburgh.  Dr.  Richards 
is  on  the  medical  staff  at  Chambers- 
burg  Hospital. 

H.  B.  Anderson,  M.I).,  Johnstown, 
was  presented  a plaque  by  Altoona 
Hospital  in  recognition  of  his  services 
as  past  president  of  the  Wainwright 
Tumor  Clinic  Association  of  Pennsyl- 
vania. Dr.  Anderson  served  his  presi- 
dency in  1943. 

Sandor  S.  Shapiro,  M.D.,  assistant 
professor  of  medicine  at  the  Jefferson 
Medical  College,  has  received  a five- 
year  $180,000  research  grant  from 
the  National  Institutes  of  Health.  The 
grant  will  enable  Dr.  Shapiro  to  con- 
tinue his  investigation  into  the  basic 
mechanisms  of  blood  coagulation  and 
hemostasis  at  the  Cardeza  Foundation, 
a center  for  the  study  and  treatment 
of  diseases  of  the  blood. 

Lewis  P.  Rowland,  M.D.,  a neurolo- 
gist who  is  widely  known  for  his  work 
on  the  biochemi- 
cal bases  of  in- 
herited neurologic 
disorders,  has  as- 
sumed the  post 
of  chairman  and 
professor  of  neur- 
ology at  the  Uni- 
versity of  Penn- 
sylvania School  of 
Medicine.  Dr. 
Rowland  was  pre- 
viously associated  with  Columbia  Uni- 
versity’s College  of  Physicians  and 
Surgeons,  where  he  was  co-director  of 
the  Neurological  Clinical  Research 
Center  at  Columbia-Presbyterian  Med- 
ical Center  for  six  years.  Dr.  Rowland 
is  director  of  the  Penn  neurology  de- 
partment’s Biomedical  Center  for  Clin- 
ical Neurological  Disorders. 

Ian  G.  Hodge,  M.D.,  Lancaster, 
took  office  recently  as  president  of 
the  Mid-Atlantic  Section,  American 
Urological  Association.  Dr.  Hodge  is 
president  of  the  medical  staff  of  the 
Lancaster  General  Hospital,  where  he 
is  chief  of  urology. 

Herbert  Blough,  M.D.,  assistant  pro- 
fessor of  microbiology  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, has  received  a research  grant 
from  the  American  Thoracic  Society. 
Dr.  Blough  will  study  the  viruses 
which  cause  respiratory  diseases,  with 
emphasis  on  the  influenza  virus. 


DR.  FUJIMAGARI 
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Deaths 

0 Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O James  B.  Cooper,  Chester;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1934;  age  59;  died  October 
17,  1967.  Dr.  Cooper  was  on  the 
staff  at  the  Crozer-Chester  Medical 
Center  and  the  Sacred  Heart  General 
Hospital.  He  was  a member  and  past 
director  of  the  Delaware  County  Medi- 
cal Society  and  a member  of  the  Medi- 
cal Club  of  Philadelphia.  Surviving 
are  his  wife  and  a daughter. 

O Forrest  B.  Corneal,  Harrisburg; 
University  of  Pennsylvania  School  of 
Medicine,  1944;  age  47;  died  October 
17,  1967.  Dr.  Corneal  was  a Fellow 
of  the  American  Academy  of  Pedi- 
atrics and  a member  of  the  Harris- 
burg Academy  of  Medicine.  Survi- 
vors include  his  wife  and  five  sons. 

Dora  Ruland,  Broomall;  Woman’s 
Medical  College,  1938;  age  73;  died 
October  27,  1967.  Dr.  Ruland  was  re- 
tired from  her  position  as  medical 
director  of  the  former  Woman's  Hos- 
pital, Philadelphia.  We  have  received 
no  information  regarding  surviviors. 


O Thomas  H.  Mooney,  Rosemont; 
University  of  Pennsylvania  School  of 
Medicine,  1912;  age  79;  died  Octo- 
ber 26,  1967.  Dr.  Mooney  is  sur- 
vived by  his  wife,  a son  and  a grand- 
child. 

O Guy  E.  Patterson,  Washington; 
University  of  Pittsburgh  School  of 
Medicine,  1903;  age  91;  died  October 
22,  1967.  Dr.  Patterson  was  a former 
staff  member  of  the  old  Washington 
Hospital  and  City  Hospital.  He  served 
as  a captain  in  the  Medical  Corps  of 
the  American  Expeditionary  Forces  in 
1918-1919.  Surviving  are  one  daugh- 
ter and  three  grandchildren. 

O Roy  I.  Peck,  Philadelphia;  West- 
ern Reserve  University  School  of  Med- 
icine, 1931;  age  60;  died  October  9, 
1967.  Dr.  Peck  was  an  assistant  pro- 
fessor at  the  University  of  Pennsyl- 
vania School  of  Medicine  and  a diplo- 
mate  of  the  American  Board  of  Sur- 
gery. Survivors  include  his  wife,  two 
sons,  a daughter,  two  sisters,  a brother 
and  five  grandchildren. 

Lloyd  D.  Rugh,  Tarentum;  age  51; 
died  September  29,  1967.  Dr.  Rugh 
was  a member  of  the  American  So- 
ciety of  Abdominal  Surgeons,  the  In- 
ternational College  and  American  Col- 
lege of  Surgeons.  Survivors  include  his 
wife  and  six  children. 


William  H.  Perkins,  Philadelphia; 
Jefferson  Medical  College,  1917;  age 
73;  died  October  22,  1967.  Dr.  Per- 
kins was  a former  dean  of  the  Jef- 
ferson Medical  College.  He  is  sur- 
vived by  his  wife  and  two  daughters. 

John  P.  Schaft'ner,  Huntingdon  Val- 
ley; Hahnemann  Medical  College, 
1943;  age  48;  died  September  10, 
1967.  Dr.  Schaffner  is  survived  by 
his  wife,  his  mother  and  a daughter. 

O Henry  Pohl,  Johnstown;  Jeffer- 
son Medical  College,  1923;  age  69; 
died  October  27,  1967.  Dr.  Pohl 
served  a three  year  tour  of  duty  in 
the  Army  Medical  Corps  during  World 
War  II  and  was  a member  of  the 
courtesy  staff  of  Memorial  Hospital 
and  a member  of  the  honorary  staff 
of  Mercy  Hospital.  A son  survives. 

William  W.  Poulson,  Linwood; 
Temple  University  School  of  Medicine, 
1917;  age  83;  died  July  2,  1967.  We 
have  received  no  information  regard- 
ing survivors. 

Frederick  W.  Underhill,  Erie;  Uni- 
versity of  Toronto  Medical  School; 
age  68;  died  September  21,  1967.  Dr. 
Underhill  was  honorary  vice-president 
of  the  Erie  County  Medical  Society. 
He  is  survived  by  his  wife,  a daughter, 
a son,  eight  grandchildren  and  fourteen 
nieces  and  nephews. 


Togetherness..., 


II  . . .can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2 1 and  will  not  mask  symptoms  of 

1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
&Gynec.  65:311  (Feb.)  1953. 
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One-Half  Sodium  Amobarbital  and 
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One-Half  Sodium  Secobarbital 
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supplied  in  %,  IVa,  and  3-grain  Pulvules9  of 
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Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions : Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Postgraduate 
Courses 

ALLENTOWN 

Nephrotic  Syndome:  Collagen  Dis- 
eases, Pregnancy  and  Toxemia;  Jef- 
ferson Medical  College  and  Pennsyl- 
vania State  University  at  Allentown 
Hospital,  January  11,  1968,  10  a.m. — 

1 p.m.;  3 hours  AAGP.  Contact  John 

H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

Obstructive  Uropathies,  Urinary 
Tract  Infections  and  Renal  Lithiasis; 

at  Allentown  Hospital,  February  8, 
1968;  10  a.m.  to  1 p.m.;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Approach  to  Pediatric  Patient  with 
Renal  Disease;  at  Allentown  Hospital; 
March  14,  1968;  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

ALTOONA 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Allen- 

town Hospital — March  27,  1968;  Wil- 
liamsport Hospital — April  24,  1968; 
Altoona  Hospital — April  25,  1968; 
Harrisburg  Hospital — -May  9,  1968. 
Hours:  1:30-5:30  p.m.,  fee  $5.00. 

Contact  Richard  B.  Magee,  M.D.,  Co- 
ordinator, Blair  Medical  Center,  501 
Howard  Avenue,  Altoona,  Pa.  16601. 

An  Evaluation  of  the  Newer  Clini- 
cal Laboratory  Procedures;  at  Altoona 

Hospital,  February  8,  1968;  10  a.m.  to 
12:30  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  Jefferson 
Medical  College,  Philadelphia  19107. 

Renal  Physiology  for  the  Clinician; 

at  Altoona  Hospital,  February  22, 
1968;  10  a.m.  to  12:30  p.m.;  AAGP 

2 hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Consecutive  Case  Conference  on 
the  Pregnant  Diabetic;  Jefferson  Medi- 
cal College  and  Pennsylvania  State 
University  at  Altoona  Hospital;  Jan- 
uary 11,  1968,  10  a.m. — 12:30  p.m.; 


2 hours  AAGP.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

The  Work-up  of  the  Anemic 
Patient;  Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Al- 
toona Hospital,  January  25,  1968,  10 
a.m. — 12:30  p.m.;  2 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Clinical  Evaluation,  Laboratory 
Recognition  and  Functional  Evalua- 
tion of  the  Patient  with  Renal  Disease; 

at  Altoona  Hospital;  March  7,  1968; 
10  a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Treatment  of  the  Patient  with  Renal 
Disease,  Including  Dialysis;  at  Al- 
toona Hospital;  March  21,  1968;  10 
a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadefphia  19107. 


BETHLEHEM 

Approach  to  Infectious  Diseases; 

Jefferson  Medical  College  and  Penn- 
sylvania State  University  at  St.  Luke’s 
Hospital,  Bethlehem,  January  18, 
1968,  9:30  a.m.— noon;  fee  $7.00;  3 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

Laboratory  Aspects  of  Infectious 
Diseases;  at  St.  Luke’s  Hospital,  Beth- 
lehem, February  15,  1968;  9:30  a.m. 
to  noon,  fee  $7.00;  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Rational  Therapy  with  Antibiotics; 

at  St.  Luke’s  Hospital,  Bethlehem; 
March  21,  1968;  9:30  a.m.  to  noon; 
fee  $7.00;  AAGP  3 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut Street,  Philadelphia  19107. 

HARRISBURG 

Graduate  Medical  Education;  Har- 
risburg Hospital,  January  9,  1968, 
sponsored  by  Merck,  Sharp  and 
Dohme;  one-hour  lecture  delivered  by 
John  C.  Nunemaker,  M.D.,  associate 
secretary,  Council  on  Medical  Educa- 
tion and  Hospitals,  American  Medical 
Association. 

Drugs  in  Anovulation;  Harrisburg 
Hospital,  January  25,  1968,  sponsored 
by  Merck,  Sharp  and  Dohme;  one- 
hour  lecture  delivered  by  Marshall 
Klavan,  M.D.,  assistant  professor  of 
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obstetrics/  gynecology,  Hahnemann 
Medical  College. 

Hypertension;  Harrisburg  Hospital, 
January  30,  1968,  sponsored  by 

Merck,  Sharp  and  Dohme;  one-hour 
lecture  delivered  by  John  H.  Moyer, 
M.D.,  professor  and  chairman,  de- 
partment of  medicine,  Hahnemann 
Medical  College. 

Demyelinating  Diseases;  at  Harris- 
burg Hospital,  sponsored  by  Merck, 
Sharp  & Dohme,  February  13,  1968; 
Joseph  Bittenbender,  M.D.,  head  of 
the  section  of  neurology  at  Harrisburg 
Hospital  will  be  the  speaker. 

Respiratory  Distress  Syndrome;  at 

Harrisburg  Hospital,  sponsored  by 
Merck,  Sharp  & Dohme,  February 
15,  1968;  Alex  J.  Schaffer,  M.D., 
associate  professor  of  pediatrics,  Johns 
Hopkins  Hospital  will  be  the  speaker. 

Gynecological  Malignancy;  at  Har- 
risburg Hospital,  sponsored  by  Merck, 
Sharp  & Dohme,  February  28,  1968; 
George  C.  Lewis,  M.D.,  professor 
and  chairman  of  the  department  of 
obstetrics/  gynecology,  Hahnemann 
Medical  College,  will  be  the  speaker. 

Renology;  sponsored  by  Merck, 
Sharp  & Dohme  at  Harrisburg  Hospi- 
tal, March  12,  1968.  Speaker  will  be 
George  E.  Schreiner,  M.D.,  professor 
and  chief  of  medicine,  Georgetown 
University. 

Pelvic  Approach  to  Gynecological 
Surgery;  sponsored  by  Merck,  Sharp 

6 Dohme  at  Harrisburg  Hospital, 
March  28,  1968.  Speaker  will  be  Larry 
McGowan,  M.D.,  director,  depart- 
ment of  obstetrics/ gynecology,  Fitz- 
gerald-Mercy  Hospital,  Philadelphia. 

JOHNSTOWN 

Shock;  at  Conemaugh  Valley  Me- 
morial Hospital.  Johnstown,  February 
27,  1968;  7 to  9 p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  Jef- 
ferson Medical  College,  Philadelphia 
19107. 

The  Neurologic  Examination:  at 

Conemaugh  Valley  Memorial  Hos- 
pital, Johnstown:  March  26,  1968; 

7 p.m.  to  9 p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 
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Continuing  Education  in  Psychiatry 
for  Medical  Practitioners;  Abington 
Memorial  Hospital,  March  5,  1968 
through  May  21,  1968  (successive 
Tuesdays),  7:00  p.m.-9:00  p.m.;  fee 
$50.00.  Contact  William  T.  Donner, 
M.D.,  Training  Program  Director, 
Abington  Memorial  Hospital,  Abing- 
ton 19001. 

PITTSBURGH 

Training  in  Cardiopulmonary  Re- 
suscitation; University  of  Pittsburgh 
School  of  Medicine  and  the  Penn- 
sylvania Heart  Association  at  Scaife 
Hall,  University  of  Pittsburgh,  Jan- 
uary 17  and  February  28,  1968,  fee 
$10.  Contact  Postgraduate  Medical 
Program,  University  of  Pittsburgh 
School  of  Medicine,  1188  Scaife  Hall, 
Pittsburgh,  Pennsylvania  15213. 

Selected  Topics  in  Gastrointestinal 
Disease;  The  Western  Pennsylvania 
Hospital,  February  4,  11,  18,  1968, 
2:00-5:00  p.m.;  fee  $15;  AAGP  9 
hours.  Contact  John  B.  Hill,  M.D., 
The  Western  Pennsylvania  Hospital, 
4800  Friendship  Avenue,  Pittsburgh 
15224. 

Selected  Topics  in  Gastrointestinal 
Disease;  sponsored  by  the  Western 
Pennsylvania  Hospital,  March  10, 
1968,  10:30  a.m.-4:30  p.m.,  fee 

$10.00,  AAGP  5 hours.  Contact  John 
B.  Hill,  M.D.,  the  Western  Pennsyl- 
vania Hospital,  4800  Friendship  Ave- 
nue, Pittsburgh  15224. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
January  11,  February  8,  March  14, 
April  1 1,  May  9,  June  13,  1968;  11:00 
a.m.  to  2:00  p.m.;  AAGP  20  hours. 
Contact  John  H.  Killough,  M.D.,  Jef- 
ferson Medical  College,  1025  Walnut 
Street,  Philadelphia. 

Management  of  the  Patient  with 
Seizures;  by  Jefferson  Medical  College 
1 and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  January  11,  1968; 

II 1 a.m.— 2 p.m.;  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Heart  and  Hypertension;  at  Potts- 
ville Hospital,  February  8,  1968;  11 
a.m.  to  2 p.m.;  AAGP  2 hours.  Con- 

— 


tact  John  H.  Killough,  M.D.,  Jefferson 
Medical  College,  Philadelphia  19107. 

Common  Skin  Diseases;  at  Potts- 
ville Hospital;  March  14,  1968;  11 
a.m.  to  2 p.m.;  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

SCRANTON 

Neuropathies:  Diagnosis  and  Man- 
agement; at  Mercy  Hospital,  Scranton 
February  21,  1968;  9:30  a.m.  to  noon, 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  Jefferson  Medical 
College,  Philadelphia  19107. 

Symposium  on  Peptic  Ulcer  Dis- 
ease: The  Medical  Management  and 
Complications;  The  Indications  & Pos- 
sible Complications  of  Surgery;  Jef- 
ferson Medical  College  and  Pennsyl- 
vania State  University  at  Mercy 
Hospital,  Scranton;  January  17,  1968, 
9:30  a.m. — noon;  2 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

The  Treatment  of  Rheumatoid  Ar- 
thritis; at  Mercy  Hospital,  Scranton; 
March  20,  1968;  9:30  a.m.  to  noon; 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

WILKES-BARRE 

Neonatal  Distress  Syndrome;  Jeffer- 
son Medical  College  and  Pennsylvania 
State  University  at  Wilkes-Barre  Gen- 
eral Hospital,  January  18,  1968,  9 a.m. 
— noon;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

The  Recognition  and  Management 
of  Chronic  Renal  Diseases;  at  Wilkes- 
Barre  General  Hospital,  February  15, 
1968;  9:00  a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Differential  Diagnosis:  Peptic  Ulcer, 
Hiatal  Hernia  and  Cholelithiasis:  at 

Wilkes-Barre  General  Hospital;  March 
21,  1968;  9 a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

WILLIAMSPORT 

Drug  Induced  Blood  Dyscrasias  and 
the  Chemotherapy  of  Malignancy; 


Jefferson  Medical  College  and  Penn- 
sylvania State  University  at  Williams- 
port Hospital,  January  17,  1968,  10 
a.m. — 3:30  p.m.;  4 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Renovascular  Hypertension — Sur- 
gery for  Renovascular  Hypertension; 

at  Williamsport  Hospital,  February  21, 
1968;  10  a.m.  to  3:30  p.m.;  AAGP  4 
hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Endocrinology:  Misuse  of  Hor- 

mones in  Men — Misuse  of  Hormones 
in  Women;  at  Williamsport  Hospital; 
March  20,  1968;  10  a.m.  to  3:30  p.m.; 
AAGP  4 hours.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street,  Phil- 
adelphia 19107. 

OUT  OF  STATE 

New  Concepts  in  Problems  of  Com- 
pleted Stroke;  sponsored  by  the  Amer- 
ican Rehabilitation  Foundation,  Jan- 
uary 19-20,  1968;  16  hours  AAGP. 
Contact  Thomas  P.  Anderson,  M.D., 
Kenny  Rehabilitation  Institute,  1800 
Chicago  Avenue,  Minneapolis,  Minne- 
sota 55404. 

Aggressive  Management  of  Coro- 
nary Artery  Disease;  University  of 
Chicago  School  of  Medicine,  spon- 
sored by  the  American  College  of 
Cardiology,  January  18-20,  1968;  21 
hours  AAGP.  Contact  the  University 
of  Chicago  School  of  Medicine,  Chi- 
cago 60637. 

Symposium  on  Intrauterine  Infec- 
tions; sponsored  by  the  New  York 
Chapter  of  the  National  Foundation- 
March  of  Dimes,  and  New  York  Uni- 
versity School  of  Medicine,  January  10, 
1968  at  the  Americana  Hotel,  New 
York  City.  Contact  Executive  Direc- 
tor, New  York  Chapter,  The  National 
Foundation — March  of  Dimes,  315 
Park  Avenue  South,  New  York,  New 
York  10010. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 


JANUARY,  1968 


27 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

MWWWVWWWW^^WW 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  Vi  tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Meetings 


JANUARY 

American  College  of  Surgeons  Sectional  Meeting,  January 
15-17,  1968,  Vancouver,  British  Columbia. 

Society  for  Cryo-Ophthalmology,  January  14-18,  1968, 
Statler  Hilton  Plaza  Hotel,  Miami  Beach,  Florida. 
Contact  John  Bellows,  M.D.,  30  North  Michigan 
Avenue,  Chicago,  Illinois  60602. 

American  Rheumatism  Association,  13th  Interim  Scientific 
Session,  January  19-20,  1968,  Sheraton-Belvedere  Ho- 
tel, Baltimore,  Maryland.  Contact  Miss  Margaret  M. 
Walsh,  1212  Avenue  of  the  Americas,  New  York,  N.Y. 

Phlebology  Society  of  America  Annual  Meeting,  January 
12-14,  1968,  Las  Vegas,  Nevada.  Contact  W.  R.  Bal- 
ash,  M.D.,  1623  Union  Avenue,  Natrona  Heights, 
Pennsylvania  15065. 

Annual  Scientific  Session,  Allegheny  County  Medical  So- 
ciety, January  20,  1968,  Chatham  Center,  Pittsburgh. 

PMS  Committee  on  Relationships  with  Allied  Professions, 
January  11,  1968,  PMS  Headquarters  Building,  Le- 
moyne. 

PMS  Board  Meeting,  January  10-11,  1968,  PMS  Head- 
quarters Building,  Lemoyne. 

FEBRUARY 

American  College  of  Surgeons  Annual  Four-day  Sectional 
Meeting  for  Doctors  and  Graduate  Nurses,  February 
19-22,  1968,  Dallas,  Texas. 

Twentieth  Annual  Clinical  Conference  of  the  Wills  Eye 
Hospital,  February  8-10,  1968,  Bellevue  Stratford 
Hotel,  Philadelphia,  Pennsylvania. 

American  College  of  Physicians  (Ohio,  Western  Pennsyl- 
vania, West  Virginia  Regional),  February  23-24,  1968, 
Cincinnati,  Ohio. 

Annual  Meeting,  American  Academy  of  Allergy,  Feb- 
ruary 5-7,  1968,  Statler  Hilton  Hotel,  Boston. 

MARCH 

PMS  Board  Meeting,  March  20-21,  1968,  PMS  Head- 
quarters Building,  Lemoyne. 

PMS  Council  on  Public  Service,  March  2,  1968,  PMS 
Headquarters  Building,  Lemoyne. 

Southern  Society  of  Anesthesiologists  Annual  Meeting, 
March  7-9,  1968,  Dallas,  Texas. 

Forty-Second  Congress,  International  Anesthesia  Research 
Society,  March  17-21,  1968,  San  Francisco. 

Ninth  Annual  Postgraduate  Anesthesia  Seminar,  New  Jer- 
sey Society  of  Anesthesiologists,  March  23,  1968, 
Cherry  Hill,  New  Jersey. 

Fourth  International  Medical-Legal  Seminar,  Pittsburgh 
Institute  of  Legal  Medicine,  in  the  Orient  (Japan, 
Manila,  Bangkok,  Singapore,  Hong  Kong  and  Hawaii), 
March  30  to  April  14,  1968.  Contact  Cyril  H.  Wecht, 
M.D.,  1417  Frick  Building,  Pittsburgh  15219. 
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Blood  Screening  Now  Routine 
at  Hahnemann 

A thirty-five  year  old  man  was  admitted  to  Hahnemann 
Hospital  for  a hernia  operation.  On  his  way  to  his  room, 
he  stopped  in  the  Clinical  Laboratories  for  the  technician  to 
draw  a sample  of  his  blood.  From  this  one  test  tube  of 
blood  the  patient's  physician  received  a complete  biochem- 
ical profile.  While  ten  of  the  twelve  determinations  were 
normal,  two  were  very  much  abnormal.  They  warned  of 
possible  diabetes,  heart  disease  and  hardening  of  the 
arteries.  These  facts  are  very  important  in  planning  surgery 
for  a patient. 

Routine  screening  of  blood  samples  on  all  adult  patients 
admitted  to  surgical  and  medical  services  at  the  Hahne- 
mann Medical  College  and  Hospital  reflect  the  new  con- 
cept of  total  patient  care  and  preventive  medicine  resulting 
from  more  sophisticated  biochemical  information  and 
highly  automated  equipment. 

In  the  case  of  the  hernia  patient,  he  was  symptom  free. 
He  had  forgotten,  in  giving  his  medical  history,  to  mention 
a history  of  diabetes  in  the  family.  Unrecognized  diseases 
can  pose  difficult  problems  for  surgical  patients,  but  when 
the  physician  is  cognizant  of  a particular  entity  potential 
problems  can  be  greatly  minimized. 

The  twelve  chemical  determinations  made  from  the 
one  blood  sample  alert  physicians  to  silent  and  smoldering 
diseases.  The  biochemical  portrait  shows  in  general  terms 
the  possible  presence  of  liver,  gallbladder,  bone,  kidney, 
heart,  muscle,  or  blood  diseases,  arthritis  or  gout,  diabetes, 
and  hardening  of  the  arteries.  The  determinations  include 
cholesterol,  calcium,  inorganic  phosphorous,  total  bilirubin, 
albumin,  total  protein,  blood  urea  nitrogen,  glucose,  lactic 
acid  dehydrogenase,  alkaline  phosphatase  and  serum 
transaminase. 

These  analyses  take  about  twelve  minutes  on  an  auto- 
analyzer valued  at  some  $36,000.  The  twelve  tests  if  done 
individually  would  cost  the  patient  about  $93.  They  would 
consume  more  than  twenty  hours  of  technician  time  at  the 
laboratory  bench.  Blood  would  be  drawn  numerous  times 
to  obtain  individual  samples.  In  terms  of  hospital  stay, 
they  would  take  from  three  to  four  days  of  hospitalization 
if  the  physician  ordered  them  individually  in  the  normal 
diagnostic  sequence. 

With  this  new  automated  technique,  the  patient  has 
one  blood  sample  drawn  before  going  to  his  room.  The 
twelve  determinations  are  charted  automatically  and  then 
delivered  to  the  nursing  station  in  a matter  of  hours.  The 
cost  to  the  patient — $25 — shortens  the  hospital  stay  and 
prevents  complications  while  gaining  a better  biochemical 
portrait  of  the  patient  almost  immediately. 

Clerical  work  for  technicians  and  nurses  is  also  reduced. 
The  chart  of  the  twelve  determinations  as  it  is  drawn  by 
the  machine  becomes  part  of  the  patient's  record.  No  one 
has  to  recopy  the  information  into  some  special  form  for 
the  record.  The  nurse  is  relieved  of  writing  many  labora- 
tory request  forms  and  of  filing  numerous  reports  on  the 
patient’s  chart. 

In  every  run  on  the  autoanalyzer  forty  patients  are  an- 
alyzed simultaneously.  For  every  ten  patient  samples  on 
the  machine  there  will  be  one  control  sample  to  signal  the 
technician  if  there  is  any  mechanical  or  chemical  failure  in 
the  procedure.  Each  determination  takes  approximately 
one  minute  on  the  machine — twelve  minutes  per  patient — 
just  about  one  hour  for  forty  patients. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUi-A-Z0NE 


Each  rapidly-disintegrating  tablet  contains  25  rag.  secobar- 
bital, 25  mg.  pentobarbital.  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


’IT  ✓'"S  SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Pamphlets:  Immunization  Information  for  International 

Travel,  1967-68  Edition,  available  from  the  U.S.  Govern- 
ment Printing  Office,  Washington,  D.C.  20402  at  $.40  per 
copy.  . . . Examination  of  the  Mouth,  single  copies  free 
upon  request  from  Information  Services,  Cancer  Control 
Program,  Public  Health  Service,  4040  North  Fairfax 
Drive,  Arlington,  Virginia  22203. 

Booklets:  Facts  About  Nutrition,  single  copies  available 
upon  request  from  the  Public  Health  Service,  Washington, 
D.C.  20201.  . . . Curriculum  Guides  for  Re-Training  in 
Medical  Technology,  $2.75  per  copy  from  the  National 
Committee  for  Careers  in  Medical  Technology,  1501  New 
Hampshire  Avenue,  N.W.,  Washington,  D.C.  20036.  . . . 
The  Crutch  Thai  Cripples,  designed  to  give  the  public  a 
sound  understanding  of  drugs,  their  uses  and  abuses,  avail- 
able at  $.25  per  copy  from  the  American  Medical  Associa- 
tion Order  Department,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610.  . . . Group  Practice:  Guidelines  to 
Forming  or  Joining  a Medical  Group,  complimentary  copies 
to  physicians  who  write  the  Department  of  Health  Care 
Services,  American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 

Films:  Horizons  Unlimited,  after  the  AMA’s  health  careers 
handbook  of  the  same  name,  available  for  bookings  from 
the  American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610.  . . . Getting  Through, 
shows  the  paradox  of  the  smoking  habit,  free  on  short  term 
loan  from  the  National  Medical  Audiovisual  Center  (An- 
nex), Chamblee,  Georgia  30005. 


PHYSICIAN 

Clinical  Research 

We  require  the  services  of  a physician  to  become  as- 
sociated with  our  Medical  Affairs  Area,  located  in  West 
Point,  Pa.,  a suburb  of  Philadelphia.  Candidate  must 
have  completed  internship  and  post  graduate  training 
in  internal  medicine  and  have  a minimum  of  1 year’s 
experience  in  clinical  research  within  the  pharmaceutical 
industry. 

In  addition  to  the  stimulating  and  rewarding  assign- 
ments offered  in  this  position,  other  benefits  which 
you  may  wish  to  consider  include  stock  savings  plan, 
group  life  insurance,  major  medical  plan,  paid  vacation, 
retirement  plan,  and  educational  assistance. 

If  this  position  is  of  interest  and  you  wish  to  pursue 
this  further,  please  forward  a complete  resume  in  con- 
fidence to:  MR.  GORDON  L.  GERHARD 

MERCK  SHARP  & D0HME 

Research  Laboratories 
Div.  of  MERCK  & CO.,  INC.,  West  Point,  Pa.,  19486 
An  Equal  Opportunity  Employer 
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In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ').  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 


/I'H'f^OBINS 
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THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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WHAT  DOES 

GALVANIC  SKIN  RESISTANCE 

DEMONSTRATE 

ABOUT  THE  EFFECT  OF 

VALIUM  (diazepam)? 


Galvanic  skin  resistance. ..  one  measure  of  the  Valium  (diazepam)  effect 
in  reducing  the  somatic  response  to  acute  stress1 2 


The  subjective  value  of  Valium  (diazepam)  has  been  proved  by 
many  clinical  and  empirical  evaluations.  Now,  also  objective 
criteria  such  as  used  in  other  areas  of  scientific  research  have 
demonstrated  the  effectiveness  of  Valium  (diazepam)  in  reduc- 
ing certain  somatic  responses  to  acute  stress. 

Devised  as  a research  tool  in  psychosomatic  medicine,  this  in- 
teresting method  records  respiratory  excursions,  galvanic  skin 
resistance,  cardiac  activity  and  finger  pulse  volume  as  physical 


responses  to  stress.  These  autonomic  nervous  system  responses 
to  a standardized  stressor  — a film  dealing  with  life-threatening 
incidents  — are  continuously  monitored  on  the  polygraph. 
This  gives  a graphic  representation  of  changes  which  the  body 
may  undergo  in  reacting  to  stress.  The  application  of  modern 
statistical  analysis  to  these  graphs  provides  a yardstick  by 
which  the  calming  effect  of  Valium  (diazepam)  can  be  meas- 
ured quantitatively. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  a history  of  con- 
vulsive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  or  debilitated  patients  (not  more  than  1 mg,  one  or  two 
times  daily  initially)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  or  tolerated.  As  is  true  of  all 
CNS-acting  drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical  coordination. 
Driving  during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recommended. 
If  such  combination  therapy  is  used,  carefully  consider  in- 
dividual pharmacologic  effects  — particularly  with  known  com- 
pounds which  may  potentiate  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  or  other  CNS  depressants.  Safe  use  in 
pregnancy  not  established.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzi- 
ness, blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 


ment, depression,  stimulation,  sleep  disturbances,  acute  hyper- 
excited  states,  hallucinations);  changes  in  EEG  patterns  dur- 
ing and  after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  (convulsions, 
tremor,  abdominal  and  musclecramps,  vomiting,  sweating)  simi- 
lar to  those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10 
mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


References:  1.  Selesnick,  S.  T.,  and' Clemens,  T.  L.:  From  research  film 
“Motion  Picture  Films  in  Psychosomatic  Research.”  available  from  Roche 
Laboratories.  2.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv.  System, 
28: 98,  1967. 
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Pgjjj  Washington 

Johnson  Signs 
Mental  Retardation, 
Laboratories  Bills 

President  Johnson  signed  a $281 
million  mental  retardation  bill,  with  a 
statement  that  the  nation  still  is  not 
doing  enough  to  solve  the  problem. 

He  said  that  in  dealing  with  the 
problem  of  mental  retardation  it  was 
clearly  the  obligation  of  the  nation  to 
act.  “We  are  not  doing  enough,  we 
must  do  more,  we  are  going  to  do 
more,”  Johnson  said. 

The  bill  strengthens  federal  aid  for 
the  construction  of  new  facilities  for 
the  mentally  retarded. 

He  also  signed  a three-year,  $589 
million  extension  of  federal  aid  for 
state  public  health  programs. 

It  provides  for  federal  licensing  of 
clinical  laboratories  operating  in  inter- 
state commerce  unless  they  are  run  by 
pathologists,  in  which  case  the  facili- 
ties would  have  to  meet  standards  set 
by  the  American  College  of  Patholo- 
gists or  the  American  Hospital  Asso- 
ciation. Individual  physicians  operat- 
ing labs  for  their  own  patients  would 
not  be  affected  by  the  new  law. 

Improved  System 
Essential  to  High 
Quality  Health  Care 

The  National  Advisory  Commission 
on  Health  Manpower  reports  that  the 
nation’s  health  care  system  must  be 
improved  to  assure  that  quality  health 
care  is  available  to  all  Americans  at  a 
reasonable  cost. 

The  fifteen-member  Commission  in 
its  report  to  President  Johnson  urges  a 
substantial  expansion  in  the  capacity  of 
existing  medical  schools  and  continued 
development  of  new  schools.  At  the 
same  time,  the  advisory  group  said  that 
“although  the  need  for  more  physicians 
is  urgent,  the  costs  and  dangers  of  a 
crash  effort  to  increase  production  ap- 
pear to  outweigh  the  benefits.” 

The  Commission,  headed  by  J.  Irwin 
Miller,  chairman  of  the  Cummins 
Engine  Co.,  Columbus,  Ind.,  was  set 
up  in  May,  1966  by  President  Johnson 
to  recommend  bold,  imaginative  ways 
to  meet  health  manpower  needs.  Five 


physicians  signed  the  report,  including 
Dwight  Wilbur,  M.D.  President-Elect 
of  the  American  Medical  Association. 

The  Commission  members  agreed 
that  tackling  the  problem  of  manpower 
alone  would  not  cure  present  ills. 

“.  . . If  additional  personnel  are 
employed  in  the  present  manner  and 
wirtiin  the  present  patterns  and  systems 
of  care,  they  will  not  avert,  or  even 
perhaps  alleviate,  the  crisis,”  the  Com- 
mission said. 

“Unless  we  improve  the  system 
through  which  health  care  is  provided, 
care  will  continue  to  become  less  satis- 
factory, even  though  there  are  massive 
increases  in  costs  and  in  numbers  of 
health  personnel.” 

The  Commission  recommendations 
were  accompanied  by  an  assertion  that 
government  alone  is  not  big  enough 
to  solve  the  problems  of  health  care  for 
the  American  people. 

The  American  Medical  Association’s 
House  of  Delegates  at  its  recent  meet- 
ing in  Houston,  Tex.  approved  a re- 
port of  the  Board  of  Trustees  on  the 
Commission’s  report.  The  Board 
stated: 

“The  Report  of  the  National  Ad- 
visory Commission  on  Health  Man- 
power reflects  much  of  the  serious  at- 
tention given  to  the  evolving  needs  of 
health  care  long  recognized,  studied 
and  implemented  by  the  American 
Medical  Association  and  other  profes- 
sional groups  in  the  health  fields. 

“The  Report  will  receive  the  inten- 
sive study  of  the  various  expert  groups 
within  the  AMA  and  reports  on  their 
recommendations  will  be  issued  as 
soon  as  they  can  be  developed  proper- 
ly. There  appear  to  be  some  areas  in 
which  modifications  will  be  necessary 
to  assure  attaining  the  objectives 
sought  for  advancement  of  health  care 
for  all  citizens.” 

The  Commission’s  proposals  in- 
cluded: 

• Federal  funds  in  support  of  capi- 
tal or  operating  costs  of  education 
should  be  provided  to  a medical  school 
in  such  a way  that  they  create  eco- 
nomic incentives  for  the  school  to  ex- 
pand enrollment  while  improving  its 
quality. 

• The  federal  government  should 
make  available  to  any  medical  student 
loans  to  cover  the  full  costs  of  tuition 
and  living  expenses  during  formal  pro- 
fessional education.  The  student  should 
be  able  to  choose  between  repaying  the 
loan  from  earnings  over  a period  of 
years  or  giving  two  years  of  his  time 
to  approved  national  service  apart 
from  Selective  Service  obligations. 


• The  federal  government  should 
give  high  priority  to  the  support  under 
university  direction  of  experimental 
programs  which  train  and  utilize  new 
categories  of  health  professionals. 

• At  a minimum,  foreign-trained 
physicians  who  will  have  responsibility 
for  patient  care  should  pass  tests  equi- 
valent to  those  for  graduates  of  U.S. 
medical  schools. 

• The  Selective  Service  Act  should 
be  amended  to  provide  for  the  auto- 
matic transfer  of  the  records  of  every 
draft-eligible  health  professional,  upon 
his  graduation  from  professional 
school,  from  the  local  board  of  his 
original  registration  to  the  local  board 
in  whose  jurisdiction  he  works  and  for 
subsequent  transfer  with  each  change 
in  the  location  of  his  work. 

• The  Selective  Service  Act  should 
be  amended  to  provide  equal  draft- 
liability  for  U.S.  and  foreign  medical 
graduates. 

• Service  with  the  U.S.  Public 
Health  Service  should  be  phased  out 
as  a substitute  for  the  military  obliga- 
tion of  health  professionals. 

• The  Department  of  Defense 
should  be  instructed  to  encourage  the 
greater  use  of  the  Military  Medicare 
Amendments  of  1965  and  should 
study  the  feasibility  of  utilizing  vol- 
untarily obtained  health  professionals 
in  military  facilities  located  in  the 
United  States. 

• Nursing  sh®uld  be  made  a more 
attractive  profession  by  such  measures 
as  appropriate  utilization  of  nursing 
skills,  increased  levels  of  professional 
responsibilities,  improved  salaries, 
more  flexible  hours  for  married  wom- 
en, and  better  retirement  provisions. 

• Programs  for  health  care  of  the 
disadvantaged  should  be  given  highest 
priority  and  made  available  wherever 
needed. 

• Professional  societies,  universi- 
ties, and  state  governments  should  un- 
dertake, with  federal  support,  studies 
on  the  development  of  guidelines  for 
state  licensure  codes  for  health  person- 
nel. 

• Professional  societies  and  state 
governments  should  explore  the  possi- 
bility of  periodic  relicensing  of  physi- 
cians and  other  health  professionals. 

• Professional  societies,  health  in- 
surance organizations,  and  government 
should  extend  the  development  and 
effective  use  of  a variety  of  peer  re- 
view procedures  in  maintaining  high 
quality  health  and  medical  care. 

(Continued  on  page  41.) 
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this  issue:  the  cold  in  pregnancy... 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 
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non.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  The  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 

| Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
i usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
: chian  closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

iThe  pregnant  woman  with  a cold  is  miserable  for 
: other  reasons,  dependent  somewhat  on  her  parity 
iand  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
Idown  on  the  bladder.  Stress  incontinence  during 
Icolds  is  almost  the  rule. 

Is  the  length  of  gestation  increases,  so  does  the  size 
of  he  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion... 
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timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 
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IdtrliniC  timed-release  tablets 
Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops. 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided. 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

Elpparently  the  cold  is  so  common  in  pregnancy  that 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few 
which  are  available  add  little  to  the  common  knowl- 
edge, are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 
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Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

For  nasal  congestion  you  can  bring  quick,  lasting  com 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  may  S 
occasionally  encounter  these  side  effects:  drowsiness,  j 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness  j, 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa 
tients  engaged  in  mechanical  operations  requiring  alert 
ness.  Use  with  caution  in  patients  with  hypertension  i 1( 
heart  disease,  diabetes,  or  thyrotoxicosis. 
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Legislative  News  — Pennsylvania 
Legislature  Starts  Log  Rolling 


• One  of  the  measures  passed  by 
the  House  was  H-1223,  the  measure 
to  add  chiropractic  services  to  the 
measure  which  the  optometrists  had 
passed  last  year  that  would  require  in- 
surance companies  to  pay  for  services 
to  subscribers  which  optometrists  and 
chiropractors  can  legally  perform.  This 
measure,  currently  in  the  Senate  Com- 
mittee on  Public  Health  and  Welfare, 
is  part  of  the  organized  effort  of  chiro- 
practic to  eventually  come  under  in- 
surance policies  and  ties  in  with  the 
efforts  on  the  national  level  to  have 
them  admitted  to  the  medicare  pro- 
gram. 

• The  House  defeated  a measure 
to  which  Medicine  was  opposed  con- 
cerning discovery  in  personal  injury 
cases.  This  measure,  H-1665,  was  de- 
feated by  a vote  of  104  to  88.  The 
bill  would  provide  that  any  claimant, 
either  before  or  after  the  institution  of 
legal  proceedings  may  inquire  in  writ- 
ing of  the  nature  and  extent  of  any 
liability  insurance  in  effect  at  the  time 
the  cause  of  action  arose.  The  mea- 
sure, however,  will  be  reconsidered 
under  a parliamentary  rule  permitting 
two  members  who  voted  with  the  pre- 
vailing side  to  call  up  the  bill  for  a 
second  vote.  All  readers  should  con- 
tact their  legislators  and  oppose  this 
measure  vigorously. 

• The  Senate  Committee  on  State 
Government  reported  this  week  the 
bills  S-944  and  S-945  to  merge  the 
Departments  of  Health  and  Welfare 
into  a Department  of  Human  Services. 
The  Pennsylvania  Medical  Society  sup- 
ports this  merger.  The  Committee  re- 
ported S-944  with  amendments  to  keep 
the  enforcement  of  dangerous  drug 
control  in  the  Department  of  Health, 
and  also  included  a provision  that 
there  shall  be  a Deputy  Secretary  of 

I Mental  Health  and  Mental  Retardation 
who  “shall  report  directly  to  the  Secre- 
tary of  Human  Services.” 

• The  Senate  also  concurred  in  the 
Medical  Society-placed  amendments  in 
S-594  and  S-595,  the  measures  to  per- 
mit oral  surgeons  in  hospitals  to  sign 
' death  certificates  when  deaths  occur 
on  the  “dental  service.”  One  problem 
with  the  bill  seems  to  be  that  there  is 
no  definition  in  the  law  for  the  term 
“oral  surgeon.”  Presumably,  this  defi- 
nition will  have  to  be  made  adminis- 


tratively by  either  the  Department  of 
Health  or  the  Dental  Examining 
Board. 

• H-1076,  the  measure  to  create 
boards  of  health  in  counties  of  the 
third  class,  is  still  very  much  alive. 
When  the  amendments  offered  by  the 
Department  of  Health  were  added  by 
the  House,  the  Secretary  of  Health 
showed  considerably  more  interest  in 
the  measure.  Additional  corrective 
amendments  will  be  offered  to  give  the 
State  Department  of  Health  even 
closer  supervision  over  the  rule  and 
regulation-making  authority  of  these 
boards  of  health.  In  addition,  a pro- 
vision will  probably  be  introduced  giv- 
ing the  State  Secretary  of  Health  au- 
thority to  take  over  the  county  board 
if  he  determines  that  the  lack  of  ac- 
tivity of  the  board  is  a menace  to  the 
health  in  the  county.  If  these  further 
amendments  are  offered,  the  Secretary 
of  Health  will  not  oppose  the  measure. 

• Two  other  measures,  H-926  and 
H-928,  of  extreme  interest  to  the  De- 
partment, are  in  position  for  final  pas- 
sage in  the  House.  These  bills  are 
amendments  to  the  “Air  Pollution 
Control  Act”  and  the  “Certification 
of  Sewage  Treatment  Plant  Operators 
Act.” 

• The  House  also  has  in  position 
for  final  action  H-197,  the  Society-en- 
dorsed amendments  to  the  Vehicle 
Code,  which  designate  the  operating 
of  a motor  vehicle  as  implied  consent 
to  chemical  tests  to  determine  intoxi- 
cation; the  measure  would  also  au- 
thorize the  lowering  of  the  limits  of 
blood  alcohol  content.  The  House  also 
moved  into  position  for  final  passage 
the  Senate-passed  S-34  which  would 
make  it  illegal  to  sell  or  use  any  sub- 
stance containing  a solvent  having  the 
property  of  releasing  toxic  vapors. 

• The  House  has  passed  H-1566, 
the  Administration  measure  to  pro- 
vide for  the  inspection  of  livestock 
and  poultry  slaughtering  establish- 
ments, and  giving  more  authority  for 
meat  marketing  practices  to  the  De- 
partment of  Agriculture. 

• The  Senate  passed  and  sent  to 
the  House  S-509,  the  measure  to  au- 
thorize the  creation  of  an  indebtedness 
of  $500  million  to  carry  out  the  Penn- 


sylvania Reclamation  Program.  A size- 
able portion  of  this  money  is  given  to 
the  Department  of  Health  for  com- 
munity sewage  treatment  programs. 

There  was  no  new  legislation  intro- 
duced of  interest  to  Medicine  except 
House  Resolution  165,  introduced  by 
Mrs.  Lourene  George,  a nurse-anes- 
thetist from  Cumberland  County,  as 
follows: 

“Members  of  the  allied  health 
professions  relieve  doctors  of  many 
time-consuming  burdens  and  there- 
by free  doctors  to  spend  their  time 
on  highly-technical  projects  which 
require  a doctor’s  skill  and  training. 
An  adequate  supply  of  members  of 
these  professions  would  also  in- 
crease hospital  and  nursing  home 
capacity  by  reducing  the  demands 
these  institutions  place  on  a doctor's 
time. 

“For  these  reasons,  a large  num- 
ber of  qualified  members  of  allied 
health  professions  is  vital  to  the 
health  of  the  citizens  of  this  Com- 
monwealth. A study  should  be  made 
to  find  ways  to  increase  the  number 
of  members  of  these  professions 
without  sacrificing  the  high  stan- 
dards they  have  achieved;  therefore 
be  it 

“RESOLVED,  That  the  Joint 
State  Government  Commission 
study  the  problems  of  the  recruit- 
ment and  licensure  of  members  of 
allied  health  professions  and  other 
problems  relating  to  the  efficient  use 
of  these  persons  in  medicine  today. 
The  aim  of  the  study  shall  be  to  find 
methods  of  increasing  the  supply  of 
members  of  these  professions  with- 
out lowering  the  standards  for  prac- 
tice. The  Commission  shall  investi- 
gate the  types  of  State  programs  and 
assistance  which  would  facilitate  this 
goal,  new  methods  of  recruitment 
and  training,  such  as  the  feasibility 
of  recruiting  medical  corpsmen 
upon  the  termination  of  their  service 
as  doctors'  aides  and  the  establish- 
ment of  an  extensive  training  pro- 
gram for  these  fields  in  State  voca- 
tional schools  in  cooperation  with 
State  higher  educational  institutions 
The  Commission  should  also  recom- 
mend standards  and  classifications 
for  the  many  varieties  of  allied  med- 
ical professions;  and  be  it  further 

“RESOLVED,  That  the  Joint 
State  Government  Commission  re- 
port its  findings  together  with  any 
appropriate  legislative  proposals  as 
soon  as  possible.” 
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treat  one . . . six  people  benefit 


The  brunt  of  senility  falls  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
‘Thorazine'  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
‘Thorazine’— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

© 1967  Smith  Kline  A French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  Include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available : Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 

Smith  Kline  & French  Laboratories 


in  senile  agitation . . . 


Thorazine  chlorpromazine 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 


JANUARY,  1968 


43 


who  goes 
for checkups? 


A vita]  question.  For  if  early  diagnosis  and 
treatment  can  cure  cancer,  obviously 
regular  health  checkups  are  essential. 
In  a survey  conducted  for  the  Society,  we 
discovered  that  only  26%  of  those  questioned 
had  such  regular  checkups. 
But  90%  said,  if  their  physicians  told  them 
to  do  so,  they  would  have  annual 


checkups.  This  confirmed  what  we  have 
long  known— your  key  role,  doctor,  in  activating 
your  patients  in  good  health  practices. 

We  alert  the  public  with  facts  about  cancer. 

You  follow  through  by  urging  regular  checkups. 
A life-saving  combination. 

AMERICAN  CANCER  SOCIETY 


Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS  — most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


Mm 


MAXILLARY  SINUS— headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SI  N US— headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 
symptomatic 

relief 

SINUTAB 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(*4  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

Citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARN  E R - CHILCOTT 


S-IN-81-4C 

Morris  Plains,  N.J. 


Philadelphia  General  to 
Improve  Compensation 
Services 

A modern  surgical  clinic,  ortho- 
pedic clinic,  emergency  surgery  room, 
two  treatment  rooms  and  a new  medi- 
cal staffing  pattern  will  highlight  mod- 
ernization plans  of  Philadelphia  Gen- 
eral Hospital’s  Compensation  Services, 
it  was  announced  by  Dr.  Norman  R. 
Ingraham,  Secretary  of  the  PGH 
Board  of  Trustees. 

“The  new  Compensation  Clinic  will 
be  located  on  the  first  floor  of  the 
Stouffer  Building  and  will  cover  4,600 
sq.  ft.  Seating  capacity  in  the  waiting 
room  of  the  Clinic  will  be  doubled,” 
said  Dr.  Ingraham.  “We  will  be  able 
to  provide  our  city  employees  with  the 
best  treatment  facility  in  the  country.” 

The  Compensation  Clinic  is  used  for 
the  treatment  of  police,  firemen  and 
city  employees  who  have  service-in- 
curred injuries  or  illnesses. 

Dr.  Albert  Bockman,  Director  of 
the  City  Compensation  Services,  noted 
that  “under  a new  staffing  pattern, 
regular  staff  physicians  and  consultants 
will  render  services  to  patients  which 
take  in  all  the  specialties:  internal 

medicine,  orthopedics,  hand  surgery, 
eye,  ear,  nose,  and  throat,  neurology 


and  genital-urinary  surgery.  This  pat- 
tern has  been  underway  this  past  year, 
and  is  prepared  to  function  more  ef- 
fectively in  the  new  facility.” 

“The  current  space  in  the  Pathology 
Building  has  made  it  impossible  to  pro- 
vide office  and  clinic  area  for  staff 
doctors.  We  have  a heavy  load  of 
35,500  patient  visits  a year.  The  new 
facilities  will  enable  us  to  handle  this 
number  adequately,  and  permit  treat- 
ment of  patients  in  a more  personalized 
manner,”  Dr.  Bockman  said. 

“Recently,  the  major  extent  of  com- 
pensation service  has  come  to  the  at- 
tention of  everyone  concerned.  It  is 
clear  that  the  needs  of  this  service  for 
increased  budget,  for  improvements  in 
physical  facilities,  and  for  personnel 
are  now  being  realistically  met  for  the 
first  time.  We  will  be  able  to  give  pa- 
tients what  they  need  in  improved 
services,”  he  added. 

Medical  Examiners 
Board  Gets  Grants 
Totaling  $500,000 

Two  grants  totaling  $500,000  have 
been  made  to  the  National  Board  of 
Medical  Examiners  by  the  Carnegie 
Corporation  and  The  Commonwealth 
Fund,  John  P.  Hubbard,  M.D.,  Presi- 


dent of  the  National  Board,  has  an- 
nounced. 

The  two  grants,  in  respective 
amounts  of  $200,000  and  $300,000, 
were  made  in  support  of  the  National 
Board’s  program  to  strengthen  its  role 
as  a research  institution  in  educational 
testing  and  measurement.  Each  of  the 
grants  is  for  a three-year  period. 

The  Carnegie  Corporation  grant  will 
finance  a special  study  designed  to  de- 
velop and  validate  new  types  of  ex- 
aminations which  will  measure  the  ex- 
tent to  which  individual  medical  stu- 
dents and  physicians  can  apply  the 
medical  knowledge  and  skill  they  have 
acquired  to  the  problems  of  diagnosis 
and  treatment  of  patients. 

The  Commonwealth  Fund  grant,  ac- 
cording to  Dr.  Hubbard,  will  be  ap- 
plied to  the  implementation  of  a long- 
range  research  program  designed  to 
improve  existing  examination  methods 
and  to  develop  new  techniques  for  the 
assessment  of  medical  knowledge  and 
competence  of  those  preparing  for 
and  continuing  to  assume  responsibility 
for  the  health  of  the  public. 

The  gathering  volume  and  momen- 
tum of  experimentation  and  change  in 
medical  education  which  have  made 
evident  the  need  for  additional  tools 
for  measuring  and  monitoring  the 
learning  process  were  recognized  in 
making  the  appropriation. 


1.  SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*,,Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  ( ANDROID ) a 
double  blind  study"  — Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemothera  py 


cannot  be  disputed. 

of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . 2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available : 

Bottles  of  100,  500,  1000. 


Android-HP  Android-X  Android-Plus 


HIGH  POTENCY 

Each  red  tablet  contains 

Methyl  Testosterone  5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  . 30  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  12.5  mg. 

Thyroid  Ext.  (1  gr.)  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 
2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


I REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  2.5  mg. 
Thyroid  Ext.  (Va  gr.)  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  25  mg. 

Glutamic  Acid 100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  . 2 5 mg. 

Ethinyl  Estradiol  0 02  mg 

Thyroid  Ext  (1/6  gr.)  10  mg 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg. 

INDICATIONS  Advantage  is  taken  of  the 

anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE  One 
tablet  1 1 d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens 
hoarseness,  hirsutism,  enlarged  clitoris 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc 
tive  organs  or  mammary  glands. 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator) 
and  cerebral  stimulation  for  the 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


iged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T R.,  and  Phelps, 
D.  K. : Am.  Pract.&  Digest  Treat.  11 : 617  (July)  1960. 


“ First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


in 

digestive 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may  [ 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottle9  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692 — 6 — 3943 


Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


14  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reoorted. 

P -DOBINS 


AW 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


When  the  agitated 
businessman 
goes  to  work... 


He  goes  home  at  night 
and  takes  it  out  on 
his  family. 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


Mellaril 

(thioridazine) 


25  mg.  t.i.d.  A 


SAN  DOZ 


Se'  additional  product  information. 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in  - 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent: drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 

for  moderate  to  severe  anxiety 

Mellaril’ 

(thioridazine) 

25  mg.  t.i.d.  ^ 


mudJicuie 


-^crr 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


0 


Each  (ablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedi  ine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


SAN  DOZ 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 


Di vision /Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


new, 

, evidence 

torTAO&», 


a 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 

and 

for  a problem  pathogen 
in  the  hospital. 

*Staphylococcus  aureus 


1 


study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 

favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


‘Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  . . ■ 

rpi  ^v(triacetyl- 
1 AJJ  oleandomycin) 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,"... bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


*ln  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 


For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil®  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 

the  first,  repeated  every  three  or  four  hours  as  needed.  nTz  \ 

is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 

should  be  avoided.  j/tm 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


W/nffirop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 


Cardiovascular  Brief 


Alcoholism  and  the  Heart 


Is  this  association  receiving  increased 
attention  today? 

We  have  focused  attention  on  the 
effect  of  prolonged,  excessive  use  of 
alcohol  on  the  brain  and  liver.  While 
vitamin  B1  deficiency  (beri-beri)  has 
been  recognized  as  a cardiac  problem, 
in  its  pure  form  it  is  rare.  Mixed 
forms,  however,  have  been  seen.  Some 
patients  have  shown  a dramatic  re- 
sponse to  thiamine  administration; 
others  have  not.  Recently,  a great 
deal  has  appeared  about  “alcoholic 
myocardiopathy”  and  more  instances 
have  been  reported. 

What  symptoms  suggest  the  presence 
of  alcoholic  myocardiopathy? 

Increasing  dyspnea,  palpitation  and 
ultimately  atrial  fibrillation,  either  the 
paroxysmal  or  permanent  type,  may 
appear.  If  chest  pain  complicates  the 
picture,  it  does  not  resemble  the  an- 
ginal type  in  that  this  pain  fails  to 
respond  to  rest  or  exercise,  and  its 
nature  and  reference  are  also  atypical. 
Cardiac  failure  may  appear  in  patients 
who  present  no  evidence  of  congenital, 
rheumatic  or  hypertensive  heart  dis- 
ease. In  addition,  orthopnea,  neck 
vein  distention,  rales  in  the  lung  bases, 
gallop  rhythm,  liver  enlargement,  and 
edema  of  the  legs  are  not  uncommonly 
encountered  in  the  presence  of  alco- 
holic myocardiopathy. 

Are  any  additional  abnormalities  ob- 
served? 

Yes.  The  increased  cardiac  work 
results  in  a relative  decrease  in  oxygen 
consumption,  and  cardiac  output  may 
be  reduced  secondary  to  decreased 
stroke  volume.  The  coronary  blood 
flow  is  irregularly  affected.  Important, 
too,  are  the  rise  in  blood  levels  of 
acetate  and  lactate,  a decline  in  pyru- 
vate, blood  glucose,  and  the  free  fatty 
acid  levels.  A rise  in  the  triglycerides 
may  also  occur.  In  chronic  alcoholism, 
zinc  and  magnesium  may  be  decreased. 


All  of  these  factors  impair  myocardial 
function.  The  ECG  frequently  shows 
abnormalities,  in  the  form  of  T-Wave 
changes  (spiked,  diphasic,  or  flat- 
tened). Conduction  defects  may  ap- 
pear. Arrhythmias,  such  as  prema- 
ture beats,  paroxysmal  tachycardia  or 
atrial  fibrillation,  have  been  reported. 
Finally,  it  is  important  to  note  that  the 
conventional  or  V-leads  may  fail  to 
show  important  changes.  In  these 
cases,  the  CR  series  should  be  taken. 

What  pathological  alterations  com- 
monly appear  in  alcoholic  myocardi- 
opathy? 

The  compensating  hypertrophy  of 
the  muscle  fibers  usually  produces  car- 
diac enlargement.  On  microscopic 
study  isolated  areas  of  fibrosis  are 
seen,  and  about  20  percent  of  the  sub- 
jects suffering  from  this  condition  will 
show  thromboembolism.  Cellular  re- 
action may  also  complicate  the  picture. 
If  these  lesions  occur  in  the  immediate 
neighborhood  of  the  specialized  con- 
ducting tissue,  the  arrhythmias  we  note 
may  be  explained.  The  hemodynamic 
studies  are  also  in  keeping  with  alco- 
holic myocardiopathy  and  not  any 
specific  cardiac  lesion. 

How  can  we  prevent  alcoholic  myo- 
cardiopathy? 

Prevention,  of  course,  is  most  im- 
portant. More  information  regarding 
the  effect  of  alcohol  on  the  heart 
should  be  in  the  hands  of  the  public. 
In  particular,  young  adults  should  be 
made  aware  of  the  cardiac  damage 
that  may  follow  the  long  continued  use 
of  alcoholic  beverages. 

Is  there  any  plan  for  treating  early 
alcoholic  myocardiopathy? 

When  dyspnea  and  palpitation  are 
moderate  and  repeated  electrocardio- 
grams show  the  appearance  of  char- 
acteristic changes,  the  patient  should 
be  told  the  value  of  total  abstinence. 


This  may  halt  the  forward  movement 
on  the  cardiac  changes  and  balance 
may  be  restored.  A diet  rich  in  vita- 
min Bl,  with  a content  aimed  at  pre- 
venting excess  weight  is  essential.  The 
presence  of  basic  coronary  disease 
should  also  be  ruled  out  by  further 
supervision  and  reevaluation  of  the 
cardiac  picture  at  the  bedside  and  by 
the  use  of  frequent  electrocardiograms 
for  comparison. 

What  is  the  treatment  of  recurring 
heart  failure  in  these  patients? 

The  usual  measures  are  employed 
with  restricted  intake  of  salt  and  fluid. 
Digitalis  and  oral  diuretics  are  help- 
ful, even  though  palliative.  Our  con- 
stant aim  when  these  patients  are  first 
examined  and  the  diagnosis  is  estab- 
lished should  be  to  insist  that  all  the 
necessary  preventive  measures  be  in- 
stituted before  the  hope  of  recovery 
fades. 

Are  the  cardiac  changes  reversible? 

Yes,  provided  the  patient  is  seen 
early  and  stops  the  use  of  alcohol  en- 
tirely. 

Do  all  alcoholics  develop  alcoholic 
myocardiopathy? 

No.  The  metabolic  handling  of  al- 
cohol by  the  heart  may  depend  on 
genetic  determinants,  the  acid-base  bal- 
ance, the  cardiac  output,  coronary 
blood  flow,  and  dietary  factors  such  as 
vitamins,  minerals,  protein  and  fat. 

■ William  G.  Leaman,  Jr.,  M.D.  ques- 
tions S.  S.  Mintz,  M.D.,  Attending 
Cardiologist,  Albert  Einstein  Medical 
Center,  Philadelphia,  Pennsylvania. 

■ William  G.  Leaman,  Jr.,  M.D.,  Fel- 
low, Council  of  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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Mediastinoscopy  in  the  Diagnosis 
of  Thoracic  Disease 

A scientific  evaluation  of  a technique  well  tolerated  by  patients  which 
merits  more  attention  in  the  diagnosis  of  many  thoracic  diseases 

HORACE  MACVAUGH,  III,  M.D.  AND  GORDON  K.  DANIELSON,  M.D. 


Philadelphia,  Pennsylvania 

Management  of  diseases  of  the 
chest  frequently  focuses  atten- 
tion on  the  regional  lymph 
nodes  for  diagnostic  and  prognostic 
information.  Lymph  drainage  from 
the  lung  proceeds  along  the  bronchi, 
to  the  hilar  nodes,  the  paratracheal 
nodes  and  then  to  the  supraclavicular 
nodes.  At  a time  when  supraclavicular 
nodes  are  negative  for  the  suspected 
pathologic  process,  disease  may  be 
present  in  those  nodes  located  more 
centrally.  Daniels  2 first  described  the 
scalene  fat  pad  biopsy  in  1949;  since 
then  various  efforts  have  been  made  to 
extend  biopsy  centrally  along  the  chain 
of  lymphatic  drainage.  Harken  4 used 
a lateral  cervical  approach  with  a 
laryngoscope  and  biopsied  lymphoid 
tissue  deeper  than  the  standard  fat  pad 
biopsy.  Maloney  5 stated  that  the  right 
thoracic  duct  node  at  the  junction  of 
the  internal  jugular  and  subclavian 
veins  is  more  representative  of  pul- 
monary drainage  than  nodes  from  the 
scalene  fat  pad.  Radner  6 described  a 
midline  suprasternal  approach  with  bi- 
opsy of  paratracheal  nodes.  Carlens  1 
improved  the  technique  by  using  a 
lighted  cylindrical  retractor — the  med- 
iastinoscope. The  midline  approach 
opens  new  and  deeper  areas  to  ex- 
amination and  diminishes  the  danger 
of  serious  hemorrhage  which  exists 
with  the  lateral  approach.  Indirect 
I methods  of  study  of  the  mediastinum 
such  as  laminography,  angiography, 
and  gaseous  mediastinography  are  in- 
definite and  do  not  yield  a histopatho- 
logic diagnosis. 

Methods 

Mediastinoscopy  means  the  mid- 
■;  line  exposure  through  the  suprasternal 

■ Dr.  MacVaugh  is  associated  with 
the  department  of  surgery  and  the 
Harrison  Department  of  Surgical  Re- 
search, University  of  Pennsylvania 
School  of  Medicine.  Dr.  Danielson  is 
now  associated  with  the  University  of 
Kentucky,  Lexington,  Kentucky. 


notch  of  deep  mediastinal  nodes  using 
a mediastinoscope,  through  which  a bi- 
opsy may  be  made  under  direct  vision. 
Since  October  1965  the  cardiothoracic 
service  of  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  has  performed 
thirty-two  mediastinoscopic  studies  in 
selected  patients.  The  indications  for 
this  procedure  have  been  1)  the  pri- 
mary diagnosis  of  endothoracic  di- 
sease, 2)  the  determination  of  medi- 
astinal metastases  in  already  proven 
bronchogenic  carcinoma,  3)  to  es- 
tablish a diagnosis  in  apparently  ad- 
vanced but  unproven  carcinoma  and, 
4)  to  give  further  assurance  regarding 
Ihe  operability  of  the  very  old  patient 
or  the  patient  with  borderline  pulmon- 
ary function.  We  have  not  performed 
mediastinoscopy  routinely  in  all  pa- 
tients with  proven  or  suspected  bron- 
chogenic carcinoma. 

After  induction  of  general  anes- 
thesia and  after  endotracheal  intuba- 
tion using  an  “anode”  tube,  the  pa- 
tient is  positioned  as  for  a tracheos- 
tomy. The  head  and  neck  are  extended 
and  the  trachea  brought  into  prom- 
inence by  placing  a four  inch  pad  be- 
tween the  scapulae.  The  patient  is 
draped  to  expose  the  suprasternal 
notch;  the  head  is  completely  covered. 
The  operator  stands  above  the  pa- 
tient’s head;  the  anesthetist  is  seated 
at  the  patient’s  right.  A four  centi- 
meter low  transverse  cervical  incision 
is  made  through  skin,  platysma  and 
deep  cervical  fascia.  The  strap  muscles 
are  separated  in  the  midline.  A very 
good  plane  exists  along  the  anterior 
and  lateral  surfaces  of  the  trachea 
through  which  blunt  dissection  with 
the  finger  may  be  performed.  It  is 
not  difficult  to  reach  the  superior  as- 
pects of  both  main  bronchi  and  gen- 
erally possible  to  reach  the  carina  by 
this  maneuver.  Only  after  a satisfac- 
tory space  is  opened  up  is  the  med- 
iastinoscope gently  introduced.  Nodes 
which  have  been  palpated  with  the  dis- 


secting finger  are  easily  identified 
through  the  mediastinoscope.  A blunt- 
edged  biopsy  forceps  is  then  used  to 
remove  a portion  of  these  nodes.  At 
times  it  is  possible  to  loosen  entire 
nodes  by  blunt  dissection  with  the 
finger,  with  forceps,  or  with  the  as- 
pirating cannula.  It  is  wise  to  attempt 
aspiration  with  a shouldered  aspirating 
needle  prior  to  biopsy  of  a suspicious 
area  to  decrease  the  likelihood  of  mis- 
taking the  side  of  a blood  vessel  for 
a lymph  node.  After  satisfactory  bi- 
opsy, hemostasis  is  attained  and  the 
mediastinoscope  is  removed.  The 
platysma  layer  and  the  skin  are  closed. 
No  drains  are  used.  The  patient  may 
take  liquids  when  recovered  sufficiently 
from  anesthesia  and  may  take  an  un- 
restricted diet  within  a few  hours. 
There  is  generally  only  a mild  sore 
throat  for  twenty-four  to  forty-eight 
hours.  Antibiotics  are  not  used  rou- 
tinely. 

Results 

TABLES  I and  II  show  the  re- 
sults in  thirty-two  cases.  Mediastinos- 
copy yielded  a positive  diagnosis  in  all 
eight  cases  of  sarcoidosis.  Large  num- 
bers of  nodes  were  consistently  avail- 
able. Indeed,  mediastinoscopy  seems 
to  be  a specific  diagnostic  study  for  this 
disease.  Similarly,  other  diagnostic 
problems  presenting  with  hilar  adeno- 
pathy, such  as  localized  lymphoma  or 
metastatic  carcinoma  will  frequently 
be  diagnosed  by  mediastinoscopy. 

There  is  however  a lower  rate  of  di- 
agnostic success  when  mediastinoscopy 
is  performed  for  undiagnosed  masses 
in  the  lung  fields.  If  a bronchogenic 
carcinoma  has  spread  to  the  medias- 
tinal nodes  the  biopsy  will  generally 
be  positive.  This  was  the  situation  in 
nine  of  nineteen  cases  in  this  series. 
All  these  patients  therefore  had  proven 
regional  metastasis  and  were  not  sub- 
jected to  thoracotomy.  Of  ten  patients 
who  had  normal  mediastinal  nodes  at 
mediastinoscopy,  seven  were  truly  neg- 


JANUARY,  1968 


61 


TABLE  I 


Mediastinoscopy- 

— Thirty-two  Patients 

Diagnosis 

# Patients 

Diagnosis 
established  by 
Mediastinoscopy 

Sarcoidosis 

8 

8 

Lipoid  pneumonia 

1 

0 

Hodgkins  disease 

1 

1 

Bronchogenic  carcinoma 

19 

9 

Metastatic  carcinoma  breast 

1 

1 

unknown  primary 

2 

2 

32 

21 

ative  at  exploration  or  at  autopsy; 
three  had  positive  nodes.  One  of  these 
three  cases  (#2)  had  only  one  node 
positive  at  a secondary  bifurcation, 
well  within  the  resected  specimen  and 
out  of  reach  of  the  mediastinoscope. 
The  other  two  (#1,  #4)  were  finally 
proven  to  have  hilar  metastases  and 
were  therefore  false  negatives. 

Complications 

Three  patients  died  during  the  post- 
operative period.  One  patient  devel- 
oped a fatal  pseudomonas  pneumonia 
following  what  would  have  been  a 
curative  lobectomy.  Patient  #3  died 
fifteen  days  after  mediastinoscopy  of 
an  acute  myocardial  infarction.  Pa- 
tient #4  died  of  cerebral  metastases; 
mediastinoscopy  had  been  performed 
to  establish  a tissue  diagnosis  prior  to 
initiating  irradiation  therapy. 

One  patient  developed  a mild 
wound  infection  which  cleared  fol- 
lowing removal  of  the  sutures.  There 
have  been  no  instances  of  mediastinal 
infection,  serious  bleeding,  pneumo- 
thorax or  recurrent  nerve  palsy. 

Discussion 

Attention  to  several  technical  points 
contributes  to  the  facility  and  safety 
of  the  study.  General  endotracheal 
anesthesia  controls  troublesome  cough 
which  cannot  be  avoided  if  local  anes- 
thesia is  used.  A noncollapsible 
“anode”  tube  maintains  a satisfactory 
airway  despite  moderate  finger  pres- 
sure in  dissection.  It  is  emphasized 
that  finger  dissection  alone  is  used  to 
open  advanced  areas.  The  mediastino- 
scope is  used  only  as  an  illuminator 
for  inspection  and  subsequent  biopsy. 
The  mediastinoscope  should  never  be 
forced  blindly. 

During  the  course  of  examination, 
the  arch  of  the  aorta,  the  innominate 
artery,  and  the  left  carotid  artery  are 
palpated  and  visualized.  The  safe  area 
lies  in  the  midline  along  the  anterior 
surface  of  the  trachea.  The  lateral 
aspects  of  the  trachea  are  developed 
secondarily.  The  azygos  vein  is  nearly 
always  seen  and  the  azygos  node  is 
frequently  the  first  to  be  biopsied.  The 
relationship  of  the  right  pulmonary 
artery  lying  anterior  and  slightly  in- 
ferior to  the  right  main  bronchus  must 
be  kept  in  mind  to  avoid  injuring  it. 
With  care  it  is  possible  to  reach  the 
origin  of  the  right  upper  lobe  bron- 
chus. This  generally  is  considered  to 
be  the  right  lateral  extent  of  the  ex- 
amination. On  the  left  the  field  is 
slightly  more  restricted,  first  by  the 
arch  of  the  aorta  and  lower  by  the  left 


pulmonary  artery  which  lies  anterior 
and  superior  to  the  main  bronchus. 
The  proximal  two  or  three  centi- 
meters of  the  superior  surface  of  the 
left  main  bronchus  is  considered  the 
left  lateral  limit  of  the  study.  The  left 
recurrent  nerve  must  be  avoided  after 
it  encircles  the  aorta  and  ascends  in 
the  areolar  tissue  on  the  left  side  of  the 
trachea.  Both  phrenic  nerves  and  the 
left  vagus  nerve  are  out  of  the  field. 
The  right  vagus  occasionally  may  be 
seen  descending  to  run  posterior  to 
the  hilum. 

Although  surgeons  have  successfully 
performed  mediastinoscopy  with  a 
standard  laryngoscope,  a mediastino- 
scope such  as  the  one  shown  in  Fig. 
1 is  better  because  of  its  light  construc- 
tion, thin  walls  and  gently  tapering 
configuration.  It  is  important  to  have 
a selection  of  biopsy  forceps  of  proper 
length,  preferably  blunt.  An  aspirat- 


ing tip  of  suitable  calibre  and  length  is 
imperative,  as  is  a long  aspirating 
needle  and  finger  grip  syringe.  Minor 
bleeding  may  be  controlled  by  direct 
pressure,  absorbable  gelatin  sponge, 
oxidized  cellulose,  carefully  shielded 
electrocoagulation,  or  silver  clips. 
Serious  hemorrage,  as  from  a lacerated 
pulmonary  artery  or  aorta,  will  prob- 
ably require  immediate  thoracotomy. 

The  complication  rate  should  be 
low.  Reynders  of  Amsterdam  report- 
ing on  164  cases  in  1963  7 observed 
the  following  complications:  left  re- 
current nerve  palsy,  excessive  bleeding 
(not  requiring  sternotomy),  aortic 
hemorrhage  (successfully  controlled 
following  sternotomy),  subcutaneous 
emphysema,  pneumothorax  and  super- 
ficial wound  infection.  Flynn  3 reports 
three  of  thirty-six  cases  complicated 
by  hemorrhage.  Two  of  these  required 
thorocotomy  for  control.  He  also  re- 


TABLE  II 


Mediastinoscopy  in  Bronchogenic  Carcinoma — Nineteen  Patients 


# of  Patients  Comment 


Positive  mediastinal  nodes 

9 

All  spared  thoracotomy 

Negative  mediastinal  nodes 

10 

Curative  resection 

4 

Non-curative  resection 

2 

#1  6/14  nodes  positive.  Died-brain 
metastases  four  months. 

#2  1/6  nodes  positive.  Tumor  pres- 
ent at  line  of  resection. 

Not  resected 

4 

#3  died — acute  myocardial  infarc- 
tion. Hilar  nodes  negative. 

#4  died — brain  metastases.  Hilar 
nodes  positive. 

#5  inoperable  reduced  pulmonary 
function.  Diagnosis  by  needle  biopsy. 
Irradiation. 

#6  refused  thoracotomy. 
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ports  a death  due  to  massive  air  em- 
bolism. Less  serious  complications 
were  partial  pneumothorax  and  recur- 
rent nerve  palsy. 

In  two  hospitals  affiliated  with  our 
teaching  program  senior  residents 
under  direct  supervision  experienced 
serious  complications  during  media- 
stinscopy.  In  one  patient  death  re- 
sulted following  a tear  of  the  right 
pulmonary  artery,  despite  prompt 
thoracotomy.  Another  patient  re- 
quired cervico-mediastinal  drainage 
and  intensive  antibiotics  to  prevent 
mediastinitis  following  perforation  of 
the  esophagus. 

Success  in  obtaining  representative 
biopsies  and  freedom  from  complica- 
tion varies  directly  with  the  experience 
of  the  operator.  A bold  approach  is 
necessary  to  get  representative  tissue; 
familiarity  with  the  landmarks  and 
with  the  mediastinoscopic  appearance 
of  nodes,  vessels,  and  nerves  will  help 
the  operator  avoid  complications. 
The  incidence  of  false  negative  ex- 


aminations should  diminish  with  ex- 
perience. Mediastinoscopy  should  be 
done  by  surgeons  who  are  familiar  with 
the  anatomy  of  the  mediastinum  and 
who  are  prepared  to  initiate  prompt 
action  if  an  urgent  complication  oc- 
curs. On  teaching  services  it  should 
be  considered  a procedure  requiring 
the  experience  of  a senior  resident.  It 
should  not  be  relegated  to  the  most 
junior  resident  as  is  so  often  done  with 
scalene  node  biopsy. 

Three  relative  contraindications  to 
mediastinoscopy  are  a previous  medi- 
astinoscopy, superior  vena  caval  ob- 
struction and  a markedly  deviated 
trachea.  Scarring  and  fibrosis  may  be 
too  dense  following  mediastinoscopy 
to  permit  easy  re-exploration.  The 
elevated  venous  pressure  associated 
with  vena  caval  obstruction  may  cause 
troublesome  bleeding;  however,  one 
of  our  patients  had  a definite  superior 
vena  cava  syndrome  but  had  a diag- 
nostically successful  mediastinoscopy 
without  difficulty.  If  the  trachea  is  so 


deviated  that  normal  relationships  are 
obscured  it  is  safer  not  to  perform 
mediastinoscopy. 

Summary 

Mediastinoscopy  was  performed  in 
thirty-two  selected  patients  with  medi- 
astinal or  pulmonary  disease.  The  in- 
dications were:  (1)  for  primary 

diagnosis,  (2)  determination  of  med- 
iastinal metastasis,  (3)  to  obtain  a 
tissue  diagnosis  in  obviously  advanced 
bronchogenic  carcinoma,  (4)  to  prove 
operability  in  the  high  risk  patient.  The 
procedure  was  extremely  helpful  in 
establishing  the  diagnosis  in  all  eight 
patients  with  sarcoidosis.  Of  nineteen 
patients  who  had  bronchogenic  car- 
cinoma, nine  had  tumors  biopsied  from 
mediastinal  nodes.  This  was  the  only 
evidence  of  metastasis  in  these  pa- 
tients; they  were  therefore  spared  an 
unnecessary  thoracotomy.  The  pro- 
cedure is  well  tolerated,  even  by  ser- 
iously ill  patients.  There  were  no  seri- 
ous complications. 
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Psychology  of  Smoking 

The  author  offers  no  panacea  for  the  smoking  habit  but  presents  a clear 
understanding  of  factors  which  support  and  perpetuate  the  practice 


VAN  BUREN  O.  HAMMETT,  M.D. 
Philadelphia,  Pennsylvania 

This  paper  will  present  certain  as- 
pects of  the  smoking  habit  which 
do  not  have  the  effect  of  en- 
hancing the  image  of  the  smoker.  In 
order  to  appease  readers  who  may  be 
smokers,  and  hopefully  to  mitigate 
their  potential  resentment,  the  author 
confesses  that  he  too  was  a confirmed 
user  of  tobacco  over  a period  of 
twenty-five  years,  smoking  cigarettes, 
pipe  and  an  occasional  cigar,  inhaling 
deeply,  and  consuming  well  over  one 
pack  of  cigarettes  daily.  Thus  he  will 
share  with  other  smokers  any  onus 
or  denigration  of  character  which  the 
facts  in  this  paper  may  place  at  his 
doorstep. 

Studies  have  shown  that  somewhat 
more  than  one-third  of  the  adult  popu- 
lation of  the  United  States  smoke  ha- 
bitually; the  remaining  population — 
somewhat  less  than  two-thirds  of  the 
total — do  not.1-  2 Such  a behavioral 
schism  in  our  population  presents  an 
interesting  phenomenon  and  raises  ob- 
vious questions:  why  do  people  smoke 
or  not  smoke?  Can  a smoker's  per- 
sonality be  described?  Can  specific 
personality  traits  be  defined  which  are 
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pathognomic  of  the  habitual  smoker, 
as  distinct  from  the  non-smoker?  The 
search  for  answers  to  these  questions 
has  been  given  a considerable  impetus 
by  recent  findings  which,  as  is  well 
known,  relate  habitual  smoking  to  can- 
cer of  the  lung,  emphysema,  and  heart 
disease,2  but  there  had  been  a good 
deal  of  study  in  this  interesting  area 
even  before  the  potential  dangers  of 
tobacco  usage  had  been  established. 

Most  investigators  seeking  an  ex- 
planation for  the  smoking  habit  have 
come  to  one  conclusion,  upon  which 
there  is  almost  unanimous  agreement: 
there  is  no  simple  explanation.  Smok- 
ing is  a habit  which  has  multiple  deter- 
minants, some  of  which  are  rather 
obscure  and  difficult  to  get  at  in  re- 
search; the  act  of  smoking  itself  con- 
stitutes rather  simple  behavior  which 
seems  to  result  from  complex  moti- 
vations. Various  studies  have  de- 
scribed factors,  all  of  which  seem  to 
be  relevant,  in  the  following  cate- 
gories: demographic,  psychological- 

behavioral,  anatomical  (somatotypes) , 
and  pharmaco-physiological. 

Because  the  problem  is  so  complex, 
research  has  tended  to  attack  it  in  a 
piecemeal  way.  The  methods  most 
used  thus  far  fall  into  several  types: 

1.  The  direct  interview  and/or 
questionnaire  method;  this  yields 
information  having  to  do  mostly 
with  conscious  factors. 

2.  The  use  of  psychological  tests 
of  various  kinds;  these  yield  in- 
formation having  to  do  with  both 
conscious  and  unconscious  factors. 

3.  The  use  of  the  techniques  of 
psychotherapy  and  psychoanalysis, 
usually  undertaken  for  the  treatment 
of  some  psychiatric  condition;  this 
yields  as  a by-product  information 
having  to  do  with  some  of  the  un- 
conscious factors. 

From  various  studies  using  these 
methods  a very  considerable  body  of 
data  has  been  accumulated.  We  shall 
attempt  to  summarize  these  data,  mak- 
ing no  effort  to  report  every  detail,  but 
attempting  conscientiously  to  include 


at  least  some  mention  of  most  of  the 
relevant  facts. 

Origins  of  the  Behavioral  Pattern 

The  psychophysiological  basis  for 
the  behavior  which  is  involved  in 
smoking  has  its  inception  during  the 
early  months  of  life.  The  basic  anlage, 
familiar  to  all  humans  who  have  sur- 
vived infancy,  consists  of  the  activity 
of  feeding  from  the  breast  or  bottle. 
Stimulated  by  hunger  the  infant  sucks 
milk  from  the  breast  in  order  to  relieve 
his  hunger.  Hunger  is  a very  complex 
phenomenon,  detailed  consideration  of 
which  is  quite  outside  the  scope  of  this 
paper;  however,  an  analysis  of  hunger 
is  not  necessary  for  our  purposes  here. 
It  is  sufficient  for  us  to  recognize  that 
it  is  a regularly  recurring  stimulus  in 
all  infants:  in  its  early  stages  it  is  a 
mild  stimulus,  but  one  which  increases 
in  intensity  with  the  passage  of  time 
and  causes  a mounting  psychophysio- 
logical tension;  it  can  assume  agoniz- 
ing proportions  if  continued  over  a 
long  period  of  time  without  relief. 
Ordinarily  infants  are  not  required  to 
endure  hunger  tension  for  very  long. 
Either  they  are  fed  at  intervals  which 
are  timed  to  prevent  the  buildup  of 
great  hunger,  or  they  signal  their 
hunger  tension  by  crying  and  are  soon 
given  an  opportunity  to  feed.  This 
takes  the  form  of  the  offering  of  the 
breast  or  bottle.  The  infant  sucks  milk 
from  the  breast,  and  thus  relieves  his 
tension. 

This  experience,  which  is  familiar 
to  all  humans,  is  repeated  again  and 
again  in  the  early  months  of  life.  Thus 
there  is  established  in  all  humans  a 
firm  connection  between  tension  and 
the  relief  of  tension  by  the  activity 
of  sucking.  Subsequently  the  infant  is 
weaned,  and  graduates  to  drinking 
rather  than  sucking,  and  later  to  biting 
and  chewing.  The  experience  of  the 
nursing  period  has  sufficed,  however, 
to  firmly  implant  in  his  psychophysi- 
ological makeup  the  association  be- 
tween tension  and  the  relief  of  tension 
by  the  activity  of  sucking.  This  as- 
sociation persists  throughout  life. 


64 


PENNSYLVANIA  MEDICINE 


Sucking  activity  is  the  core  com- 
ponent of  the  complex  behavioral  pat- 
tern which  we  call  smoking.  There  are 
a number  of  actions  involved,  but  the 
one  that  is  essential  and  basic  is  the 
sucking  action  which  is  required  to 
draw  the  smoke  into  the  mouth  from 
the  burning  cigarette,  pipe  or  cigar. 

Beginning  to  Smoke 

The  question  of  what  causes  people 
to  take  up  smoking  in  the  first  place 
has  been  the  object  of  considerable 
research.  We  are  accustomed  to  hear- 
ing a great  deal  of  opinion  expressed 
to  the  effect  that  people  begin  to  smoke 
in  order  to  show  that  they  are  grown 
up,  to  conform  to  the  group,  or  to 
prove  their  masculinity.  These  ideas 
have  been  investigated  carefully  with 
inconclusive  results;  reports  indicting 
these  motives  as  significant  factors  in 
beginning  to  smoke  3'  4’  5 provide  very 
sugestive  data,  but  are  not  altogether 
conclusive.2  Imitation  of  others,  and 
curiosity  as  to  the  satisfactions  of 
smoking  are  described  as  reasons  for 
beginning  the  habit,0  but  the  evidence 
is  not  altogether  satisfactory.  Expo- 
sure to  stress  may  be  a significant 
factor  in  beginning.3’  7 There  is  a defi- 
nite, positive  correlation  between  the 
beginning  of  the  smoking  habit  by  an 
individual  and  the  practice  of  that 
habit  by  his  parents.  If  parents  do 
not  smoke,  the  children  are  less  likely 
to  begin.4’  8 

Continuing  to  Smoke 

The  tendency  has  been  to  assume 
that  people  continue  to  smoke  for  the 
same  reasons  which  cause  them  to 
begin.  This  is  not  necessarily  so.  As 
a matter  of  fact  there  is  probably  justi- 
fication for  the  point  of  view  that  the 
reasons  for  continuing  to  smoke  are 
not  the  same  as  those  for  beginning.9 
The  idea  most  frequently  put  forward 
in  the  literature  is  that  smoking  is  a 
behavioral  response  to  feelings  of 
stress; 3- 7- 10> 11  we  shall  refer  to  this 
again  later.  One  study  reports  in 
smokers’  own  words  their  reasons  for 
continuing  to  smoke  as  being  ‘that 
smoking  relieved  the  feeling  of  loneli- 
ness and  it  helped  them  to  forget  their 
! worries  and  anxieties.’  6 These  are  rea- 
sons of  which  the  smokers  themselves 
are  conscious;  a psychiatrist  would 
suspect  that  they  are  part  truths  or 
related  to  the  truth,  but  partly  ration- 
alizations. The  really  important  rea- 
sons for  continuing  to  smoke  are  prob- 
ably unconscious;  that  is  to  say,  the 
smoker  is  not  aware  of  them  himself. 
There  is  evidence  which  suggests  that 
these  unconscious  factors  trace  back  to 


the  very  early  experience  of  breast  (or 
bottle)  feeding  and  the  experience  of 
weaning;  7>  12  we  shall  return  to  fur- 
ther consideration  of  this  idea  later. 

Psychological  and  Behavioral 

Characteristics  of  Smokers 

Considerable  information  has  been 
accumulated  concerning  the  psycho- 
logical and  behavioral  characteristics 
of  habitual  smokers.  To  briefly  sum- 
marize this  information: 

1.  Smokers  marry  more  often 
than  non-smokers.  What  is  meant  is 
that  there  are  more  marriages  per 
individual  among  habitual  smokers, 
either  as  a consequence  of  divorce 
or  death  of  the  spouse.1’ 13 

2.  Smokers  show  a greater  ten- 
dency to  unemployment  than  non- 
smokers,  they  change  jobs  more 
frequently,  and  relatively  fewer  of 
them  achieve  the  upper  level  voca- 
tional status  which  is  represented  by 
the  professions  and  the  technical 
careers  such  as  engineering.1’  13’  14 

3.  Adolescent  smokers  (high 
school  students  aged  16-17  years) 
show  relatively  less  participation  in 
school  activities,4  less  membership 
in  social  clubs  and  less  participation 
in  sports  than  their  non-smoking  op- 
posite numbers.15 

4.  Adolescent  smokers  show 
poorer  scholastic  achievement  than 
non-smokers.16 

5.  Adolescent  smokers  show 
poorer  adjustment  in  family  rela- 
tionships, and  less  satisfactory  ad- 
justment in  relationship  to  authority 
in  general.15 

6.  Smokers  are  hospitalized  (for 
all  reasons)  more  times  over  a 
given  period  of  years  than  non- 
smokers.  This  means  that  the  smok- 
ers have  more  serious  or  major  ill- 
ness, as  measured  by  the  necessity 
of  hospitalization  for  treatment.13 

7.  Smokers  appear  to  show  a ten- 
dency towards  neurotic  traits  or 
neuroticism,  more  so  than  non- 
smokers,  although  the  evidence  is 
not  entirely  conclusive  9’  13>  17  and 
has  been  disputed.23 

8.  By  their  own  self-appraisal 
smokers  rated  themselves  as  less 
agreeable,  less  happy,  and  more 
tense,  nervous  and  irritable  than 
other  persons  (non-smokers  taking 
the  same  test) . 18 

9.  Smokers  exhibit  higher  anxiety 
levels  than  non-smokers.  It  is  very 
difficult  if  not  impossible  to  measure 
anxiety  exactly,  because  of  the  lack 
of  a satisfactory  objective  unit;  nev- 
ertheless, there  are  tests  available 


for  estimating  the  anxiety  level 
which  are  reasonably  reliable.  It  is 
believed  that  there  is  a continuum 
or  scale  of  anxiety  which  ranges 
from  normal  to  the  amount  which 
is  present  in  individuals  who  have 
psychiatric  illness.  Tests  aimed  at 
determining  the  level  of  anxiety  in 
smokers  as  compared  to  non-smok- 
ers showed  that  the  smokers  had 
higher  anxiety  levels,  and  were 
closer  to  the  level  of  anxiety  char- 
acteristic of  psychiatric  illness. 

IS,  19,  20 

10.  Smokers  consume  more  cof- 
fee and  more  alcoholic  liquor  than 
non-smokers.7’ 21 

The  data  listed  above  represent  the 
briefest  possible  sort  of  summary  of 
a considerable  literature  reporting 
studies  of  the  psychological  and  be- 
havioral characteristics  of  habitual 
smokers. 

Can  we  delineate  a typical  “smoker’s 
personality?”  Are  there  specific  char- 
acteristics which  distinguish  him  from 
the  non-smoker? 

From  the  data  summarized  above, 
we  see  that  there  are  a number  of  facts 
observable  about  the  behavioral  and 
psychological  characteristics  of  habit- 
ual smokers,  but  we  do  not  leap  to 
the  conclusion  that  these  are  causes 
of  the  smoking  habit,  for  the  simple 
reason  that  non-smokers  also  exhibit 
many  of  the  same  characteristics.  The 
most  that  we  can  say  is  that  a number 
of  things  have  been  observed  to  be 
correlates  of  smoking.  But  none  of 
these  things  is  unique  to  smokers;  they 
all  apply  also,  to  some  extent,  to  non- 
smokers.  It  is  not  possible  for  us  to 
separate  any  two  or  three  of  these 
characteristics  listed  above  and  point 
to  them  and  say:  these  characteristics 
are  typical  of  a smoker,  or  those  char- 
acteristics are  typical  of  a non-smoker. 

However,  we  can  justifiably  say  on 
a basis  of  the  evidence  that  these  be- 
havioral and  psychological  character- 
istics apply  more  to  smokers  than  they 
do  to  non-smokers.  Although  specific 
qualitative  differences  are  absent,  there 
are  measurable  quantitative  differ- 
ences. It  is  apparently  a relative  mat- 
ter, and  therein  probably  lies  the  sig- 
nificance of  these  data. 

Reasons  for  Smoking 

It  is  possible  to  offer  an  hypothesis. 
First,  however,  it  is  necessary  to  state 
a premise:  most  of  the  facets  of  social 
behavior  and  psychological  makeup 
detailed  above  are  indicators  of  the 
degree  of  success  or  failure  of  an  in- 
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dividual’s  adaptation  to  the  stresses 
of  life  in  our  civilization.  If  the  phrase 
‘success  or  failure’  seems  too  absolute, 
then  perhaps  we  can  agree  that  these 
things  are  indicators  of  the  ease  or 
difficulty  with  which  the  individual  is 
adapting  to  life.  For  example:  obtain- 
ing and  keeping  employment,  staying 
well,  participating  in  activities  of  the 
group,  performing  well  scholastically, 
being  relatively  free  of  anxiety,  being 
reasonably  agreeable  and  happy — 
surely  these  things  are  positive  indi- 
cators of  satisfactory  life  adjustment, 
whereas  their  absence  is  indicative  of 
less  satisfactory  adjustment. 

If  this  premise  is  correct,  it  follows 
from  the  evidence  cited  that  smokers 
are  relatively  less  well  adapted  to  life 
in  our  civilization  than  non-smokers. 
This  is  not  to  say  that  individual  smok- 
ers cannot  do  well  in  life:  many  ha- 
bitual smokers  perform  very  satisfac- 
torily and  achieve  considerable  suc- 
cess, as  is  evidenced  on  all  sides.  But 
the  evidence  of  the  research  seems  to 
suggest  that  when  smokers  do  per- 
form well,  they  do  so  in  spite  of  the 
handicap  of  a less  satisfactory  overall 
adaptation  to  life. 

It  seems  reasonable  to  suppose  that 
when  considerable  strain  characterizes 
total  adaptation  to  life,  this  will  cause 
an  increase  of  intrapsychic  tension; 
that  this  in  turn  will  cause  an  increased 
need  to  find  ways  of  relieving  tension; 
and  that  this  may  lead  to  smoking, 
which  is  a tension-relieving  mechanism 
resting  squarely  upon  the  experience  of 
infancy  which  teaches  that  tension  can 
be  relieved  by  sucking. 

Reasons  for  Stopping 

Some  smokers  continue  the  habit 
throughout  life  with  apparent  enjoy- 
ment, or  at  any  rate  without  negative 
reactions  to  their  behavior.  On  the 
other  hand  a significant  proportion  of 
all  smokers  become,  at  one  time  or 
another,  either  acutely  or  chronically 
disenchanted  with  the  habit  and  wish 
to  stop  it;  some  succeed  in  stopping 
while  others  fail,  often  despite  re- 
peated attempts.  The  reasons  smokers 
wish  to  give  up  the  habit  are  of  in- 
terest, as  they  shed  some  additional 
light  upon  the  psychology  of  the  smok- 
ing habit. 

We  might  begin  by  stating  what  is 
not  the  reason  for  stopping.  Taking 
into  consideration  the  great  amount 
of  publicity  which  has  been  given  to 
the  dangers  of  smoking  (cancer  of 
the  lung,  emphysema  and  heart  dis- 
ease) we  might  suppose  that  fear  of 
these  diseases  motivates  the  smoker 


to  wish  to  break  his  habit.  It  is  in- 
teresting to  find  that  this  is  not  so. 
Investigation  of  why  people  do  quit 
smoking,  when  they  do,  reveals  that 
fear  of  cancer  is  not  a significant 
motive  in  many  instances.39-  41 

What,  then,  does  motivate  smokers 
to  stop  smoking?  Why  is  it  that  per- 
sons will  go  to  considerable  trouble 
and  expense  to  develop  the  habit  of 
smoking,  and  apparently  enjoy  it  for 
a number  of  years,  only  to  end  up 
bemoaning  the  habit  and  wishing  they 
were  free  of  it,  and  even  going  so  far 
as  to  make  earnest  attempts  to  stop  the 
practice?  If  it  is  not  fear  of  cancer, 
emphysema  or  heart  diseases,  what  is 
the  reason? 

Concern  about  lesser  health  prob- 
lems is  cited  by  a number  of  smokers 
as  the  reason  for  their  wish  to  stop: 
chronic  cough,  postnasal  drip,  furred 
tongue  and  bad  taste  in  the  mouth 
annoy  many  smokers  chronically,  and 
they  attribute  these  symptoms  to  the 
use  of  tobacco.  These  daily,  minor 
discomforts  appear  to  play  a more  sig- 
nificant part  in  the  motivations  for 
quitting  than  the  more  remote,  and 
uncertain,  danger  of  the  far  more 
serious  diseases  such  as  cancer.39- 41 

There  is  another,  and  more  im- 
portant, consideration  involved  in  the 
wish  to  quit  smoking.  The  writer  has 
been  struck  by  the  similarity  between 
the  smoking  habit  in  persons  who  have 
become  disenchanted  with  it  and  the 
symptoms  of  neurosis.  As  noted  earlier 
in  this  paper  the  smoking  habit  is  born 
of  need — need  for  relief  of  tension  in 
individuals  who  are  straining  psycho- 
logically to  accomplish  a successful 
adaptation  to  the  stresses  of  life.  So 
too  are  neurotic  symptoms  developed 
— out  of  the  need  to  relieve  the  tension 
resulting  from  mental  conflicts.  In 
both  instances  the  stimulus  is  tension — 
the  feeling  of  strain  resulting  from  a 
difficult  psychological  task:  in  the 

case  of  the  neurotic  this  is  the  need 
to  control  an  internal  mental  conflict; 
in  that  of  the  smoker,  it  is  the  need  to 
adapt  successfully  to  the  stresses  of 
life  despite  some  degree  of  psycho- 
logical handicap.  The  one  develops  a 
neurotic  symptom,  the  other  develops 
the  habit  of  smoking. 

In  some  cases  the  neurotic  symptom 
or  the  smoking  habit  suffices  over  the 
long  haul  for  control  of  the  tension. 
In  others,  however,  the  device  designed 
for  relief  becomes  in  the  end  burden- 
some itself:  the  neurotic  experiences 
distress  from  his  phobia  or  compulsion 
and  wearies  of  it;  the  smoker  comes  to 
feel  his  habit  as  unwanted  and  wishes 


to  free  himself  of  it.  In  the  final  analy- 
sis the  real  reason  why  most  smokers 
want  to  stop  is  that  they  cannot  stand 
being  possessed  by  a habit  which  has 
become  ego-alien.  They  cannot  be 
comfortable  with  the  feeling  of  being 
unable  to  control  their  own  behavior. 

Methods  for  Stopping 

The  various  methods  used  to  help 
smokers  break  their  habit  are  of  in- 
terest to  us,  for  the  results  obtained 
with  different  techniques  shed  still 
further  light  upon  certain  facets  of 
the  psychology  of  smoking. 

The  difficulty  of  breaking  the  smok- 
ing habit  is  well  known  to  everyone, 
either  through  personal  experience,  or 
through  close  vicarious  experience 
with  a spouse  or  friend,  or  as  the  phy- 
sician knows  through  oft-repeated  ex- 
perience with  patients.  The  medical 
profession  has  been  involved  in  this 
problem  for  longer  than  is  generally 
realized;  much  longer  than  a genera- 
tion ago  a few  physicians  were  en- 
gaged in  studying  ways  of  helping 
persons  to  break  the  smoking  habit. 
Such  efforts  of  the  profession  were 
continued  in  a sporadic  way  by  a rela- 
tively small  number  of  workers 
throughout  the  20’s,  the  30's  and  the 
40’s  without  attracting  very  much  at- 
tention from  the  profession  or  the  lay 
public.  Recent  discoveries  relating 
smoking  to  various  types  of  serious 
disease  have,  of  course,  changed  the 
picture  considerably.  Within  the  last 
few  years  there  has  been  a marked  in- 
crease in  the  interest  shown  by  the 
medical  profession  in  the  problem  of 
breaking  the  smoking  habit,  with  the 
development  of  a good  deal  of  re- 
search directed  at  gaining  some  under- 
standing of  this  problem,  and  result- 
ing in  an  ever-increasing  body  of  lit- 
erature. Let  us  now  attempt  some  sort 
of  overall  view  of  the  current  status  of 
our  knowledge  of  this  important  prob- 
lem. 

To  begin  with  we  should  mention 
that  there  is  a considerable  body  of 
opinion  to  the  effect  that  the  whole 
thing  comes  down  to  the  matter  of 
will  power,  and  that  when  all  is  said 
and  cone  the  only  effective  method 
for  breaking  the  smoking  habit  is 
to  make  a successful  effort  of  will. 
This  feeling  is  expressed  by  the  lay 
public  and  also  by  members  of  the 
medical  profession.24-  25  Unfortunate- 
ly there  have  not  been  systematic 
studies  of  the  employment  of  this 
method,  so  we  lack  reliable  informa- 
tion concerning  its  effectiveness.  If 
the  many  jokes  about  it  are  to  be 
(Continued  on  page  75.) 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


LOMOTIL 

TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Halts  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■Antibiotic-induced  diarrhea 


Lomotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
diets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
motility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
promptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
relieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


Precautions:  Lomotil  is  a Federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be 
kept  out  of  reach  of  children.  Should  acci- 
dental overdosage  occur  signs  may  include 
severe  respiratory  depression,  flushing, 
lethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia; 
continuous  observation  is  recommended. 
Lomotil  should  be  used  with  caution  in  pa- 
tients with  impaired  liver  function  or  those 
taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
: gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  rest- 
lessness, insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
is  welling  of  the  gums,  euphoria,  depression 
;and  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are: 


Children:  Total  Daily  Dosage 


3-6  mo.  . .Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  .Vz  tsp.  q.i.d.  (4  mg.)  jj  | 

1- 2  yr.  . . .Vz  tsp.  5 times  daily  (5  mg.)  | | | | | 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . .2  tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 

ge  ee  0©  00 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


How  well  does  Vistaril  relieve  the  symptoms  that 
plague  an  alcoholic  during  the  recovery  period  ? 
Doctors  Knott  and  Beard  of  the  Alcoholic  Reha- 
bilitation Unit,  Tennessee  Psychiatric  Hospital 
and  Institute,  recently  conducted  a double-blind 
study  comparing  Vistaril  and  another  well- 
established  antianxiety  agent  with  placebo  in  60 
chronic  alcoholic  patients.1 
The  investigators  conclude : “It  was  the  opinion 
of  the  staff  that  hydroxyzine  was  generally  more 
effective  than  chlordiazepoxide,  for  the  follow- 
ing reasons : hydroxyzine  was  equally  if  not  more 
effective  in  reducing  anxiety  and  tension  and  it 

produced  less  daytime  sedation ’n  (See  results 

on  succeeding  pages.) 

Here  is  new  evidence  that  Vistaril  can  ease  ten- 
sion, allay  anxiety  in  chronic,  hospitalized  alco- 
holic patients.  But  you  might  also  choose  Vistaril 
for  what  it  doesn’t  do.  Although  not  evaluated  in 
this  study,  Vistaril  is  reported  to  be  non-euphor- 
iant, and  its  low  toxicity  makes  it  relatively  safe. 
Best  of  all,  Vistaril  is  non-habituating.  To  date, 
after  more  than  ten  years  of  clinical  use,  there 
have  been  no  reports  of  dependency  in  patients 
receiving  Vistaril. 

With  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


HYDROXYZINE 

PAMOATE) 


'LEASE  SEE  LAST  PAGE  FOR  PRESCRIBING  INFORMATION 


the  Study:1  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d.;  twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 
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Anxiety  reduced  with  Vistaril 

Composite  Rating  of  Anxiety: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 

Tension  eased  with  Vistaril 

Composite  Rating  of  Tension: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

In  Alcoholism... 


“Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”1 

DURING  FIRST  WEEK  Hi  DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
21%  27%  13% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

■ 

THIRD 

WEEK 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 
12  3 4 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

WEEK 

OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


Somatic  concern  alleviated  to 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern: 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


FIRST 

WEEK 


THIRD 

WEEK 


FIRST 

WEEK 


THIRD 

WEEK 


FIRST 

WEEK 


THIRD 

WEEK 


1 


OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
17%  13%  14% 


Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Placebo 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comments 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  Treated 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 
Effects 
Not  Treated 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 
Effects 
Not  Treated 

Increase  in  hostility  minimized 
with  Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 

1 2 3 4 5 6 

VISTARIL 

(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  CHANGE  IN  HOSTILITY  (%) 

: VISTAR I L (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

Cooperativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 

VISTARIL 

[hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


DVERALL  CHANGES  IN  COOPERATIVENESS  (%) 

/ISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
No  change  31%  —70% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 
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n Alcoholism.. 


HYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications : Hypersensitivity  to  hydroxyzine.  The  pa 
renteral  solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension  : Equivalent  to  25  mg.  hydroxy- 
zine HC1  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HC1) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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( Continued  from  page  66.) 
taken  as  some  sort  of  undocumented 
evidence,  we  should  conclude  that  this 
is  not  a very  effective  method.  This 
conclusion  is  reenforced  by  the  testi- 
mony of  many  acquaintances  and  by 
patients  who  seek  some  assistance  ad- 
ditional to  their  own  will  power  in 
their  effort  to  give  up  smoking. 

So  many  devices  and  methods  have 
been  advocated  as  aids  to  breaking 
the  smoking  habit  that  we  cannot  pos- 
sibly review  all  of  them.  We  shall 
confine  this  summary  to  those  which 
have  received  the  most  attention  or 
which  appear  to  promise  good  results. 
These  are: 

1.  Pharmacological  agents 

2.  Programs  of  education 

3.  Techniques  of  persuasion 

4.  Various  types  of  psychotherapy 
Pharmacological  Agents 

This  method  appears  to  have  been 
the  one  most  subject  to  trial  and  in- 
vestigation up  to  fairly  recent 
times.20'34  A variety  of  pharmaco- 
logical agents  have  been  used  for 
various  reasons.  Sedatives  have  been 
employed  on  the  grounds  that  smokers 
tend  to  be  overactive  and  overtense 
individuals.  A seeming  paradox  is  the 
fact  that  stimulants  have  been  used, 
on  the  grounds  that  smoking  gives 
people  a “lift”  and  that  giving  up 
smoking  causes  people  to  feel  “let 
down,”  drowsy  or  depressed.  Nicotine- 
mimetic  preparations  (principally  lobe- 
line) have  been  used  to  provide  re- 
placement therapy  during  the  period 
of  withdrawal.  Tranquillizers  have 
been  tried,  the  rationale  for  their  use 
being  the  idea  that  the  smoker  is  a 
tense  individual  who  smokes  to  obtain 
relief  from  his  tension  and  that  if 
he  can  obtain  relief  from  the  tran- 
quillizer he  will  not  need  to  smoke. 

It  is  not  necessary  for  us  to  consider 
each  of  these  pharmacological  agents 
separately,  as  the  results  obtained  with 
all  of  them  are  roughly  similar. 

It  should  be  mentioned  that  it  is 
difficult  to  evaluate  these  drugs  be- 
cause different  studies  report  conflict- 
ing results.  These  vary  from  a high 
degree  of  effectiveness  (80  percent)  29 
at  the  one  extreme,  to  no  more  effec- 
tiveness than  a placebo  at  the  other 
extreme  (25  percent).30  These  vari- 
ations in  the  results  obtained  do  not 
seem  to  depend  upon  the  type  of  drug 
used,  nor  on  other  identifiable  factors 
such  as  age,  amount  of  smoking,  and 
the  like. 

Educational  Programs 

Under  this  heading  should  be  in- 
cluded educational  programs  of  the 


dispassionate  type,  which  simply  pre- 
sent the  facts  about  smoking  insofar  as 
these  are  known,  both  pro  and  con. 
Various  educational  aids  are  used, 
such  as  pamphlets,  projector  slides 
which  give  statistical  summaries  and 
represent  the  figures  graphically,  films, 
and  discussions.  Once  the  information 
has  been  presented  the  individual  is 
left  to  decide  for  himself  whether  or 
not  he  will  smoke  ,and  no  effort  is 
made  either  overtly  or  covertly  to  in- 
fluence his  decision  beyond  the  im- 
plications inherent  to  the  facts  them- 
selves. As  yet  we  do  not  have  many 
reports  on  the  use  of  this  method,  but 
there  are  projects  of  this  type  under 
way  or  projected  for  the  near  future. 

Perhaps  the  best  known  effort  to 
apply  this  method  was  the  extensive 
pilot  project  reported  by  Horn.35  In 
this  project  the  educational  effort  was 
directed  at  large  numbers  of  high 
school  students,  and  consisted  of  ‘logi- 
cal appeal  to  the  intelligence  of  the 
student.’  The  results  were  considered 
quite  encouraging,  in  that  there  was 
a 50  percent  reduction  in  the  number 
of  these  students  who  began  to  smoke 
during  the  following  year,  as  compared 
to  the  control  group.  Contrasting  with 
these  results  are  those  obtained  in 
another  project,  also  carried  on  with 
high  school  students,  patterned  after 
the  first  project  and  using  for  the  most 
part  the  same  educational  methods, 
but  done  in  another  part  of  the 
country.  In  this  study  there  was  no 
significant  change  in  the  smoking  be- 
havior of  the  students.  36 

Persuasion 

Unlike  the  dispassionate  educational 
method  described  above,  the  method 
of  persuasion  is  more  emotional;  those 
employing  it  are  openly  biased  against 
smoking,  and  make  it  clear  that  they 
intend  if  possible  to  persuade  their 
audience  to  give  up  the  habit.  As 
practiced  thus  far  this  is  usually  done 
with  fairly  sizeable  audiences  who  have 
been  recruited  by  appropriate  pub- 
licity. The  method  combines  in  vary- 
ing degrees  exhortation  and  warning. 
The  emphasis  may  be  mainly  on  ex- 
hortation.39 The  audience  is  urged  to 
quit  the  habit  of  smoking  on  the  spot, 
and  to  use  will  power  and  positive 
thinking  to  break  away  from  the  habit. 
Various  gimmicks  are  suggested  as 
aids  to  carrying  out  this  renunciation 
of  the  habit,  such  as  taking  a morning 
shower,  rising  from  the  table  as  soon 
as  one  has  finished  eating,  doing  some- 
thing active,  and  the  like. 

The  effort  at  persuasion  emphasizes 
warnings  about  the  dangers  of  the 


smoking  habit.  This  is  done  by  giving 
statistics  which  show  correlations  be- 
tween smoking  and  serious  disease,  by 
showing  pictures  of  cancerous  lesions 
or  microscopic  slides  of  cancer  cells, 
and  by  the  use  of  films  38  without  also 
presenting  any  of  the  facts  which  tend 
to  mitigate  the  alarming  impact  of 
such  information  about  smoking.  The 
aim  of  this  method  is  to  frighten 
the  smoker  and  to  produce  in  him  a 
phobia  for  smoking. 

Some  projects  of  this  type  have  been 
under  way  for  several  years.  Un- 
fortunately, they  have  not  been  con- 
ducted as  research  so  that  we  do  not 
have  reliable  figures  concerning  the 
effectiveness  of  this  method.  (A  psych- 
iatrist might  venture  the  prediction 
that  the  “scare”  method  will  not  prove 
to  be  very  effective:  in  the  pursuit  of 
pleasure  or  other  satisfaction  human 
beings  have  always  been  willing  to 
take  considerable  risks.) 

Psychotherapy 

Three  types  of  psychotherapy  have 
been  employed  for  helping  people  to 
break  the  smoking  habit. 

1.  Individual  or  one-to-one  psy- 
chotherapy (one  physician  with 
one  patient)  may  be  done  on 
different  levels  of  intensity  and 
stressing  different  factors.  The 
simplest  type  of  psychotherapy 
consists  of  the  supportive  re- 
lationship which  does  not  delve 
deeply  into  unconscious  factors. 
It  works  with  the  person’s  con- 
scious thoughts,  answers  his  ques- 
tions, draws  out  his  fears  and 
anxieties,  seeks  to  help  him  find 
ways  of  resolving  these,  and  con- 
tains implicitly  the  physician’s 
emotional  support  of  the  per- 
son’s desire  to  quit  smoking.  To 
date  not  many  studies  have  been 
reported  of  the  application  of  this 
type  of  psychotherapy.32  There 
is  some  evidence  that  this  is  the 
really  effective  factor,  although 
hidden,  in  the  good  results  re- 
ported to  have  been  obtained 
with  various  drugs.41 

2.  Group  therapy  is  another  type  of 
psychotherapy  which  continues 
to  receive  attention  as  a method 
of  helping  people  to  break  the 
smoking  habit.  We  do  not  refer 
to  lay  groups  patterned  after  the 
Alcoholics  Anonymous  model, 
but  to  groups  which  are  super- 
vised by  a skilled  professional 
who  is  knowledgeable  about  psy- 
chodynamics, both  individual  and 
social.  This  is  feasible  with 
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groups  of  up  to  fifteen  persons; 
larger  groups  are  not  amenable 
to  the  satisfactory  handling  of 
the  psychodynamic  forces  in- 
volved. This  appears  to  be  one 
of  the  more  effective  methods; 
one  study  reports  that  70  percent 
of  the  persons  in  a group  stopped 
smoking,43  and  another  study 
reports  55  percent  succeess.41 

3.  Hypnosis  directed  specifically  to 
breaking  the  smoking  habit  ap- 
pears to  be  very  effective,  with 
results  approaching  100  percent 
success.41’  42  This  is  a fairly 
drastic  antismoking  therapy,  in 
that  it  involves  rather  rapid  symp- 
tom removal  without  resolution 
of  psychopathology;  therefore 
it  should  be  preceded  by  careful 
psychiatric  appraisal  in  order  to 
detect  the  possible  presence  of 
latent  psychopathology  which 
might  be  activated. 

Controls 
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The  question  naturally  arises:  how 
do  the  results  obtained  by  these  various 
methods  described  above  compare  with 
those  obtained  by  persons  who  do  not 
receive  assistance  by  any  of  these 
methods  but  who  simply  undertake  to 
give  up  the  smoking  habit  by  their 
own  efforts?  A study  employing  four 
methods  of  antismoking  therapy  (lobe- 
line, tranquillizer,  group  therapy  and 
hypnosis)  was  controlled  by  observa- 
tion of  an  equal  number  of  persons 
who  had  expressed  a desire  to  quit 
smoking  and  to  participate  in  the  study 
but  received  no  treatment  of  any  kind. 
Each  of  the  antismoking  therapies  was 
effective;  the  percentage  of  individuals 
who  quit  smoking  under  each  method 
was  29  percent,  33  percent,  55  percent 
and  100  percent  respectively.  The  con- 
trol group,  equal  in  numbers  to  all 
the  others  combined,  showed  only  10 
percent  who  had  quit  smoking  by  the 
end  of  the  experimental  period  (Fig. 
I).41 

Psychological  Implications 

We  now  turn  our  attention  to  an 
analysis  of  the  several  methods  for 
stopping  described  above,  and  the  re- 
sults obtained  by  each,  in  terms  of 
their  implications  regarding  the  psy- 
chology of  smokers. 

1.  Medication.  The  pharmacological 
rationale  for  the  use  of  various 
medications  as  methods  for  stop- 
ing  the  smoking  habit  was  given 
above.  We  are  now  concerned 
with  the  psychological  signifi- 
cance of  medication,  which  has 
to  do  with  the  unconscious  psy- 
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chodynamics  of  the  individual 
and  has  very  little  relationship 
with  the  actual  pharmacological 
action.  Medicine  has  symbolic 
meaning  whether  it  is  prescribed 
by  a physician  or  obtained  with- 
out prescription  from  a druggist. 
It  stands  for  the  force  of  good 
(relief  of  disease)  arrayed  against 
the  force  of  evil  (disease).  In 
the  symbol  are  condensed  mul- 
tiple unconscious  meanings:  the 
loving  care  of  the  father  and/or 
mother  (personified  consciously 
by  the  physician,  pharmacist,  or 
drug  company)  for  the  child 
(sick  person);  the  wisdom  and 
power  of  the  parent,  employed 
on  the  child’s  behalf;  and  to  some 
extent,  feeding — the  breast — 

which  we  know  to  be  tension- 
relieving.  Thus  it  is  that  the 
taking  of  medicine  is  supportive 
and  helpful  to  the  extent  that  the 
individual  believes  in  and  needs 
these  psychological  supports. 
(This  accounts  for  the  placebo 
effect  of  non-specific  medica- 
tions.) Just  how  effective  these 
psychological  effects  of  medica- 
tion will  be  depends  upon  several 
complex  variables;  for  our  pre- 
sent purpose  let  us  say  that  the 
effectiveness  varies  inversely  with 


the  psychological  maturity  of  the 
individual:  naive  or  unsophisti- 
cated persons  who  tend  uncon- 
sciously to  believe  in  magic  bene- 
fit the  most  from  medication.  It 
is  noteworthy  that  medication  as 
a method  for  stopping  smoking 
yields  but  mediocre  results.  This 
suggests  that  smokers  are  not 
unsophisticated  and  do  not  be- 
lieve in  magic,  even  uncon- 
sciously. On  the  contrary — 
gauged  by  their  lukewarm  re- 
sponse to  medication  as  a prop 
for  stopping  smoking — they  tend 
towards  knowing  cynicism  in 
their  attitude  towards  life. 

2.  Education.  For  education  to 
be  effective  as  a method  for 
helping  smokers  stop  the  habit, 
two  conditions  are  necessary:  the 
smoker  must  possess  sufficient 
intellect  to  comprehend  the  sig- 
nificance of  what  he  learns  about 
smoking,  and  his  intellect  must 
control  his  behavior  to  a great 
degree;  this  must  extend  even  to 
the  control  of  behavior  caused 
by  unconscious  psychophysio- 
logical  phenomena  such  as  ten- 
sion. Intellectual  control  of  such 
proportions  is  possible  for  hu- 
mans, but  it  is  uncommon.  Exact 
figures  are  not  available,  but  it 
is  safe  to  say  that  only  a relative 
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handful  of  people  possess  intel- 
lectual control  of  this  order. 
Studies  have  not  been  done  com- 
paring smokers  with  non-smokers 
in  respect  to  possession  or  lack 
of  this  kind  of  control;  as  yet 
the  educational  method  for  stop- 
ping has  not  added  to  our  knowl- 
edge of  the  psychology  of  smok- 
ing. 

3.  Persuasion.  As  thus  far  employed 
for  the  purpose  of  getting  smok- 
ers to  stop,  this  method  has  con- 
sisted of  education  with  the  ad- 
dition of  a strong  emotional 
reinforcement,  specifically  fear. 
If  results  with  this  method  were 
good,  we  could  infer  that  smokers 
are  susceptible  to  fear  and 
tolerate  it  poorly;  if  results  were 
not  good  it  would  suggest  that 
smokers  are  hard  to  scare,  or 
that  they  have  a high  tolerance 
for  anxiety.  No  conclusions  are 
justified,  however,  from  the  evi- 
dence on  record  as  to  the  suc- 
cess or  failure  of  this  method;  its 
use  has  not  been  attended  by  any 
adequate  research  design,  and  re- 
liable statistics  are  not  available. 

4.  Psychotherapy.  We  lack  satis- 
factory data  regarding  the  use 
of  individual  psychotherapy  as  a 
method  for  quitting  smoking.  If 
psychotherapists  have  been  using 
individual  treatment  as  a stop- 
smoking technique,  they  have  not 
been  reporting  their  experience  in 
the  literature.  There  have  been 
reports  of  the  use  of  group  psy- 
chotherapy and  also  of  individual 
treatment  by  hypnosis,  which  is 
a variety  of  psychotherapy.  Both 
methods  have  been  effective,  as 
reported  above.  Both  methods 
provide  the  smoker  with  strong 
support  as  he  struggles  to  quit  his 
habit.  In  group  therapy  the 
individual’s  efforts  are  reinforced 
emotionally  by  five  to  ten  other 
individuals,  who  encourage  him 
to  persist,  approve  when  he  suc- 
ceeds, and  disapprove  if  he  fails; 
such  group  forces  provide  strong 
support  from  outside.  In  hypno- 
therapy, as  done  in  the  study 
cited,  each  smoker  received  a 
considerable  amount  of  indivi- 
dual attention  from  the  therapist, 
with  hypnotic  reinforcement  of 
his  wish  to  stop  smoking.  The 
basic  factor  in  both  methods  is 
the  strong  emotional  support 
from  without  the  individual.  The 
fact  that  both  methods  are  ef- 
fective in  aiding  smokers  to  quit 
suggests  the  inference  that  smok- 


ers are  psychologically  outer- 
directed  persons,  who  require 
environmental  reinforcement  of 
their  motivations  in  order  to  act 
upon  them  effectively.  This  seems 
to  be  a reasonable  deduction 
from  the  evidence.  The  data 
available  do  not,  however,  pro- 
vide a comparison  between  smok- 
ers and  non-smokers  with  respect 
to  this  specific  factor  of  outer- 
directedness;  we  cannot  be  sure 
that  smokers  are  more  so  than 
others. 

5.  Conclusions.  The  reaction  of 
smokers  to  the  various  methods 
for  stopping  suggests  certain  im- 
plications concerning  their  psy- 
chology: (a)  they  are  too  so- 

phisticated to  have  much  belief 
in  magic,  even  unconsciously; 
(b)  they  tend  to  cynicism;  (c) 
their  inner  decisions  and  motiva- 
tions require  external  reinforce- 
ment. 

Summary  and  Conclusions 

Smokers  exhibit  certain  character- 
istics which  suggest  that  they  experi- 
ence more  difficulty  than  nonsmokers 
in  adapting  to  the  stresses  of  life. 
Thus  they  are  chronically  stimulated 
by  psychophysiological  tension.  To  re- 
lieve the  tension  they  employ  the  most 
primary  of  tension-relieving  mechan- 
isms— sucking,  that  is,  smoking.  While 
for  some  this  is  effective,  for  others 
the  habit  becomes  ego-alien  and  very 
similar  to  a neurotic  symptom.  The 
wish  to  be  free  of  this  symptom  is  the 
strongest  motive  for  quitting.  In  the 
effort  to  stop,  smokers  require  strong 
reinforcement  from  outside  sources. 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardia> 
arrhythmias  have  occurred  in  hyp< 
thyroid  patients  and  in  patients  re 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regimen 
Imipramine  may  block  the  pharma 
cologic  activity  of  guanethidine  ar  * 
other  related  adrenergic  neuron 
blocking  agents. 

The  drug  is  not  recommended  att  Ssf 
present  time  in  patients  under  12  ' 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation, 
turbances  of  accommodation,  swe 
ing,  dizziness,  weight  gain,  urinan: 
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schizophrenics  and  agitation  (incl 


frequency  or  retention,  nausea  arv 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  su< 
symptoms  as  hallucinations  and  d 
orientation),  activation  of  psychos 
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When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


Ijhypomanic  and  manic  episodes) 
libh  may  require  dosage  reduction 
i/or  addition  of  a tranquilizer  or 
Ijporary  discontinuation  of  the  drug, 
leptiform  seizures,  orthostatic 
ijotension  and  substantial  blood 
Insure  fall  in  hypertensive  patients, 
>nura,  transient  jaundice,  bone  mar- 
o,  depression  including  agranulocy- 
S.5,  sensitization  and  skin  rash 
lading  photosensitization,  eosino- 

ia,  and  mild  withdrawal  symptoms 
udden  discontinuation  after  pro- 
ed  treatment  with  high  doses, 
asional  hormonal  effects  (im- 
nce,  decreased  libido,  and  estro- 
c effects)  may  be  observed. 
Ilpine-like  effects  may  be  more 
ounced  (e.g.  paralytic  ileus)  in 
eptible  patients  and  in  those 
anticholinergic  agents  (includ- 
ntiparkinsonism  drugs). 
atient  Adult  Dosage:  Initially, 
g.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg  ; triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 
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Recurrent  Urinary  Tract  Infections 

Suggestions  for  improving  the  present  treatment  of  urinary  tract 
infection  with  emphasis  on  study  of  the  urine  by  cultural  techniques 


WILLIAM  T.  LAMPE,  II,  M.D. 
York,  Pennsylvania 

The  introduction  of  quantitative 
bacteriology  into  the  study  of 
infections  of  the  urinary  tract 
has  added  a dimension  previously  un- 
available in  the  study  of  this  organ 
system.  It  has  also  created  questions 
and  controversy  concerning  the  defini- 
tion of  urinary  tract  infection.  The 
concept  that  asymptomatic  bacteriuria 
is  related  to  pyelonephritis  has  been 
questioned.  Prematurity  may  be 
caused  by  urinary  infections.  The  de- 
velopment of  pyelonephritis  subse- 
quent to  bacteriuria  by  the  so-called 
ascending  route  may  occur.  Other 
pathogenetic  mechanisms  undoubtedly 
are  operative  at  times. 

Many  interrelationships  in  urinary 
infections  are  unclear  and  confused 
from  a scientific  viewpoint.  Others  are 
controversial.  One  fact  is  clear:  change 
is  needed  in  the  practicing  physician's 
technique  of  managing  the  sympto- 
matic, acute,  recurrent  urinary  tract 
infection.  Recurrence  is  the  rule  rather 
than  the  exception  in  urinary  infec- 
tions. The  site  of  the  infection  in  the 
urinary  tract  is  not  important  since 
frequent  recurrence  will  eventually 
lead  to  kidney  involvement  and  kidney 
damage. 

The  typical  patient  with  recurrent 
urinary  tract  infection  presents  with 
fever,  chills,  frequency,  urgency. 


■ Dr.  Lampe  is  associated  with  the 
department  of  internal  medicine  and 
renal  clinic,  York  Hospital. 


dysuria,  flank  pain,  and  flank  tender- 
ness. The  urine  characteristically  re- 
veals pyuria  and  bacteria  in  numbers 
exceeding  100,000  per  ml.  Such  pa- 
tients are  typically  given  a sulfa  drug 
for  a week  or  two  and  dismissed  with- 
out further  follow  up.  There  has  been 
great  debate  over  the  number  of  bac- 
teria which  are  significant  and  diag- 
nostic of  infection  in  the  urinary  tract. 
Just  what  is  the  magic  number?  Is  it 
over  100,000  organisms  per  ml.  or  is 
it  less?  Is  it  necessary  to  have  a pure 
culture  containing  only  one  organism? 
How  many  colony  counts  are  neces- 
sary to  establish  confidence  beyond  a 
doubt?  Despite  the  fact  that  many  in- 
vestigators have  attempted  to  set  exact 
figures  and  limits  there  is  little  doubt 
that  these  must  be  excepted  at  times 
for  many  reasons.  Also  there  is  no 
debate  that  the  patient  who  has  the 
typical  textbook  clinical  and  urinary 
findings  of  the  urinary  tract  infection 
deserves  treatment.  Many  questions  do 
arise  as  to  how  and  with  what  drug  or 
combination  of  drugs  the  patient 
should  be  treated.  Length  of  treatment 
and  type  of  follow-up  are  also  con- 
siderations. I will  attempt  to  answer 
these  questions. 

The  seriousness  of  urinary  tract  in- 
fection and  the  long  term  effects  have 
not  generated  much  concern  until  re- 
cently. The  exact  incidence  of  infec- 
tion and  more  important  the  incidence 
of  reinfection  of  the  urinary  tract  is 
not  known.  Despite  the  introduction 
of  newer  antibiotics  and  antimicrobial 
agents  there  has  not  been  a significant 
reduction  in  the  number  of  cases  of 
chronic  pyuria  and  bacteriuria.  If 
careful  bacteriologic  examination  of 
the  urine  is  made  over  a period  of 
years  after  treatment  of  an  acute 
urinary  infection  a high  percentage  of 
patients  with  persistant  bacteriuria  is 
noted.  It  has  been  suggested  that 
chronic  infections  of  the  urinary  tract 
are  maintained  by  persistant  bacteri- 
uria. The  number  of  patients  with 
persistent  bacteriuria  who  suffer  re- 
lapse is  unknown. 


The  pathogenesis  of  pyelonephritis 
has  been  difficult  to  evaluate  although 
animal  experiments  have  shed  some 
light  on  its  nature.  The  relationship  of 
obstruction  as  a precipitating  factor  in 
infection  is  definite  where  this  can  be 
established.  The  role  of  reflux  in  the 
pathogenesis  of  pyelonephritis  is  not 
clear  but  may  play  an  important  role.  1 
Reflux  can  rarely  if  ever  be  demon- 
strated in  the  normal  healthy  urinary 
tract.  Certain  factors  which  predis- 
pose to  urinary  tract  infection  have 
been  clearly  recognized.  These  are: 
pregnancy,  diabetes  mellitus,  and  in- 
strumentation of  the  urinary  tract. 
Urinary  infection  is  more  common  in 
young  females  possibly  due  to  the 
shorter  female  urethra,  urethral 
trauma  during  sexual  activity,  and 
more  frequent  catheterization.  The  in- 
cidence of  urinary  tract  infection  rises 
in  direct  proportion  to  unsterile  urinary 
tract  catheterization  and  instrumenta- 
tion. 

Reasons  for  Treatment  Failures 

Most  authors  suggest  a course  of 
ten  to  fourteen  days  of  a sulfa  drug 
for  acute  urinary  tract  infections.2  Re- 
current infection  in  the  presence  of  a 
normal  urinary  tract  merits  only  a re- 
peat ten  day  course  of  treatment.3  It 
has  been  suggested  that  chronic  in- 
fections of  the  urinary  tract  are  main- 
tained by  persistent  bacteriuria. 
TABLE  I (from  a study  of  healthy 
school  children)4  reveals  that  the  fre- 
quency of  urinary  tract  infections  is 
higher  than  generally  realized.  The 
prevalence  of  overt  symptomatic  in- 
fection is  3.6  percent,  the  incidence 
of  bacteriuria  is  1.2  percent,  and  asyrn- 
toniatic  infection  0.7  percent.  The  key 
is  to  keep  the  urine  free  of  bacteria  for 
prolonged  periods  until  the  tissue  foci 
of  infection  have  healed.5  Tissue  foci 
of  infection  are  eliminated  only  after 
prolonged  therapy.  This  may  require 
months  or  years  of  treatment  in 
chronic  or  persistent  urinary  tract  in- 
fection. 
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TABLE  I 


Characteristics  of  122  schoolgirls 
ria  in  population  surveys. 

found  to  have 

persistent  bacteriu- 

Characteristic 

Number 

Percent 

Pyuria 

54 

44 

Symptoms 

48 

39.3 

Past  history 

34 

27.9 

IYP:  caliectasis 

14/107 

13.1 

Cystogram:  reflux 

20/107 

18.7 

Trabeculation 

13/107 

12.1 

Recurrence  in  1 year 

46/79 

58.3 

Definition  of  Recurrent  Urinary 
Tract  Infection 

Two  or  more  acute,  symptomatic 
urinary  tract  infections  occurring  with- 
in two  years’  time  constitutes  a re- 
current urinary  tract  infection.  Con- 
firmation by  two  cultures  and  colony 
counts  is  necessary  in  every  instance. 
The  presence  of  different  organisms 
does  not  eliminate  the  fact  that  infec- 
tion has  recurred  in  the  same  patient 
suggesting  a failure  of  resistance  of  the 
urinary  tract  to  infection.  Frequently 
significant  bacteriuria  may  persist  be- 
tween symptomatic  episodes  of  infec- 
tion. 

Diagnosis  of  Urinary  Tract 
Infections 

Before  beginning  treatment,  the 
presence  of  a bacterial  infection  should 
be  established  with  certainty.  The 
most  important  clinical  aspect  of  treat- 
ment is  long  term  follow  up.  G Classi- 
cal symptoms  of  fever,  flank  pain, 
dysuria,  frequency  and  urgency  as- 
sociated with  pyuria  and  significant 
bacteriuria  (greater  than  100,000  col- 
onies per  ml.  of  urine)  establish  be- 
yond a doubt  the  presence  of  urinary 
tract  infection  and  probably  involve- 
ment of  the  kidneys  with  infection.  If 
the  kidneys  are  not  initially  involved 
persistent  urinary  infection  leads  to 
pyelonephritis  in  many  instances.  Ex- 
amination of  a fresh  drop  of  uncen- 
trifuged urine  gram  stained  after  dry- 
ing is  still  a very  useful  method  of 
detecting  significant  bacteriuria.7*  8 
When  bacteria  are  seen  in  the  un- 
centrifuged urinary  sediment  this  is 
also  of  assistance  in  establishing  the 
diagnosis  of  urinary  tract  infection.9 

* A negative  urine  analysis  for  bacteria 
does  not  exclude  the  presence  of  a 
urinary  tract  infection.10  Evidence  has 
been  presented  that  urinary  infections 
may  be  present  in  some  cases  with  less 
than  100,000  colonies  per  ml.  and 
even  less  than  30,000  per  ml.11  Other 
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diagnostic  procedures  such  as  the 
Uroscreen,*  STAT-Test,**  and  Tes- 
turia***  are  presently  available  for 
use  in  the  office  and  indicate  the  in- 
creasing interest  in  the  area  of  detec- 
tion of  urinary  tract  infection.  These 
commercially  available  tests  have  vary- 
ing degrees  of  reliability  but  none  are 
as  good  as  the  gram  stain  of  a drop 
of  urine  or  a colony  count  done  on 
two  occasions.  In  questionable  cases 
two  cultures  and  colony  counts  with 
more  than  100,000  bacteria  per  ml. 
of  urine  are  necessary  to  confirm  the 
diagnosis. 

Protoplast  Forms  and  Bacterial 
Resistance 

After  therapy  has  been  started  one 
reason  for  reinfection  is  the  appear- 
ance of  antibiotic  resistant  strains  of 


the  organism.  Bacterial  variants  or 
protoplast  forms  occur  in  about  20 
percent  of  patients  with  bacteriuria.12 
These  variant  forms  are  not  detectible 
by  routine  cultural  techniques  and  may 
later  revert  to  pathogenic  forms.  Turck 
concluded  from  treating  patients 
with  ampicillin  for  six  weeks  that  pro- 
longed chemotherapy  is  not  warranted 
in  bacteriuric  patients  with  reinfec- 


*  Pfizer  Laboratories 

**  Mallinckrodt  Pharmaceuticals 

*'  * * Ayerst  Laboratories 


tion.13  However,  this  was  a small 
sample  of  patients  treated  with  only 
one  drug  for  a period  of  only  six 
weeks.  In  twenty-five  percent  of  these 
patients  the  bacteriuria  was  eliminated. 

Another  study  reported  the  effect 
of  a six  week  period  of  treatment  with 
nalidixic  acid  in  patients  with  chronic 
bacteriuria.14  TABLE  II  summarizes 
the  findings  in  this  study  of  fifty  pa- 
tients. This  study  illustrates  clearly 
that  antibiotic  resistance  occurs  fre- 
quently (25  percent  in  this  short 
study)  and  reaffirms  the  need  for  com- 
bined therapy  with  agents  like  nitro- 
furantoin and  methenamine  mandelate 
since  bacterial  resistance  to  these 
agents  does  not  occur.  Another  study 
of  recurrent  infections  of  the  urinary 
tract  suggests  that  recurrent  infections 
due  to  Escherichia  coli  are  due  to  re- 
infection with  different  strains  (84  per- 
cent of  108  recurrences).15  Others 
have  suggested  restraint  in  the  treat- 
ment of  asymptomatic  bacteriuria  16 
but  there  is  no  debate  about  treating 
the  symptomatic  patient  who  is  ill  be- 
cause of  urinary  tract  infection. 

Treatment  of  Recurrent 
Urinary  Tract  Infections 

It  is  reasonable  to  treat  the  first  ur- 
inary tract  infection  with  a sulfa  after 
obtaining  a culture.  If  E.  coli  grows 
out  of  the  urine  culture  (which  it  will 
in  70  to  80%  of  instances)  the  sulfa 
should  be  continued  in  full  dosage  for 


twenty-one  days.  After  stopping  the 
sulfa  for  five  to  ten  days  another  clean 
midstream  urine  sample  for  culture 
and  colony  count  should  be  obtained. 
If  this  specimen  is  sterile  no  further 
treatment  is  indicated  but  additional 
cultures  should  be  obtained  at  three 
months  and  six  months  to  insure  that 
bacteria  are  no  longer  present  in  the 
urinary  tract.  When  dealing  with  a 
recurrent  urinary  tract  infection  it  is 
essential  to  first  obtain  a urine  culture 
and  ascertain  the  organism  or  orga- 


TABLE  II 

Patients 

Percent 

Elimination 

Reinfection  with  different 

21 

42 

species  or  strain 
Recurrence  with  same  species 

3 

6 

or  strain  (relapse) 
Persistence  of  bacteriuria 

4 

8 

during  treatment 
Development  of  antibiotic 

22 

44 

resistance  during  treatment 

13 

25 
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nisms  which  are  present  and  the  anti- 
biotic sensitivities.  Disk  sensitivity 
studies  for  sulfa  are  notoriously  in- 
accurate because  of  the  poor  diffusion 
of  sulfas  on  the  surface  of  culture 
media.  After  the  antibiotic  sensitivi- 
ties have  been  determined  the  appro- 
priate agent  or  combination  of  agents 
can  be  selected  and  a course  of  treat- 
ment for  fourteen  to  twenty-one  days 
given.  The  question  of  whether  the 
antibiotic  should  be  bacteriocidal  or 
bacteriostatic  is  unsolved.  It  is  my 
opinion  that  a recurrent  urinary  tract 
infection  with  or  without  bacteremia 
should  be  treated  with  an  antibiotic 
such  as  ampicillin.  Bacteriocidal  drugs 
like  ampicillin  which  give  effective 
blood  levels  and  tissue  levels  outside 
the  urinary  tract  are  desirable,  es- 
pecially when  the  possibility  of  gram 
negative  bacteremia  exists.  It  seems 
preferable  to  treat  with  a drug  like 
this  for  three  weeks  and  then,  pro- 
vided the  urine  has  become  sterile, 
switch  over  to  a combination  of  fura- 
dantin  and  methenamine  mandelate  or 
gantanol  and  methenamine  mandelate 
which  can  then  be  continued  for  a 
year.  While  the  patient  is  still  on 
antibiotic  therapy  a culture  should  be 
obtained  at  the  end  of  fourteen  to 
twenty-one  days.  If  the  urine  is  sterile 
at  this  point  the  patient  may  then  be 
put  on  sulfamethoxazole  or  nitro- 
furantoin in  combination  with  meth- 
enamine mandelate  for  a prolonged 
course  of  treatment  up  to  one  year. 
The  nitrofurantoin  dosage  in  pro- 
longed therapy  may  be  50  mg.,  four 
times  a day.  The  use  of  methenamine 
mandelate  in  combination  with  sulfa- 
methoxazole or  nitrofurantoin  in  in- 
fection due  to  organisms  other  than 
E.  coli  will  assist  in  keeping  the  urine 
free  of  bacteria.  Where  bacterial  re- 
sistance to  all  antibiotics  becomes  a 
problem  the  use  of  methionine  and 
methenamine  mandelate  to  lower  ur- 


inary pH  has  been  found  helpful  in 
eliminating  bacteriuria.17  Ascorbic 
acid  and  ammonium  chloride  have  also 
been  used  to  acidify  the  urine.  There 
is  evidence  of  improvement  of  renal 
function  after  prolonged  therapy  as 
well  as  a decreased  rate  of  relapse. 
Toxicity  to  sulfas  such  as  sulfameth- 
oxazole, nitrofurantoin,  and  meth- 
enamine mandelate  are  evident  in  less 
than  1 percent  of  patients  treated  for 
prolonged  periods  according  to  a Vet- 
erans Administration  cooperative  study 
recently  reported  in  a preliminary 
fashion.18 

Conclusions 

It  is  clearly  apparent  that  the  pres- 
ent treatment  of  urinary  tract  infec- 
tions is  unsatisfactory  because  of  the 
high  rate  of  relapse.  In  order  to  pre- 
vent this  from  occurring  careful  study 
of  the  urinary  tract  should  be  under- 
taken to  eliminate  obstruction.  In- 
strumentation of  the  urinary  tract 
should  he  avoided  whenever  possible. 
Careful  surveillance  of  the  urine  by 
cultural  techniques  for  the  presence  of 
significant  bacteria  should  be  per- 
formed at  the  end  of  fourteen  days  of 
therapy  and  at  the  end  of  one  month, 
three  months,  six  months  and  a year 
of  therapy.  The  most  important  clini- 
cal aspect  of  treatment  is  long  term 
follow  up  with  urine  cultures.  There 
is  good  evidence  that  long  term  treat- 
ment (up  to  one  or  two  years)  with 
sulfamethoxazole  or  nitrofurantoin  in 
combination  with  methenamine  man- 
delate will  reduce  the  relapse  rate  of 
urinary  tract  infections.  The  present 
ten  to  fourteen  day  course  of  treat- 
ment which  has  been  recommended 
for  urinary  tract  infection  is  outmoded 
in  recurrent  urinary  tract  infections 
and  should  be  replaced  by  long  term 
treatment  with  careful  cultural  ex- 
amination of  the  urine  at  periodic  in- 
tervals for  one  to  two  years.  Long 


term  treatment  with  sulfamethoxazole 
or  nitrofurantoin  in  combination  with 
methenamine  mandelate  has  a low  de- 
gree of  toxicity  and  will  reduce  the 
recurrence  of  urinary  tract  infections. 
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Written  Prescriptions 
Suggested  for 
Sample  Drugs 

George  E.  Farrar,  Jr.,  M.D.,  PMS 
President-elect  and  chairman  of  the 
American  Society  of  Internal  Medi- 
cine’s Pharmaceutical  Industry  Com- 
mittee, calls  attention  to  the  following 
comments  by  H.  A.  Davidson,  M.D., 
editor  of  the  Journal  of  the  Medical 
Society  of  New  Jersey  which  appeared 
in  the  American  Professional  Pharma- 


cist, May,  1967,  on  the  advisability  of 
written  prescriptions  for  drug  samples 
dispensed  by  physicians  to  their  pa- 
tients. 

“The  samples  you  get  from  drug 
companies  are  intended  for  one  pur- 
pose: to  be  given  to  patients  as  a trial. 
However,  if  no  written  prescription 
accompanies  the  sample,  the  transac- 
tion looks  as  if  the  patient  is  being 
used  as  a guinea  pig.  Common  sense 
suggests  that  the  sample  be  accom- 
panied by  a written  prescription  for 
the  same  item.  . . . 

“This  simple  procedure  will  pre- 


vent the  embarrassment  of  an  other- 
wise satisfied  patient  trying  to  get  the 
drug  without  a prescription.  It  will 
lift  the  medication  into  the  dignified 
‘prescription’  class,  rather  than  make 
it  look  like  a casual  free  sample.  It 
indicates  that  the  doctor  is  not  going 
out  on  a limb,  calling  it  a wonder  drug. 
And  it  acts  as  an  automatic  (if  not 
entirely  scientific)  check  on  the  ef- 
fectiveness and  safety  of  a new  drug." 

Reprinted  from  The  Internist, 
October,  1967. 
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The  Tubex  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 


Precision  and  protection  from  cross  contamination 


Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed— and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


Polyserositis 

Long  survival  in  this  patient  is  attributed 
to  the  use  of  steroids  and  antibiotics 


CLYDE  T.  STONER,  M.D. 
Wynnewood,  Pennsylvania 

Polyserositis  (Pick’s  Disease  or  peri- 
hepatitis universalis)  is  rare  in 
adults.  The  following  case  is  un- 
usual because  of  its  rarity  and  in  the 
length  of  survival  of  this  patient,  which 
seemed  in  no  small  part  attributable 
to  the  corticoids.  Another  interesting 
feature  was  the  management  of  the 
pain  by  a thalamotomy  and  the  suc- 
cess of  withdrawing  the  patient  com- 
pletely from  morphine  addiction  fol- 
lowing this  procedure. 

Case  Report 

The  patient  was  a fifty-eight  year 
old  white  male  who  was  in  relatively 
good  health  until  July,  1960,  at  which 
time  he  was  diagnosed  as  having 
pneumonia.  He  seemed  to  have  re- 
covered from  this  completely  except 
for  a low  grade  cough.  On  February 
25,  1962,  he  was  admitted  to  the 
Fitzgerald-Mercy  Hospital  in  Phila- 
delphia, Pennsylvania  complaining  of 
the  cough  and  hemoptysis.  He  also 
noted  easy  fatigability,  abdominal  pain, 
nausea,  vomiting  and  diarrhea,  and  a 
weight  loss  of  forty  pounds.  He  had 
been  digitalized  and  placed  on  di- 
uretics. 

Physical  examination  showed  a nor- 
mal temperature,  pulse  100,  respira- 
tions 18,  and  blood  pressure  130/96. 
There  was  generalized  weight  loss  and 
decreased  breath  sounds  were  noted 
over  the  right  chest.  No  rales  were 
heard.  X-rays  revealed  fluid  in  the 
right  pleural  space  and  disease  in  the 


B Dr.  Stoner  is  an  associate  clinical 
instructor  at  The  Lankenau  Hospital, 
Philadelphia. 


right  upper  lobe  of  the  lung.  Ex- 
haustive studies  failed  to  reveal  any 
acid  fast  bacteria  in  the  sputum  or 
in  the  thoracentesis  fluid.  A right 
thoracotomy  was  done  and  a large 
amount  of  abnormal  fibrous  tissue  was 
removed  from  the  right  pleural  space 
and  the  surface  of  the  liver. 

Laboratory  findings  showed  a red 
count  of  4,387,000  and  a hematocrit 
of  41  volumes  percent.  White  count 
was  9,550  with  a normal  differential. 
Acid  phosphatase  was  0.62.  Fasting 
blood  sugar  was  97  mg.  percent,  and 
the  blood  urea  nitrogen  (BUN)  was 
15.  The  serum  proteins  were  7.3  with 
4 m.  of  globulin.  Liver  function  tests 
showed  1 -f-  cephalin  flocculation  and 
a 2.2  thymol  turbidity.  Numerous  gas- 
tric washings  were  negative  for  acid 
fast  bacteria.  Latex  fixation  was  posi- 
tive. LE  preparations  were  negative. 
Corrected  sedimentation  rate  was  36 
mm/hr.  Serum  bilirubin  was  0.8 
Electrophoresis  showed  a low  albumin 
and  a high  gamma  globulin.  The  al- 
bumin was  43.5  percent  with  Alpha  1 
globulin  7.1,  Alpha  2 globulin  10.6, 
Beta  globulin  7.1  and  gamma  globulin 
31.7.  This  compares  to  normal  values 
of  52-65  percent  for  the  albumin  2; 
2-5.5  Alpha  1;  7-11  Alpha  2 globulin; 
8-14  Beta  globulin;  and  10/20  gamma 
globulin.  A bromsulphalein  (BSP) 
showed  10  percent  dye  retention  in 
forty-five  minutes.  Repeated  thora- 
centesis showed  no  acid  fast  bacteria 
or  malignant  cells.  Microscopic  sec- 
tions of  the  pleura  showed  thickened 
fibrotic  pleura,  anthracosis  of  the 
lymph  node,  and  only  mesothelial  cells 
from  the  peritoneum.  Chest  x-ray  was 
reported  as  showing  a marked  differ- 
ence over  that  of  1961:  “The  trachea 
was  deviated  to  the  right;  heart  and 
mediastinal  shadows  were  normal.  The 
left  hemi-diaphragm  was  flattened  and 
there  was  an  old  adhesion  at  the  left 
base  due  to  previous  pleural  effusion. 
There  is  probably  no  active  paren- 
chymal disease  at  the  left  base  at  this 
time.  However,  there  is  approximately 
800  cc’s  of  free  fluid  in  the  right 
pleural  space.  The  outstanding  lesion 
in  the  chest  is  a soft  fibroexudative  in- 
filtration involving  the  entire  right  lobe. 
No  definite  cavitation  is  noted.” 


The  possibility  of  coexistent  bron- 
chogenic carcinoma  was  not  excluded. 
Upper  intestinal  studies  showed 
marked  distortion  of  the  esophagus 
consisting  of  dilatation  of  the  proximal 
half.  There  was  minimal  peristalsis. 
It  was  not  suggestive  of  an  intrinsic 
lesion,  but  appeared  to  be  related  to 
extrinsic  inflammatory  process  prob- 
ably on  the  basis  of  fibrosis  and  scar- 
ring within  the  mediastinum.  The  ex- 
aminer did  not  feel  it  represented 
scleroderma.  Dental  x-rays  showed 
apical  abscesses.  Re-examination  of 
the  chest  on  March  30,  1962  showed 
more  fluid  and  more  pleural  thickening 
in  the  right  base.  There  was  some 
thickening  of  the  pleura  over  the  right 
upper  lobe  as  well. 

An  electrocardiogram  on  February 
26,  1962  suggested  coronary  disease. 
The  patient  seemed  to  remain  sta- 
tionary and  was  discharged  April  5, 
1962,  with  the  diagnosis  of  polysero- 
sitis. The  patient  was  admitted  to 
The  Lankenau  Hospital  on  May  9, 
1962  complaining  of  fatigue,  weight 
loss  and  bloating  of  the  abdomen.  He 
had  been  treated  with  antibiotics  dur- 
ing the  interval.  His  mother  had  had 
tuberculosis,  dying  at  the  age  of  twen- 
ty-six. The  patient  appeared  emaci- 
ated, but  well  developed,  and  of  his 
stated  age  of  sixty  years.  He  had 
dyspnea  on  movement  in  bed  but  no 
distress  on  lying  still.  The  vital  signs 
were  normal  except  for  a pulse  of 
100.  The  abdomen  was  distended  and 
the  liver  dullness  percussed  from  T-5 
anteriorly.  There  was  fluid  in  the  ab- 
domen. The  chest  showed  the  prev- 
ious findings  of  limited  expansion,  a 
healed  thoracotomy  scar  on  the  right, 
decreased  breath  sounds  and  fremitus 
on  the  right  side  in  the  lower  two- 
thirds  and  also  in  the  left  lower  base. 
The  impressions  entertained  were  gas- 
tric carcinoma  with  metastasis;  post 
necrotic  cirrhosis;  hypo-albuminemia 
and  congestive  failure.  A repeat  gas- 
trointestinal series  ruled  out  carci- 
noma of  the  stomach.  Cardiac  cath- 
eterization and  cinefluorography  re- 
vealed slightly  elevated  pressures  in 
the  heart  suggesting  some  mechanical 
impediment  of  the  right  side,  partic- 
ularly in  the  right  ventricle.  It  was 


felt  that  this  was  probably  due  to 
pericardial  restriction;  however  an  in- 
tracardiac tumor  was  entertained  as  a 
possibility.  Three  liters  of  fluid  were 
removed  from  the  abdomen.  Liver 
biopsy  was  performed  and  it  was 
noted  that  the  liver  felt  soft  and  flabby. 
At  the  same  time  a biopsy  was  taken 
of  the  gallbladder,  the  omentum,  the 
pancreas  and  a cholecystotomy  done. 
The  liver  was  covered  with  a dense 
white  coating  several  mm.  in  thickness. 
There  were  adhesions  over  the  dome 
of  the  liver  to  the  diaphragm.  A skin 
biopsy  was  also  done  over  the  left 
biceps  area  on  June  5,  1962.  The 
diagnosis  after  the  microscopic  exami- 
nation was  termed  universal  chronic 
perihepatitis,  sometimes  called  pseu- 
docirrhosis or  zuckergussleber.  The 
patient  was  placed  on  steroids  and  im- 
proved remarkably.  However,  he  was 
also  put  on  Numorphan®  * (oxymor- 
phone  hydrochloride)  rectal  supposi- 
tories due  to  the  pain  in  the  right 
pleural  cage  and  right  upper  abdomen. 
The  ascites  did  not  reaccumulate.  He 
was  discharged  on  the  27th  of  June, 
1962,  on  Medrol®  **  (methylpred- 
nisolone)  6 mg.,  q.i.d..  and  ACTH 
(corticotropin)  gel,  40  units,  twice 
weekly. 

The  pathology  reports  stated  that 
the  liver  showed  fibrosis  compatible 
with  portal  cirrhosis.  The  skin  and 
subcutaneous  tissue  and  muscle  biopsy 
were  normal.  Laboratory  tests  were 
unremarkable  except  there  was  no  free 
hydrochloric  acid  on  gastric  analysis. 
The  total  acidity  was  forty.  The  elec- 
trocardiogram suggested  constrictive 
pericarditis.  X-rays  of  the  chest 
showed  bilateral  pleural  effusions  and 
old  fibrous  disease  in  the  right  upper 
lung  which  was  attributed  to  healed 
tuberculosis.  The  cardiovascular  struc- 
tures appeared  normal.  Planigrams 
showed  narrowing  of  the  distal  trachea 
and  the  first  few  mm.  of  the  right  main 
stem  bronchus.  Soft  tissue  masses  in- 
fringed upon  the  lumen  on  both  sides. 
Bronchoscopy  was  done  and  was  nega- 
tive. The  patient  was  discharged  on 
the  Medrol  and  remained  relatively 
well  until  August  21,  1962,  at  which 
time  he  was  readmitted  with  headache, 
light-headedness  and  weakness.  He  was 
also  mentally  confused.  He  improved 
rapidly  in  the  hospital  and  was  dis- 
charged on  September  1,  1962.  No 
specific  therapy  was  given. 

On  October  22,  1962,  the  patient 
suffered  an  attack  of  fever,  cough  and 
hemoptysis  which  lasted  two  or  three 
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days.  He  had  gained  thirty  pounds 
since  June  of  1962.  Extensive  studies 
failed  to  reveal  the  cause  of  the  hemop- 
tysis. He  was  discharged  six  days 
later  on  the  same  program  as  previ- 
ously. On  March  8,  1963,  he  was  re- 
admitted again  with  loss  of  appetite, 
malaise,  frequency  of  urination,  he- 
moptysis, fever  and  right  upper  quad- 
rant pain.  He  responded  to  conserva- 
tive therapy.  Genito-urinary  evalua- 
tion was  non-productive.  Total  proteins 
at  this  time  were  8.1  with  5.2  albumin 
and  2.9  globulin.  White  blood  count 
was  18,900.  He  improved  and  was 
discharged  in  a few  days. 

On  October  26,  1964,  the  patient 
was  admitted  in  a moribund  condition 
with  fever  and  cough.  Sputum  cultures 
at  this  time  showing  hemolytic  staphyl- 
ococcus aureus  sensitive  to  everything 
but  Chloromycetin®  ***  (chloramph- 
enicol), and  pseudomonas  aeruginosa 
which  was  resistant  to  everything  ex- 
cept Streptomycin  ****  and  Triple- 
Sulfa,  Kantrex®*****  (kanamycin) 
and  Chloromycetin.  The  white  count 
was  20,350.  However,  before  the 
sensitivities  were  reported,  he  had  been 
placed  on  large  doses  of  Chloro- 
mycetin intramuscularly  and  re- 
sponded well.  He  was  discharged  one 
week  later  on  the  same  program  he 
had  previously  been  on.  He  had  com- 
plaints of  heaviness  and  pain  in  his 
right  chest  and  upper  abdomen.  June 
7,  1965,  the  patient  was  re-admitted 
to  the  hospital  due  to  intractable  pain 
in  his  right  chest.  It  was  decided  that  a 
pain-relieving  neurosurgical  procedure 
should  be  done.  A left  thalamotomy 
was  performed  by  the  neurosurgeon. 

Following  this,  the  patient  experi- 
enced speech  difficulty  and  slight  devi- 
ation of  the  mouth  to  the  left  side.  He 
developed  positive  Babinski’s  sign  bi- 
laterally but  had  normal  deep  tendon 
reflexes.  For  two  days  he  remained 
amnesic  and  comatose,  but  when  he 
recovered  he  was  completely  free  of 
pain  in  his  right  chest.  He  had  been 
on  morphine  rectal  suppositories  for 
three  years  and  these  were  discon- 
tinued entirely  and  the  patient  re- 
mained free  of  pain  except  for  a sen- 
sation of  heaviness.  He  was  main- 
tained on  the  same  program  that  had 
been  successful  during  these  years. 
The  patient  remained  in  good  health 
until  January  6,  1967,  at  which  time 
he  suffered  a stroke.  This  involved 
mainly  his  speech  giving  him  a garbled 
dysarthria,  paralysis  of  the  left  side 
of  his  face,  and  trouble  swallowing. 
The  body  was  generally  weak  but  did 
not  show  unilateral  findings.  Once 
again  he  showed  positive  bilateral 
Babinski’s  sign  and  the  picture  was 
similar  to  that  following  the  thala- 


motomy procedure.  He  has  gradually 
recovered  from  all  of  these  symptoms 
and  is  once  again  independent  in  self 
care. 

Discussion 

Polyserositis  or  perihepatitis  uni- 
versalis is  not  rare.1  But  there  are  very 
few  reports  in  the  literature  of  this 
particular  type.  An  excellent  exhaus- 
tive discussion  by  Dr.  F.  G.  Hoffman 
reviews  the  historical  development  of 
this  disease.2  There  is  a large  group 
of  familial  polyserositis  cases  reported 
in  the  literature  for  the  Mediterranean 
area,  particularly  in  Israel.3’  5 How- 
ever, these  cases  are  familial  and  be- 
nign. Pathological  changes  found  in 
our  case  resemble  those  found  in  in- 
flammation in  serous  cavities  caused 
by  numerous  agents.6  In  our  case,  the 
use  of  steroids  seemed  to  mark  the 
difference  between  failure  and  success 
and  the  beginning  of  this  patient’s  re- 
covery. Also,  antibiotics  played  a most 
important  part  in  his  maintenance.  We 
were  able  after  a period  of  three  years 
on  Numorphan  rectal  suppositories  to 
withdraw  this  patient  from  the  drug 
by  a thalamotomy  which  gave  him 
complete  relief  of  pain.  Thus,  the  pa- 
tient has  been  able  to  continue  a rela- 
tively comfortable  life,  enjoying  all 
those  creature  comforts  that  one  can 
enjoy  in  a home  situation.  He  is 
ambulatory  and  can  take  care  of  him- 
self completely.  He  regained  his 
driver’s  license  after  the  withdrawal 
from  the  morphine  and  although  he 
is  not  able  to  work,  he  has  been  able  to 
broaden  his  horizons  to  include  some 
social  activities.1 

Summary 

A 65-year-old,  male  had  a seven 
year  history  of  polyserositis  or  peri- 
hepatitis universalis.  The  details  of 
diagnosis  and  treatment  both  in  the 
hospital  and  as  an  out-patient  on  a 
home-care  program  have  been  given. 
This  patient  represents  a long  survival 
for  this  disease;  other  recorded  cases 
have  all  died  within  a few  years.  We 
have  surmised  that  the  use  of  steroids 
and  antibiotics  increased  the  survival 
rate  of  this  patient. 
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DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln.  Nebraska  68501 
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For  relief  of  "flu-like”  symptoms 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Changes  in  Disaster  Medicine 

The  role  of  the  physician  in  combating  the  effects  of  natural  and 
man-made  disaster  is  clarified  and  brought  up  to  date  in  this  essay 

GEORGE  W.  PASCHAL,  M.D.,  Raleigh,  North  Carolina  and  FRANCIS  C.  JACKSON,  M.D.,  Pittsburgh, 
Pennsylvania 


Here  in  Pennsylvania  probably 
more  has  been  done  for  disaster 
preparedness  than  any  place 
outside  the  Armed  Forces.  Your  Com- 
mittee on  Emergency  Medical  Ser- 
vices and,  more  recently,  on  Disaster 
Medical  Care,  has  been  in  constant 
attendance  at  regional  and  national 
conferences.  In  many  ways  it  has  set 
a pattern  for  the  Nation  in  establish- 
ing a modus  operandi  for  a community 
or  a region  in  coping  with  problems 
which  demand  the  coordinated  effort 
of  those  capable  of  providing  emer- 
gency care  in  meeting  an  emergency 
from  unexpected  or  expected  sources. 
So  it  is  with  particular  gratification  that 
I speak  as  a member  of  the  Committee 
on  Disaster  Medical  Care  of  the  Coun- 
cil of  National  Security  of  the  Ameri- 
can Medical  Association. 

Background 

The  Committee  on  Disaster  Medical 
Care  (CDMC)  was  originally  estab- 
lished to  advise  the  Council  on  Na- 
tional Security  primarily  on  matters 
of  Civil  Defense.  In  1959  the  Com- 
mittee was  designated  by  its  current 
name  and  its  mission  continued  to  be 
related  primarily  to  Civil  Defense.  All 
of  you  know  that  attitudes  and  as- 
sumptions were  in  a state  of  constant 
change  during  those  years,  and  the 
concepts  of  necessary  Civil  Defense 
preparedness  altered  with  the  advent 
of  more  sophisticated  weapons.  Little 

■ Dr.  Paschal  is  chairman  of  the 
AMA  Committee  on  Disaster  Medical 
Care  of  the  Council  on  National  Se- 
curity. Dr.  Jackson  is  a member  of 
the  PMS  Commission  on  Disaster 
Medical  Care,  former  chairman  and 
member  of  the  AMA  Committee  on 
Disaster  Medical  Care  and  chairman 
of  the  Subcommittee  on  Disaster  Sur- 
gery of  the  Trauma  Committee  of  the 
American  College  of  Surgeons. 

■ This  paper  teas  presented  by  Dr. 
Paschal  at  the  PMS  Conference  on 
Disaster  Medical  Care,  Camp  Hill, 
October  19,  1967. 


interest  could  be  stimulated  then  and 
even  now  in  strictly  Civil  Defense  ac- 
tivity unless  there  was  a Berlin  or 
Cuban  crisis.  A great  many  of  our 
people  felt  that  Civil  Defense  was  a 
matter  for  our  federal  and  state  Civil 
Defense  agencies. 

Even  in  the  absence  of  impending 
thermonuclear  disaster,  an  awareness 
developed  that  disaster,  of  varying 
degree,  was  a constant,  recurring 
visitor  to  almost  every  community 
across  our  land.  Almost  always  this 
death-dealing  visitor  came  unwanted, 
unwelcomed,  and  particularly  unan- 
nounced. Hence,  in  1963  the  scope 
and  mission  of  the  Committee  was  in- 
terpreted to  include  all  disasters.  Since 
the  area  of  interest  of  the  Committee 
has  been  broadened,  it  has  been  much 
easier  to  stimulate  interest  in  develop- 
ing disaster  preparedness.  Your  Con- 
ference bears  witness  to  this  conclu- 
sion. 

In  1964  we  saw  the  beginning  of 
change  in  the  Committee's  attitudes 
and  programs.  In  1965,  a program  was 
launched  in  which  there  was  an  effort 
to  develop  what  he  called  “a  disaster 
conscience”  for  the  physician  and  to 
establish  a science  of  disaster  medicine. 
A disaster  conscience  might  be  defined 
as  the  learned  ability  to  differentiate 
right  from  wrong  in  the  performance 
of  disaster  medicine.  What  is  Disaster 
Medicine?  Disaster  Medicine  is  an 
emergency  medical  service  on  a large 
scale  applied  in  a community  following 
either  natural  or  man-made  catastro- 
phe, under  the  professional  leadership 
of  physicians.  It  should  provide  sys- 
tematic, rapid,  effective  and  life-saving 
medical  care.  This  is  dependent  upon 
the  availability  of  emergency  commun- 
ity services,  trained  medical  and  allied 
health  personnel,  supplies  and  hos- 
pital facilities.  Such  medical  care  must 
have  as  its  ultimate  goals  the  saving 
of  life  and  the  restoration  to  maximum 
usefulness  of  every  survivor.  Disaster 
medicine  embodies  the  principle  of 
priority  of  medical  care  by  the  prompt 
establishment  of  a system  of  triage  or 


sorting  by  a physician  knowledgeable 
in  immediate  diagnosis  and  prognosis 
of  trauma  and  acute  disease. 

Changes  in  Disaster  Medicine  is  cer- 
tainly a timely  and  pertinent  topic  for 
this  Conference.  Our  idea  of  doing 
the  most  for  the  most,  where  it  will 
do  the  most  good,  still  holds.  But  in 
doing  this  we  have  recently  been  look- 
ing closely  at  what  is  the  most  we  can 
do  for  the  individual  patient,  which 
will  do  him  the  most  good.  Not  only 
has  the  Committee  on  Disaster  Medi- 
cal Care  been  concerned  about  this 
problem,  but  Committees  have  been 
established  by  many  of  the  national 
medical  scientific  societies.  County 
and  state  medical  societies  also  are 
active.  The  Committee  on  Trauma  of 
the  American  College  of  Surgeons  has 
exerted  strong  leadership  in  the  field 
of  trauma,  accident  prevention  and 
the  development  of  high  standards  for 
the  transportation  of  the  injured  and 
for  emergency  room  care.  The  Joint 
Commission  on  Accreditation  of  Hos- 
pital’s requirement  that  disaster  or 
mass  casualty  plans  be  tested  in  some 
form  twice  a year  has  done  much  to 
improve  our  state  of  readiness.  Ordin- 
arily, the  hospital  plans  emphasize  the 
need  for  organized  evacuation,  ex- 
pansion of  facilities,  and  the  coordina- 
tion of  functions  with  other  com- 
munity agencies  and  disaster  organiza- 
tions. 

While  the  principal  stimulus  of  dis- 
aster medical  care  in  the  civilian  set- 
ting had  its  origin  primarily  in  the 
threat  of  national  emergency,  there 
have  been  certain  changes  in  emphasis 
recently.  The  Committee  on  Dis- 
aster Medical  Care  of  the  American 
Medical  Association  has  re-directed  its 
efforts  toward  the  effective  manage- 
ment of  natural  disasters  and  has  en- 
couraged similar  programming  at  fed- 
eral and  state  levels.  The  second  and 
most  recent  re-direction  of  significance 
has  been  the  incorporation  of  disaster 
medical  services  within  the  sphere  of 
general  emergency  medical  services 
currently  available  in  the  community. 
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Much  support  for  this  approach  is 
evident  since  it  encompasses  a pattern 
of  operation  and  management  already 
familiar  to  the  providers  of  emergency 
medical  services  on  a day-to-day  basis. 
We  have  developed  no  changes  in  at- 
titudes or  support  for  the  National 
Emergency  programs,  such  as  the 
Packaged  Disaster  Hospital,  the  stock- 
piling of  drugs  and  supplies,  nor  for 
the  shelter  program  as  developed  and 
maintained  by  the  Office  of  Civil 
Defense,  Department  of  Defense  (De- 
partment of  the  Army). 

Current  Programs  Relating  to 

Emergency  and  Disaster  Medical 
Services 

Federal  Agencies 

USPHS  Bureau  of  Health  Services: 
Stimulated  by  a large  and  widespread 
number  of  civil  insurrections  last  July, 
the  Bureau  of  Health  Services  insti- 
tuted and  completed  a three-week  sur- 
vey of  seventy-seven  metropolitan 
areas  which  was  designed  to  determine 
the  preparedness  of  major  American 
communities  for  large  scale  disasters. 
Three  hundred  twenty-two  hospitals 
and  143  ambulance  services  also  were 
evaluated  in  the  process.  The  major 
issues  of  concern  were:  Organization 
of  emergency  health  community  re- 
sources; the  integration  of  these  re- 
sources with  the  police  and  fire  de- 
partments ambulance  services  and  Of- 
fice of  Civil  Defense;  communication 
systems;  the  identification  of  medical 
teams  necessary  to  meet  emergency 
problems;  transportation;  training;  in- 
ventory of  resources;  mutual  support 
agreements. 

The  following  generalities  were 
drawn  from  this  survey:  (1)  most 

areas  are  not  adequately  prepared; 
there  is  a basic  lack  of  central  co- 
ordination of  area-wide  emergency 
medical  services.  (2)  There  is  a gen- 
eral lack  of  preparation  and  organiza- 
tion in  fifty-six  cities  (89  percent). 
(3)  There  is  a basic  lack  of  current 
! operational  planning  for  emergency 
health  services  and  no  roster  of  medical 
personnel  assignment  in  fifty-three 
cities  (69  percent).  (4)  There  is  no 
communications  center  or  dispatch 
i system  with  communications  between 
; police  and  ambulances  in  forty  cities 
; (52  percent).  There  is  a lack  of  emer- 
gency health  services  training  pro- 
grams and  few  rehearsals  of  disaster 
plans  in  twenty-one  cities  (27  per- 
[ cent).  (6)  There  is  lack  of  an  emer- 
gency alerting  system  for  civil  defense 
and  involved  health  manpower  in 


nineteen  cities  (25  percent).  (7) 
There  is  a lack  of  current,  master,  in- 
ventory or  standby  arrangements  for 
re-supply  in  seven  cities  (9  percent). 
(8)  The  plans  for  hospital  operations 
security,  traffic  control  and  appropriate 
links  between  the  sorting  system  and 
the  disaster  site  are  absent  in  twenty 
cities  (26  percent). 

These  figures  indicate  that  some 
preparation  does  exist  in  many  areas 
and  considerable  preparation  has  al- 
ready taken  place.  However,  the  lack 
of  a base  or  Emergency  Medical  Oper- 
ations Center  is  probably  the  most 
serious  deficiency.  This  is  a reflection 
of  the  general  deficiencies  in  the  co- 
ordination of  emergency  community 
operations. 

Division  of  Health  Mobilization: 
The  ninth  and  final  draft  of  a docu- 
ment entitled  The  Role  of  Medicine  in 
National  Emergency  Preparedness  was 
approved  for  publication  by  the  Coun- 
cil on  National  Security  on  October  7, 
1967  and  should  soon  reach  the 
printers.  This  monograph  was  de- 
veloped by  the  Division  with  the  as- 
sistance of  the  Committee  on  Disaster 
Medical  Care  of  the  American  Medical 
Association  and  the  Trauma  Com- 
mittee of  the  American  College  of 
Surgeons.  It  was  conceived  as  a re- 
placement for  the  Summary  Report  on 
National  Emergency  Medical  Care,  a 
publication  which  was  withdrawn  from 
circulation  about  three  years  ago.  It 
incorporates  the  broad  principles  of 
disaster  medicine  in  a consecutive 
fashion  as  applied  to  those  in  natural 
and  thermonuclear  disasters.  The  text 
attempts  to  outline  the  responsibilities 
of  the  health  professions  and  govern- 
ment in  meeting  all  medical  and  health 
emergencies.  It  contains  a number  of 
appendices  which  include  a classifica- 
tion of  disasters  (power  failure  was  not 
mentioned  in  the  ninth  draft),  a dis- 
cussion of  the  medical  legal  aspects  in 
natural  disasters,  a sample  of  a plan 
for  community  disaster  health  service 
organization,  and  a suitable  reference 
list  of  publications,  together  with  other 
information  appropriate  for  use  by  the 
allied  health  professions. 

Dr.  Henry  C.  Huntley,  director  of 
the  Division  of  Health  Mobilization, 
has  proposed  that  the  Committee  on 
Disaster  Medical  Care  sponsor  a con- 
tinuing series  of  critiques  of  major 
disasters  that  occur  in  the  United 
States.  Based  on  previous  experience 
of  disasters  in  which  large  numbers 
of  injured  survivors  are  involved,  these 
may  occur  three  to  four  times  a year. 
Of  course,  that  depends  partially  upon 
the  definition.  It  may  be  considered  de- 


sirable for  one  or  more  persons  from 
other  groups  such  as  the  American 
College  of  Surgeons  Committee  on 
Trauma  and  the  American  Hospital 
Association  to  be  involved.  The  rep- 
resentation as  well  as  the  modus 
operandi  is  still  under  consideration. 
A review  of  the  literature  available 
yields  very  little  specific  information 
concerning  the  problems  and  needs 
that  exist  at  local  levels  under  disaster 
conditions.  The  Division  of  Health 
Mobilization  would  be  very  interested 
in  the  following  points,  among  others: 

1.  The  adequacy  of  local  organiza- 
tion at  both  the  community  and 
professional  levels 

2.  The  adequacy  of  communica- 
tions 

3.  The  adequacy  of  transportation 

4.  The  adequacy  of  health  man- 
power 

5.  The  adequacy  of  medical  supplies 
and  facilities 

It  is  hoped  that  out  of  a series  of 
perhaps  a dozen  such  critiques,  in- 
volving both  the  community  and  the 
professional  resources  at  the  local 
level,  would  come  patterns  of  problems 
and  needs  that  could  be  utilized  to 
form  a base  for  planning  for  the  fu- 
ture. 

It  is  recognized  that  there  is  a close 
relationship  between  this  proposal  and 
the  plan  for  a Research  Center  spon- 
sored by  the  National  Academy.  How- 
ever, it  appears  that  this  proposal 
could  be  considered  in  the  nature  of 
preliminary  studies  to  be  used  as  a 
base  until  the  Center  becomes  opera- 
tional, and  also  there  are  differences  in 
the  immediate  and  long  range  ob- 
jectives. 

Department  of  Transportation:  This 
newly-formed  Department  in  the 
Executive  Office  of  the  President  has 
a number  of  important  new  responsi- 
bilities. One  of  the  more  important  of 
these  is  the  Highway  Safety  Program 
which  has  developed  standards  to  im- 
plement the  Highway  Safety  Act  of 
1966.  Of  interest  is  the  Emergency 
Medical  Services  Section  to  this  Act 
which  points  out  that  few  areas  of 
the  United  States  now  have  adequate 
Emergency  Medical  Services  to  meet 
the  needs  of  highway  accidents.  This 
is  particularly  true  in  rural  areas  where 
70  percent  of  the  deaths  occur.  The 
inadequacies,  according  to  the  docu- 
ment, include  emergency  logistics, 
communications  and  transportation  fa- 
cilities. A particular  emphasis  was 
placed  on  substandard  ambulance  ser- 
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vices  with  inadequate  communications 
between  vehicles  and  hospitals.  An 
interesting  emphasis  was  reference  to 
the  lack  of  helicopter  services  in  the 
medical  transportation  system. 

All  persons  concerned  with  emer- 
gency medical  services  and  all  medical 
staffs  should  be  alerted  to  the  recently 
published  standards  of  the  1966  High- 
way Safety  Act,  which  require  com- 
prehensive planning  for  emergency 
medical  facilities  including  definition 
of  areas  of  responsibility  and  agree- 
ments for  mutual  support. 

Each  state,  in  cooperation  with  its 
local  political  sub-divisions,  shall  have 
a program  to  ensure  that  persons  in- 
volved in  highway  accidents  receive 
prompt  emergency  medical  care  under 
the  range  of  emergency  conditions  en- 
countered. The  program  shall  provide, 
as  a minimum,  that: 

1.  There  are  training,  licensing  and 
related  requirements  (as  appropriate) 
for  ambulance  and  rescue  vehicle 
operators,  attendants,  drivers  and  dis- 
patchers. 

2.  There  are  requirements  for  types 
and  numbers  of  emergency  vehicles, 
including  supplies  and  equipment  to  be 
carried. 

3.  There  are  requirements  for  the 
operation  and  coordination  of  ambu- 
lances and  other  emergency  care 
systems. 

4.  There  are  first  aid  training  pro- 
grams and  refresher  courses  for  emer- 
gency service  personnel,  and  the  gen- 
eral public  is  encouraged  to  take  first 
aid  courses. 

5.  There  are  criteria  for  the  use  of 
two-way  communications. 

6.  There  are  precedures  for  sum- 
moning and  dispatching  aid. 

7.  There  is  an  up-to-date,  compre- 
hensive plan  for  emergency  medical 
services,  including: 

a.  Facilities  and  equipment 

b.  Definition  of  areas  of  responsi- 
bility 

c.  Agreements  for  mutual  support 

d.  Communications  systems 

8.  This  program  shall  be  periodical- 

ly evaluated  by  the  State  and  the  Na- 
tional Highway  Safety  Bureau  shall  be 
provided  with  an  evaluation  summary. 
Economic  assistance  will  be  available 
from  the  federal  government  to  aid  in 
well-planned  State  programs  . . . 

A state,  after  developing  a planned 
program,  may  request  federal  aid  to 
the  extent  of  50  percent  of  the  required 
funds.  States  which  fail  to  comply 
with  the  recommended  standards  will 
not  be  eligible.  In  extreme  cases  of 
non-compliance,  a state  would  also  be 


subject  to  losing  10  percent  of  its 
Federal  Highway  Fund. 

The  American  Medical  Associa- 
tion’s Committee  on  Emergency  Medi- 
cal Services,  recognizing  the  critical 
and  complex  aspects  of  this  problem,  is 
sponsoring  a National  Conference  en- 
titled The  Community  and  Emergency 
Medical  Services,  to  be  held  January 
18-20,  1968  at  the  San  Francisco 
Hilton  Hotel,  San  Francisco,  Cali- 
fornia. The  purpose  of  this  meeting 
is  to  identify,  coordinate,  and  imple- 
ment all  aspects  of  first  aid  and  emer- 
gency care,  transportation  of  the  ill 
and  injured,  emergency  communica- 
tions, and  emergency  facilities.  Special 
emphasis  will  be  placed  upon  develop- 
ing community  councils  on  an  emer- 
gency medical  services  system. 

National  Academy  of  Sciences — 
National  Research  Council 

Committee  on  Emergency  Medical 
Services:  This  Committee’s  pamphlet, 
Accidental  Death  and  Disability:  The 
Neglected  Disease  of  Modern  Society 
is  one  of  the  more  outstanding  assess- 
ments of  Emergency  Medical  Services 
as  it  applies  to  trauma.  The  new  Com- 
mittee has  used  the  recommendations 
of  this  report  to  study  and  indicate 
guidelines  for  the  improvement  of 
certain  health  services  such  as  first  aid, 
ambulance  services,  medical  com- 
munications, emergency  departments 
of  hospitals,  improvement  of  certain 
health  services  such  as  establishment 
of  a trauma  registry  and  hospital 
Trauma  Committees,  convalescence, 
disability  and  rehabilitation  programs 
and  medical  legal  problems.  The  Com- 
mittee also  will  concern  itself  with 
disasters  and  the  support  of  research 
in  the  area  of  trauma.  The  Committee 
has  evidenced  interest  in  the  extension 
of  basic  and  advanced  first  aid  training 
programs  for  the  lay  population,  the 
development  of  nationally  accepted 
texts,  training  aids,  and  courses  of 
instruction  for  Allied  Health  Personnel 
in  Emergency  Medical  Services.  In 
terms  of  ambulance  services,  pilot  pro- 
grams will  be  established  to  determine 
the  need  for  physician-staffed  ambu- 
lances and  the  evaluation  of  auto- 
motive and  helicopter  ambulance  ser- 
vices, particularly  for  sparsely  popu- 
lated areas.  In  the  area  of  communica- 
tions, the  Committee  hopes  to  explore 
the  feasibility  of  designating  a single 
nationwide  telephone  number  to  sum- 
mon an  ambulance  and  emergency 
medical  aid. 

This  Committee  will  probably  ex- 
plore the  need  to  initiate  further  sur- 
veys and  pilot  programs  for  opera- 


tional patterns  of  emergency  depart- 
ments and  the  development  of 
mechanisms  for  inspection,  categoriza- 
tion, and  accreditation  of  emergency 
rooms.  The  establishment  of  a trauma 
registry  in  selected  hospitals  as  a 
mechanism  for  continuing  evaluation 
of  the  natural  history  of  various  forms 
of  injuries  is  considered  particularly 
important. 

The  report  also  suggests  the  need 
to  develop  additional  studies  on  the 
quantitation  of  degrees  of  disability 
and  the  stages  of  convalescence  re- 
quired to  return  rehabilitated  persons 
to  productive  work.  The  replacement 
of  lay  coroners  by  medical  examiners 
and  more  attention  to  complete  autop- 
sies of  accident  victims  was  a strong 
recommendation  of  this  document.  The 
Committee  finally  will  be  concerned 
with  a search  for  long  term  financial 
support  of  specialized  centers,  clinical 
research  in  shock,  trauma,  war 
wounds,  and  an  ultimate  goal  of  estab- 
lishing a National  Institute  of  Trauma. 

A Proposed  Research  Center  for 
Emergency  and  Disaster  Medical  Ser- 
vices: A Task  Force  on  the  feasibility 
of  establishing  a Research  Center  for 
the  study  of  Emergency  Disaster  Medi- 
cal Services  was  established  in  1965 
and  made  a report  to  the  Academy’s 
Committees  on  Shock  and  Trauma  in 
May  of  1967.  The  pertinent  summa- 
tion of  this  document  is  as  follows: 
( 1 ) Natural  disasters  are  the  third 
major  cause  of  catastrophic  deaths  in 
this  country.  (2)  Physicians  receive 
only  limited  instructions  in  the  area  of 
trauma  and  disaster  medical  care  and 
the  allied  health  professions  receive 
proportionately  less  training.  (3) 
Few  continuing  prospective  medical 
studies  of  catastrophic  accidents  have 
been  carried  out  on  a nationwide  basis 
and  these  are  generally  limited  to 
special  areas  such  as  traffic  accidents. 
(4)  No  national  repository  of  informa- 
tion related  to  accidental  death  and  in- 
jury or  disaster  injuries  is  currently  in 
existence.  (5)  There  are  definite  de- 
ficiencies in  certain  areas  of  emergency 
medical  and  related  services:  first  aid, 
medical  communications,  transporta- 
tion, functions  of  hospital  emergency 
departments,  resuscitation,  and  the 
management  of  wounds.  Those  de- 
ficiencies are  dramatically  magnified 
and  are  disturbingly  repetitive  follow- 
ing natural  disasters.  (6)  A research 
center  is  needed  to  survey  and  assess 
human  survival  from  accidental  injury 
in  all  its  phases.  (7)  A national  educa- 
tional center  and  responsible  institute 
for  the  determination  of  principles  and 
(Continued  on  page  95.) 
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American  Medical  Association 

535  NORTH  DEARBORN  STREET  • CHICAGO,  ILLINOIS  60610  • PHONE  (312)  527-1500  • TWX  910-221-0300 


PRESIDENT 

MILFORD  0.  ROUSE,  M.D. 
Medical  Arts  Building 
1719  Pacific  Avenue 
Dallas,  Texas  75201 


NEW  YEAR  1968 


Dear  Professional  Colleague: 

The  advent  of  the  New  Year  is  an  especially  suitable  time  to  focus  on  our 
responsibility  to  exert  leadership  in  advancing  medical  science  and  health  care 
for  the  American  people.  We  believe  that  an  ideal  way  to  "step-up"  our  leadership 
is  by  activating  the  new  11-point  statement  of  "The  Purposes  and  Responsibilities 
of  the  American  Medical  Association."  This  was  adopted  by  the  House  of  Delegates 
last  month,  and  we  are  pleased  to  send  you  the  enclosed  copy  suitable  for  framing 
and  display. 


This  statement  — the  most  up-to-date  clarification  of  the  role  of  the 
American  Medical  Association  since  its  founding  in  1847  — makes  clear  our  dedi- 
cation to  all  these  objectives,  and  puts  together  incisively  the  challenges  and 
duties  our  profession  recognizes.  This  statement  also  forestalls  criticisms  of 
our  profession  and  of  the  American  Medical  Association,  especially  when  these 
criticisms  are  based  on  lack  of  information  and  understanding. 

We  urge  that  you  give  this  request  the  importance  that  it  merits : not 
only  familiarizing  yourself  with  these  precepts  and  posting  the  statement  for 
your  patients  and  other  friends  to  read,  but  also  by  urging  that  your  local  and 
state  medical  societies  run  it  in  advertisements  and  literature;  citing  it  as 
fundamental  whenever  health  care  matters  are  being  considered;  and  activating 
programs  that  will  help  to  achieve  these  purposes. 

We  send  you  cordial  greetings  for  1968  with  expression  of  our  deep  appre- 
ciation and  this  call  for  joint  achievement  of  our  mutual  goals. 


Most  sincerely, 

0. 

Rouse,  M.  D. 
President  . 

Wesley  W^all,  M.  D. 
Chairman,  Board  of  Trustees 


■ *\ . k 

F.  jyL.  Bias  ingame,  M. 
Executive  Vice  President 


Full  Statement  on  Next  Page 


JANUARY,  1968 


93 


URPOSES  AND  RESPONSIBILITIES 


It  is  the  responsibility  of  the  American  (Dedical  Association,  as  the  representative  of  the 
American  medical  profession,  to  continue  to  foster  the  advancement  of  medical  science  and  the 

health  of  the  American  people. 

Its  continuing  purposes  are  to  meet  this  responsibility  through  the  following  means: 


1.  Sy  encouraging  the  further  development  of 
medical  knowledge,  skills,  techniques  and  drugs; 
and  by  maintaining  the  highest  standards  of 
practice  and  health  care. 

2.  Sy  creating  incentives  to  attract  increasing 
numbers  of  capable  people  into  medicine  and 
other  health  care  professions. 

3.  *By  advancing  and  expanding  the  education 
of  physicians  and  other  groups  in  the  health' 
care  field. 

4.  *By  motivating  skilled  physicians  who  have 
the  art  of  teaching  to  apply  themselves  to 
developing  new  generations  of  excellent 
practitioners. 

3.  'By  fostering  programs  that  will  encourage 
medical  and  health  personnel  to  serve  volmv 
tarily  in  the  areas  of  need  for  medical  care. 

<0.  *By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and 
health  care. 


7.  “By  seeking  out  and  fostering  means  of 
making  all  health  care  facilities  — physicians’ 
offices,  hospitals,  laboratories,  clinics  and 
others  — as  efficient  and  economical  as  good 
medical  practice  and  attention  to  human  values 
will  permit. 

8.  *By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  with 
the  vital  healing  force  of  the  physician’s  per 
sonal  knowledge  of  and  devotion  to  his  patient. 

9.  “By  maintaining  the  impetus  of  dedicated 
men  and  women  in  providing  excellent  health 
care  by  preserving  the  incentives  and  effective' 
ness  of  unshackled  medical  practice. 

10.  *By  maintaining  the  highest  level  of  ethics 
and  professional  standards  among  all  members 
of  the  medical  profession. 

11.  *By  continuing  to  provide  leadership  and 
guidance  to  the  medical  profession  of  the  world 
in  meeting  the  health  needs  of  changing 
populations. 


Adopted  by  the  AMA  House  of  Delegates 
in  December,  1967 
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(Continued  front  page  92.) 
guidelines  in  Emergency  Medical  Ser- 
vices is  needed.  (8)  Many  areas  of 
investigation  remain  to  be  explored  by 
the  basic  science,  health,  behavioral, 
and  legal  disciplines.  (9)  Natural  and 
similar  disasters  can  serve  as  a con- 
tinuing laboratory  of  study  and  infor- 
mation, particularly  through  modern 
computer  analysis.  (10)  Certain  areas 
of  emergency  and  disaster  medical  care 
deserve  priority  of  study,  such  as  the 
ecology  of  injuries  from  natural  di- 
sasters, the  development  of  a prototype 
community  headquarters  for  emer- 
gency medical  services,  a medical  com- 
munication system,  re-assessment  of 
the  military  management  of  injury  as 
applied,  civilian  injuries  training  of  al- 
lied health  personnel  in  emergency 
medical  services,  an  agreement  on  the 
principles  of  sorting  for  civilian  cata- 
strophic injuries,  multiple  injuries  and 
care  of  wounds.  Lately,  the  task  force 
emphasized  that  the  information  gen- 
erated by  a Research  Center  should  be 
made  available  to  all  responsible  indi- 
viduals and  organizations  in  order  that 
survival  from  accidental  death  and 
injury,  whatever  the  cause,  may  be 
improved  for  the  general  good  of  all. 

National  Medical  Societies 

AMA  Committee  on  Disaster  Care: 
This  Committee  for  the  past  three 
years  has  concentrated  its  activities  in 
six  major  areas.  It  has  re-directed  its 
emphasis  toward  the  physician  and  the 
establishment  of  “disaster  conscience" 
for  the  medical  profession.  Second,  it 
has  maintained  primary  emphasis  on 
the  preparation  of  the  allied  health 
professions  and  hospitals  and  their 
capabilities  in  terms  of  natural  disas- 
ters, emphasizing  that  such  capabili- 
ties can  be  augmented  or  altered  to 
meet  the  problems  of  a national 
thermonuclear  emergency  when  a na- 
tional program  can  be  fully  imple- 
mented. Third,  the  Committee  has 
continued  a close  liaison  with  the  Of- 
fice of  Emergency  Planning,  the  Office 
of  Civil  Defense  and  primarily  the  Di- 
vision of  Health  Mobilization  of  the 
U.S.  Public  Health  Service  in  the  pro- 
motion of  the  medical  aspects  of  the 
programs  of  these  Agencies.  Fourth, 
the  Committee  has  particularly  at- 
tempted to  promote  concepts  of  di- 
saster medical  care  and  to  gain  support 
from  national  scientific  medical  so- 
cieties and  their  memberships.  To  this 
extent  it  held  a National  Workshop  in 
July  of  1966.  Fifth,  the  Committee 
established  a new  series  of  programs 
for  the  profession,  one  of  which,  held 
bi-annually,  is  devoted  entirely  to  the 


scientific  aspects  of  mass  trauma.  The 
first  program  of  this  series  was  held 
in  Miami  in  November  1967.  In  addi- 
tion, two  other  sessions  held  annually 
in  various  areas  of  the  country  will  be 
devoted  entirely  to  planning,  program- 
ming and  organizational  aspects  of  di- 
saster medicine  and  will  include  re- 
ports from  federal  agencies.  Sixth,  the 
Committee  has  devoted  itself  to  a num- 
ber of  publications  for  use  by  the  al- 
lied health  professions.  This  includes 
a statement  on  the  role  of  the  physician 
in  disaster  medicine,  a continuing  in- 
dex of  the  literature  of  disaster  medical 
care,  and  a hospital  planning  checklist 
produced  with  the  cooperation  of  the 
American  Hospital  Association.  In 
preparation  is  a manual  for  State  and 
County  Medical  Societies  on  disaster 
planning  by  and  in  cooperation  with 
the  sub-committee  on  disaster  surgery 
of  the  Trauma  Committee  of  the 
American  College  of  Surgeons.  A 
document  is  scheduled  titled  Princi- 
ples of  Disaster  Surgery  (see  below). 
The  Committee  also  publishes  a quar- 
terly report  on  Disaster  Medical  Care 
which  has  a mailing  list  of  approxi- 
mately eight  thousand  and  is  world- 
wide in  its  distribution. 

The  AMA  Committee  is  currently 
re-studying  its  role  in  terms  of  the 
general  emergency  medical  services 
and  its  relationship  to  other  Commit- 
tees and  Councils  of  the  American 
Medical  Association  which  border  on 
this  field. 

Committee  on  Emergency  Medical 
Service:  In  the  fall  of  1966,  the  Board 
of  Trustees  of  the  American  Medical 
Association  appointed  a new  Commit- 
tee on  Emergency  Medical  Services 
with  representatives  from  a number  of 
the  scientific  associations,  including  the 
American  College  of  Surgeons,  the 
American  College  of  Physicians,  the 
American  College  of  Pediatrics,  the 
American  Heart  Association,  the 
American  Academy  of  General  Prac- 
tice, and  the  National  Academy  of 
Sciences.  This  Committee  considers 
its  purpose  and  function  to  be  both 
in  the  planning  and  implementation 
of  emergency  medical  care.  It  has 
developed  a series  of  recommendations 
and  guidelines  for  the  future.  Goals 
will  include  such  aspects  as  the  identi- 
fication, coordination,  and  implemen- 
tation of  selected  programs  including: 
support,  coordination,  and  develop- 
ment of  community  organizations  for 
emergency  medical  services;  establish- 
ment of  standards  for  excellence;  de- 
velopment of  educational  programs; 
establishment  and  support  of  research 
in  emergency  medical  services;  and 


development  of  manpower  require- 
ments for  EMS. 

The  Committee  will  give  particular 
consideration  to  on  the  spot  care, 
transportation,  communications,  facil- 
ities, and  definitive  hospital  care.  The 
Committee  is  developing  a kit  to  in- 
clude acceptable  published  standards 
relating  to  components  of  the  emer- 
gency medical  service  system. 

The  Committee’s  first  effort  was  to 
urge  the  establishment  of  community 
councils  on  Emergency  Medical  Ser- 
vices and  suggested  a membership  for 
such  Councils  on  the  augmentation  of 
services  at  local  levels.  One  member- 
ship recommendation  was  from  the 
medical  profession,  the  Hospital  Coun- 
cil, fire  and  police  departments,  the 
American  Red  Cross,  the  National 
Safety  Council,  Public  Health  Depart- 
ment ambulance  associations,  welfare 
agencies,  and  medical  schools.  This 
Committee  will  hold  this  month  a 
National  Conference  on  EMS  which 
will  bring  together  representatives  of 
Public  Health  Departments,  the  De- 
partment of  Transportation  and  High- 
ways, the  National  Safety  Council,  in- 
surance companies,  and  the  allied 
health  professions.  The  future  of  this 
Committee  and  its  coordinating  action 
may  establish  far  reaching  effects 
on  the  emergency  medical  services 
throughout  the  country. 

The  American  College  of  Surgeons 
Committee  on  Trauma  and  Sub-Com- 
mittees on  Disaster  Surgery:  The 

American  College  of  Surgeons  has  ap- 
proximately 319  state  and  local  com- 
mittees on  trauma  with  a membership 
of  3,430  throughout  the  United  States 
and  Canada.  These  groups  consist  of 
surgeons  who  participate  in  the  man- 
agement of  trauma  as  part  of  their 
medical  practice.  The  national  Com- 
mittee on  Trauma  of  the  College  is 
charged  with  the  development  of  poli- 
cies and  programs  related  to  the  area 
of  trauma  and  to  the  education  of  the 
membership  of  the  College.  The  Sub- 
Committee  on  Disaster  Surgery  is 
primarily  concerned  with  the  thera- 
peutic aspects  of  the  surgeon’s  role  in 
disaster.  The  Committee,  working 
closely  with  the  AMA’s  CDMC  is  cur- 
rently developing  a document  (as 
noted  above),  entitled  The  Principles 
on  Disaster  Surgery,  and  a new  kit  of 
suitable  literature  for  use  by  local 
trauma  committees  and  their  participa- 
tion in  disaster  planning  in  communi- 
ties. The  Sub-Committee  recently  de- 
veloped a statement  of  policy  for  local 
trauma  committees  which  was  adopted 
by  the  Board  of  Regents  of  the  Col- 
lege. Essentially,  this  document  urges 
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the  Trauma  Committee  members  to 
offer  their  leadership,  be  knowledge- 
able in  disaster  planning  and  the  poli- 
cies of  the  various  federal  and  local 
disaster  agencies,  to  participate  in  the 
development  of  promotion  of  sound 
principles  of  emergency  and  disaster 
medical  care,  be  willing  to  participate 
in  training  programs  and  the  develop- 
ment of  principles  of  emergency  care 
for  all  health  disciplines.  The  Com- 
mittee anticipates  the  development  of 
standards  for  planning  and  manage- 
ment of  mass  trauma. 

Proposals  of  the  National  Scientific 
Medical  Societies  Regarding  Disaster 
Medical  Care 

At  a meeting  in  Boston  in  July  of 
1966,  representatives  of  nineteen  out 
of  the  thirty-six  national  scientific  med- 
ical societies  met  to  discuss  disaster 


medical  care.  These  prepresentatives 
in  several  workshops  arrived  at  the 
following  proposals:  (1 ) That  all  phy- 
sicians should  be  knowledgeable  in 
emergency  medical  care  and  be  willing 
to  train  and  participate  in  Disaster 
Medical  Care  Programs.  (2)  That  all 
physicians  have  a basic  knowledge  of 
sorting  (triage),  be  able  to  diagnose 
shock,  vascular  injuries,  internal  in- 
juries, and  perform  closed  chest  car- 
diac compression,  mouth-to-mouth  re- 
suscitation, a venous  cut-down,  frac- 
ture immobilization  and  control 
hemorrhage.  (3)  The  Societies  should 
become  more  deeply  involved  in  Di- 
saster Medical  Care.  This  should  con- 
sist of  the  education  of  their  member- 
ship and  a re-definition  of  the  prob- 
lems to  be  faced  by  their  particular 
specialities  in  disaster  situations.  (4) 
The  role  of  the  American  Medical  As- 


sociation (and  its  CDMC)  should  be 
to  coordinate  the  joint  disaster  ac- 
tivities of  the  organizations.  (5)  Other 
conferences  should  be  held  to  discuss 
the  continued  role  of  the  scientific  so- 
cieties. (6)  A Survey  Center  for 
Emergency  Disaster  Medical  Care 
should  also  be  established  to  study 
these  medical  problems  and  all  of  their 
ramifications.  (7)  A new  national 
voluntary  organization  with  trauma  as 
its  primary  focus  (similar  to  the  Amer- 
ican Heart  Association)  should  be 
chartered.  (The  first  organization 
meeting  of  this  new  Trauma  Society 
was  held  in  Philadelphia  in  July  1967.) 

This  meeting  of  the  national  scien- 
tific medical  societies  has  alerted  the 
leadership  of  Medicine  to  their  roles 
in  community  disaster  planning  and 
Emergency  Medical  Services  in  gen- 
eral. 
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Stroke  Intensive  Care  Unit  in  Pittsburgh 
St.  Francis  General  Hospital 


In  October  1966,  a unique  “Stroke 
Intensive  Care  Unit”  began  function- 
ing at  St.  Francis  General  Hospital  in 
Pittsburgh.  The  four-bed  unit  was 
established  under  a grant  from  the  U.S. 
Public  Health  Service.  U.S.P.H.S.  cur- 
rently is  investigating  many  aspects  of 
the  stroke  problem;  it  pathogenesis, 
prevention,  diagnosis  and  treatment. 
The  St.  Francis  Unit,  the  only  one  of 
its  kind  in  the  nation,  was  designed  to 
fill  the  need  for  a controlled  trial  of 
the  benefits  of  intensive  high  quality 
nursing  care,  as  well  as  comprehensive 
and  aggressive  diagnosis  and  treatment, 
in  the  acute  stroke  patient.  The  pri- 
mary objective  of  the  unit  is  to  deter- 
mine if  intensive  care  for  the  acute 
completed  stroke  victim  will  signifi- 
cantly decrease  the  mortality  and  mor- 
bidity of  this  disease.  Of  particular  im- 
portance is  the  possibility  of  prevention 
of  the  major  complications  of  acute 


stroke  patients,  since  many  early  deaths 
in  stroke  victims  are  due  to  complica- 
tions rather  than  the  stroke  itself. 
Acute  stroke  patients  from  two  other 
large  community  hospitals  are  con- 
currently being  followed  and  will  serve 
as  “controls”  for  the  study.  The 
U.S.P.H.S.  has  assigned  two  medical 
officers  to  the  St.  Francis  project. 
These  physicians  participate  in  patient 
care  in  the  Stroke  Intensive  Care  Unit, 
as  well  as  compiling  the  data  from  all 
hospitals  in  the  study. 

The  nurses  on  the  staff  of  the  unit 
underwent  a training  program  in  medi- 
cal and  surgical  aspects  of  cerebral 
vascular  disease,  major  complications, 
physical  therapy  principles  and  meth- 
ods, etc. 

Full  emergency  and  resuscitative 
equipment  is  available  in  the  unit,  in- 
cluding a defibrillator,  hypothermia 
equipment,  electrocardiographic  bed- 


side monitors  and  intermittent  positive 
pressure  equipment. 

Only  acute  stroke  patients  are  ad- 
mitted to  the  unit.  Transfer  to  regular 
care  is  based  on  stabilization  of  con- 
dition and  absence  or  control  of  any 
major  complication.  Average  stay  in 
the  unit  has  been  seven  to  nine  days. 
The  patients  receive  intensive  special- 
ized nursing  care,  especially  frequent 
position  changes,  passive  exercises  to 
all  extremities,  careful  attention  to 
skin  and  airway.  A rapid  medical 
work-up  to  determine  the  type  of 
stroke,  severity  of  brain  damage,  and 
the  over-all  condition  of  the  patient 
is  undertaken.  Bedside  physical  ther- 
apy is  instituted  immediately. 

The  results  of  the  St.  Francis  “pilot 
study”  should  indicate  if  the  intensive 
care  approach  has  a place  in  com- 
munity action  on  the  stroke  problem. 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bcwel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 


EsE  EDITORIALS 


The  Meaning  of  Doctors  Strikes 


The  educational  value  of  the  follow- 
ing excerpts  from  the  recent  book. 
Doctors’  Strike,  Medical  Care  and 
Conflict  in  Saskatchewan,  by  Robin 
Badgley  and  Samuel  Wolfe  (Atherton 
Press,  New  York,  1967)  is  so  clear 
that  we  are  submitting  this  writing  to 
our  readers  as  an  editorial.  The  review 
and  the  excerpts  are  the  work  of  your 
President-elect,  George  E.  Farrar,  Jr., 
M.D. 

Any  physician  who  accepts  respon- 
sibility for  his  colleagues  as  an  officer 
of  a medical  society,  and  every  phy- 
sician should  seek  to  participate  in 
organized  medicine,  should  read  this 
book  carefully.  Most  of  us  followed 
this  “strike”  in  our  newspapers.  Badg- 
ley and  Wolfe  have  told  more  of  the 
story  and  in  a reasonably  fair  manner 
for  persons  who  were  intimately  in- 
volved in  this  unpleasantness.  The  fol- 
lowing portions  of  Chapter  1 1,  pp.  164, 
give  a taste  of  the  book: 

“The  Issues  and  the  Protagonists: 
The  doctor  has  been  almost  universally 
accorded  high  status,  probably  be- 
cause of  the  medical  needs  of  mankind 
and  because  of  his  humane  and  un- 
selfish devotion  to  his  patients.  The 
doctors  of  Saskatchewan  share  this 
heritage.  Their  Medical  Association 
...  in  late  1960,  months  after  the 
1960  election,  formally  and  publicly 
rededicated  themselves  to  the  provision 
of  a high  quality  of  medical  practice 
and  reaffirmed  their  obligations  of  trust 
to  their  patients.  Yet  in  1962  the  doc- 
tors were  embroiled  in  a fight  for  their 
‘professional  freedom’  over  a decision 
that  had  apparently  been  made  by  the 
electorate  in  1960.  From  the  point  of 
view  of  the  government,  the  issues 
were  clear.  The  government  had  been 
elected  to  govern.  A fundamental 
tenet  of  its  ideology  was  the  organiza- 
tion of  tax-financed  health  services,  in- 
cluding a system  for  paying  doctors’ 
bills.  . . 

“The  doctors,  for  their  part,  con- 
tended that  they  were  safeguarding  the 
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rights  of  the  individual  against  the  in- 
trusion of  the  welfare  state.  . . 

“One  of  the  principles  . . . ap- 
proved by  the  Canadian  Medical  As- 
sociation in  session,  stated  that  ‘the 
duty  of  the  physician  to  his  individual 
patient  takes  precedence  over  his  obli- 
gation to  any  medical  services  in- 
surance program.’  . . 

“.  . . Why  did  the  profession 

choose  to  strike  against  the  govern- 
ment? In  retrospect,  it  appears  prob- 
able that  in  1962  the  leaders  of  the 
profession  believed  they  could  suc- 
cessfully force  the  government  to  re- 
peal the  Medical  Care  Act.  . . 

“It  is  clear  that  the  profession 
lacked  knowledge  of  the  processes  of 
democratic  government,  and  lacked 
scientific  knowledge  about  social  and 
economic  matters.  Small  wonder! 
There  are  virtually  no  full-time  social 
scientists  on  the  staffs  of  any  medical 
schools  in  Canada.  Nor  are  doctors 
in  training  taught  much,  if  anything, 
about  the  complexities  of  medical  or- 
ganization and  administration,  and 
about  systems  of  financing  health  care. 

“But  it  was  too  late.  Medicine  is 
experiencing  its  industrial  revolution. 
And  the  doctors  attempted — as  have 
other  workers  in  other  places  during 
their  industrial  revolutions — to  prevent 
the  machinery  from  working.  Tike  it 
or  not,  the  doctor  has  to  face  up  to 
the  fact  that  he  has  to  come  to  terms 
with  the  whole  ‘health  factory,’  in- 
cluding his  workshop,  the  hospital  and 
the  whole  complex  organization  for 
the  provision  of  health  services.  Tike 
other  workers  in  the  past,  the  doctor 
must  discover  that  wrecking  the  ma- 
chinery— rather  than  learning  to  work 
with  it — -may  have  just  as  dire  con- 
sequences for  him  in  the  I960’s  and 
I970’s  as  it  had  for  the  Fuddites  in 
England  during  the  Industrial  Revolu- 
tion. . . 

“But  what  of  the  government’s  role? 
The  government  clearly  had  wide 
breadth  of  experience  concerning  the 


organization  and  financing  of  health 
services.  It  had  the  administrators.  It 
had  the  economists.  But  it  left  its 
flanks  wide  open  to  attack.  Not  only 
did  it  fail  to  create  trust  among  the 
doctors  and  to  neutralize  the  anxieties 
of  a proud  profession,  but  it  also 
lacked  administrative  foresight  on  key 
issues.  The  wording  of  the  Act  was 
inept,  its  timing  was  inept,  and  not 
surprisingly  it  stirred  up  the  anxieties 
of  already  anxious  men.  ...  In  other 
countries  where  medical  strikes  have 
occurred,  governments  have  provided 
inadequate  funds  for  the  financing  of 
medical  services.  . . 

"The  innovator  faces  many  risks. 
And  the  more  his  program  departs 
from  what  is  customary,  the  greater  the 
opposition  he  may  expect  . . . Sem- 
melweiss,  who  tried  to  reduce  the 
material  mortality  rate  by  simple 
hygienic  procedures,  was  ostracized 
by  his  fellow  physicians.  . . 

“For  many  years  the  C.C.F.  (Co- 
operative Commonwealth  Federation) 
had  contemplated  introducing  a medi- 
cal care  act.  But  it  had  waited  until 
the  federal  government  began  to  share 
in  hospital  costs  before  it  became 
economically  feasible  to  do  so.  . . 

“When  the  government  introduced 
its  medical  care  legislation,  its  leaders 
seriously  misjudged  the  rigid  position 
taken  by  the  doctors.  Indeed,  it  would 
appear  that  the  government  assumed 
that  its  representatives  would  be  deal- 
ing with  a group  accustomed  to  bar- 
gaining for  their  wages  like  members 
of  a trade  union.  But  only  part  of  the 
doctors’  livelihood  depended  upon  in- 
come governed  by  contracts;  the  doc- 
tors in  fact  prided  themselves  on  being 
professional  private  entrepreneurs.  . . 

“Simultaneously,  there  was  a crisis 
of  leadership  in  the  C.C.F.  govern- 
ment of  Saskatchewan  at  the  time  of 
the  controversy,  and  the  key  persons 
directing  strategy  not  only  had  to  learn 
their  new  roles  but  also  had  to  engage 
in  intense  social  conflict  almost  from 
( Continued  next  page.) 
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the  moment  they  assumed  their  new 
jobs.  . . 

“Although  the  1960  provincial  elec- 
tion had  been  fought  on  the  issue  of 
medical  care,  at  the  time  of  the  strike 
the  government  did  not  know  the 
extent  to  which  its  position  was  sup- 
ported by  the  population,  nor  did  it 
attempt  to  measure  its  popularity.  . .” 

George  E.  Farrar,  Jr.,  M.D. 

Philadelphia 

Inspection  and 
Accreditation  Program 
of  the  College  of 
American  Pathologists 

Within  the  past  two  years  a United 
States  Congressman  shocked  the  press 
and  public  by  showing  that  his  pet  dog 
had  been  given  a certificate  as  a prop- 
erly qualified  medical  technologist. 
This  was  done  by  applying  to  one  of 
the  self-constituted  registries  for  medi- 
cal laboratory  personnel  which  is  not 
sponsored  or  affiliated  by  an  organized 
medical  group,  such  as  the  Board  of 
Registry  of  Medical  Technologists  of 
the  American  Society  of  Clinical  Pa- 
thologists or  its  more  recent  adjunct, 
the  Board  of  Registry  for  Certified 
Laboratory  Assistants.  At  about  the 
same  time,  other  political  leaders  were 
exposing  results  of  proficiency  surveys 
done  in  certain  states  which  showed 
that  a high  percentage  of  laboratory 
results  was  questionable  and  inac- 
curate. The  conclusion  drawn  seemed 
to  indicate  that  laboratory  medicine 
was  subpar  and  even  dangerous  to  the 
public  need,  and  that  government 
agencies  would  have  to  investigate,  cur- 
tail and  control  the  laboratories  in 
order  to  safeguard  the  public. 

These  men  did  not  note  that  for 
years  the  American  Society  of  Clinical 
Pathologists  and  the  College  of  Ameri- 
can Pathologists  have  engaged  in  far- 
reaching  programs  of  continuous  edu- 
cation, proficiency  surveys,  critiques, 
and  workshops.  In  1961  the  College  of 
American  Pathologists  started  the  In- 
spection and  Accreditation  Program 
for  the  voluntary  surveying  of  the  lab- 
oratories of  their  members.  Such  an 
evaluation  is  thorough,  time-consum- 
ing, detailed,  and  demands  that  labora- 
tories demonstrate  up  to  date  proce- 
dures, well  trained  personnel,  modern 
instrumentation,  control  systems,  avail- 
able records,  adequate  laboratory 
space,  and  their  own  libraries.  Such 
a package  exceeds  by  far  the  require- 


ments of  the  Joint  Commission  for 
Accreditation  or  State  inspections  for 
licensure. 

When  the  program  was  inaugurated, 
ten  College  of  American  Pathologists 
members  representing  each  of  the 
national  regions  served  as  the  primary 
inspectors.  They  visited  the  labora- 
tories in  their  areas  which  requested  in- 
spection and  approved  or  disapproved 
them.  Those  that  passed  were  certified 
for  three  years,  and  in  turn  the  labora- 
tory director  of  the  approved  labora- 
tory was  asked  to  volunteer  as  an  in- 
spector. Travelling  expenses  all  are 
paid  by  the  central  office  of  the  College 
of  American  Pathologists,  but  the  time 
is  given  freely  by  the  inspecting  path- 
ologist. A fee  of  one  hundred  dollars 
is  paid  in  advance  either  by  the  hos- 
pital being  inspected  or  by  the  path- 
ologist requesting  the  inspection.  A 
complicated  and  detailed  form  repre- 
senting a composite  of  those  question- 
naires from  the  American  Association 
of  Blood  Banks  and  the  Joint  Com- 
mission on  Hospital  Accreditation  is 
filed  in  advance. 

There  have  been  certain  objections 
and  even  resistance  to  this  program. 
First,  the  questionnaires  are  too  long 
and  complicated.  Second,  reluctance 
on  the  part  of  the  pathologist,  because 
he  is  not  ready  for  inspection  or  feels 
he  may  not  pass.  It  must  be  empha- 
sized that  the  program  is  educational, 
not  punitive.  Third,  some  hospital  ad- 
ministrators resent  another  inspection 
and  see  no  need  for  a “voluntary”  or 
“non-official”  examination  of  their 
laboratory.  However,  since  hospital 
administrators  are  interested  in  know- 
ing that  their  laboratories  provide  a 
quality  service,  they  might  welcome  a 
detailed  inspection  by  those  with  train- 
ing and  experience  in  laboratory  medi- 
cine. 

What  about  the  150-bed  hospital 
as  compared  to  the  800-bed  hospital? 
Are  their  laboratories  to  be  judged  by 
the  same  inflexible  standards?  The 
diversity  and  quality  of  work  will 
differ,  but  of  those  laboratory  services 
offered,  the  standard  should  be  high 
and  comparable.  Can  private  labora- 
tories and  government  hospitals  partici- 
pate? Yes,  both  private  laboratories 
and  state  as  well  as  United  States 
Government  hospitals  have  been  ac- 
credited under  this  program.  These  in- 
clude the  Veterans  Administration  hos- 
pitals, Health  Department  laboratories 
and  recently  the  Armed  Forces,  which 
embrace  Army,  Navy  and  Air  Force 
hospitals,  have  expressed  interest  in 
participation  in  the  program.  Does  ac- 
creditation by  the  College  of  American 


Pathologists  eliminate  other  inspec- 
tions? It  is  hoped  that  the  American 
Association  of  Blood  Banks  and  the 
College  of  American  Pathologists,  to- 
gether with  the  Standards  Committee 
can  develop  a mutually  satisfactory 
program,  so  that  a single  inspection 
will  suffice. 

In  Pennsylvania  the  Inspection  and 
Accreditation  Program  is  progressing, 
with  thirty-three  laboratories  already 
accredited  and  seven  awaiting  inspec- 
tion. It  is  hoped  that  the  conspicuous 
recognition  given  to  the  pathologist- 
directed  laboratories  will  spur  more 
interest  in  seeking  accreditation.  By 
stimulating  a high  quality  of  laboratory 
performance,  the  clamor  for  state 
licensure  and  Federal  regulation  will 
be  less  noisy. 

Bernard  Juvelier,  M.D.,  Pathologist 
Harrisburg  Hospital,  Harrisburg 

The  Role  of  the 
Medical  Assistant 

Not  too  long  ago  another  medical 
assistant  and  I were  talking  about  the 
many  advances  in  medical  science  that 
had  taken  place  since  our  first  associa- 
tion with  the  profession.  And,  we 
agreed,  the  best  is  still  to  come.  All 
indications  point  to  rapid  changes  in 
medicine  during  the  next  decade  which 
will  cause  us  to  look  back  and  wonder 
how  we  possibly  got  along  today. 

As  both  medical  assistant  and  presi- 
dent of  the  Pennsylvania  Association 
of  Medical  Assistants  (P.A.M.A.)  I 
have  heard  many  of  you  ask  how  will 
it  be  possible  to  keep  abreast  profes- 
sionally and  still  maintain  the  same 
high  quality  service  now  offered  your 
patients.  This  I leave  to  you  to  answer 
as  you  know  medicine  per  se  more 
than  I do. 

However,  there  is  one  important 
area  of  your  practice  which  you  may 
overlook  in  your  desire  to  keep  cur- 
rent. It  is  an  area  close  to  me.  I 
mean  the  medical  assistant.  She  is  the 
gal  who  can  keep  your  patients  sullen 
but  not  mutinous  when  the  schedule 
conflicts;  she  can  see  that  medical 
reports  are  sent  out  promptly;  she 
can  administer  a sound  billing  pro- 
cedure. In  short,  she  can,  as  many  of 
you  well  know,  make  your  day  a 
pleasure  or  a nightmare.  Now  it  takes 
a great  deal  of  time  and  patience  to 
train  a girl  to  become  your  “Miss 
Right,”  and  my  experience  tells  me  you 
just  don’t  have  the  time,  and,  frankly, 
some  of  you  don’t  have  the  patience. 

( Continued  next  page.) 
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Why  not,  then,  let  someone  help  you 
do  the  job — yes,  I mean  the  Penn- 
sylvania Association  of  Medical  As- 
sistants. 

Let  me  just  very  briefly  mention 
what  we  are  offering  to  help  your  as- 
sistant practice  the  kind  of  public 
relations  you  want  in  your  office. 

We  support  the  national  organiza- 
tion’s certification  program  whereby 
an  assistant  who  has  had  three  years 
experience  and  who  passes  the  national 
examination  receives  a professional 
designation  which  sets  her  apart  from 
other  medical  assistants.  We  are  co- 
operating closely  with  the  PMS  Coun- 
cil on  Public  Service  in  developing  a 
diversified  program  plan  for  use  by 
the  component  county  associations. 
Progressive  and  educational  programs 
are  presented  at  our  county  meetings. 
Frequently  the  guest  speaker  is  a phy- 
sician or  an  expert  in  the  paramedical 
field.  And,  we  cooperate  with  you  by 
supporting  your  candidates  running  for 
public  office  and  legislation  of  major 
interest  to  you. 

Your  Council  on  Public  Service  rec- 
ognizes the  value  of  P.A.M.A.  A recent 
council  report  says,  and  I quote,  “The 
council  stresses  the  need  for  every 
member  of  the  state  society  to  support 
actively  their  medical  assistants  mem- 
bership in  P.A.M.A.  and  suggests  that 
physician  employers  pay  the  modest 
membership  dues  involved.” 

My  purpose  is  not  to  pursue  their 
suggestion  that  you  pay  the  dues  of 
your  assistant  but  to  urge  you  to  urge 
your  medical  assistants  to  join  and  ac- 
tively participate  in  P.A.M.A.  activi- 
ties. The  knowledge  she  will  gain  will 
ultimately  help  you  to  meet  the  chal- 
lenging changes  which  the  next  decade 
will  present. 

Jacqueline  Fehling 
President,  P.A.M.A. 


Doctor,  how  are  you 
communicating? 

Communications  in  the  everyday 
life  of  everyone  and  especially  the 
business  and  professional  person  has 
taken  a prominent  place  in  the 
thoughts  and  actions  of  many  people. 
It  has  been  shown  that  the  lack  of 
proper  communication  is  the  real 
source  of  many  disagreements,  ruffled 
feelings,  employer-employee  dissatis- 
faction, bitterness  between  profes- 
sionals, doctor-patient  misunderstand- 
ings, grievances  and  law  suits. 

A few  simple  suggestions  might 
save  you  from  later  problem  situa- 
tions. 


When  someone  is  talking  to  you, 
give  them  your  attention  instead  of 
looking  through  papers  on  your  desk 
or  reference  books.  Don’t  walk  away 
from  them  while  they  are  talking  to 
you.  Trying  to  hold  more  than  one 
conversation  at  a time  gains  nothing 
for  anyone. 

Consideration  and  courtesy  en- 
courages respect  and  cooperation  and 
will  certainly  diminish  antagonism. 
In  today’s  fast  pace  and  emphasis  on 
automation  it  seems  that  many  times 
we  fail  to  get  through  to  each  other 
simply  because  we  do  not  take  into 
consideration  that  we  are  human  and 
we  forget  that  others  are  human  too. 

Assuming  that  because  you  know 
what  you  mean,  and  the  other  person 
certainly  must  understand  your  every 
message,  can  lead  to  many  misunder- 
standings. Too  much  generalization 
often  causes  misinterpretation.  Even 
repetition  may  sometimes  be  necessary 
and  often  useful.  However,  repeat  the 
meaning — not  the  words. 

Reprinted  from  Berks  County  Medi- 
cal Record,  “From  the  desk  of  the 
Executive  Secretary.” 
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WERE 

SPECIALISTS 
IN  FITTING 


"SPECIAL"  FEET 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

—ALLENTOWN— 

. UP-TOWN  STORES  • CENTRAL  STORE 
953  Hamilton  St.  719  Hamilton  St. 

951  Hamilton  St. 


Buy  Bonds 
where  you  work. 


She  does. 


Dorothy  Jungerman  works  in  Long 
Binh,  Republic  of  South  Vietnam.  As 
a nurse  with  the  U.  S.  Army,  she  serves 
her  country’s  soldiers  — and  also 
Vietnamese  civilians  like  young 
Ngoc.  Dorothy  invests  regularly  in 
U.  S.  Savings  Bonds,  too  (as  do  more 
than  seven  out  of  ten  of  our  military 
personnel  in  Vietnam).  There’s  a 
good  way  for  you  to  show  brave 
Americans  like  Dorothy  you’re  with 
them:  Buy  Savings  Bonds  where  you 
bank  or  join  the  Payroll  Savings  Plan 
where  you  work. 

New  Freedom  Shares 

Now,  when  you  join  the  Payroll  Sav- 
ings Plan  or  the  Bond-a-Month  Plan, 
you  are  eligible  to  purchase  new  U.  S. 
Savings  Notes,  ’’Freedom  Shares,”  as 
a bonus  opportunity.  Freedom  Shares 
pay  4.74%  when  held  to  maturity  of 
just  four-and-a-half  years  (redeem- 
able after  one  year) , and  are  available 
on  a one-for-one  basis  with  Savings 
Bonds.  Get  the  facts  where  you  work 
or  bank. 


* 


Join  up.  America  needs  your  help. 


U.S.  Savings  Bonds, 
new  Freedom  Shares 
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PENNSYLVANIA  MEDICINE 


:MPIRIN’@ COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  IVi,  Aspirin  gr.  3 Vi , Caffeine  gr.  Vz. 

| Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 

JZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  lNC.,Tuckahoe,  n.y. 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  Be-  • 
cause  of  the  possibility  of  progre 
sion  of  renal  damage,  periodic  s 
determination  of  the  BUN  is  i ndi-  <t 
cated.  Discontinue  if  the  BUN  riS'  S 
or  liver  dysfunction  is  aggravated 
Hepatic  coma  may  be  precipitate  iii 

Electrolyte  imbalance,  sodium  ar  n 

or  potassium  depletion  may  occd  is 
If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton  shd  » 
be  discontinued  and  potassium  1, 
supplements  given,  provided  the 

I 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygrotorr  Geigy 

chlorthalidone 


pecial  care  in  cirrhosis  or 
ischemic  heart  disease  and 
|ents  receiving  corticoste- 
' ACTH,  or  digitalis.  Salt  re- 
on  is  not  recommended, 
se  Reactions:  Nausea,  gastric 
on,  vomiting,  anorexia,  con- 
on  and  cramping,  dizziness, 
iess,  restlessness,  hypergly- 
hyperuricemia,  headache, 
cramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton  - to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


HY-5576 


Please  see 
preceding  pages  for 
prescribing  summary. 


100  mg. 
Hygroton* 

chlorthalidone 

and  new 
50  mg. 
Hygroton 

For  the 

Dorothy  Larsons 
in  your  practice, 
you  can  prescribe 
Hygroton 
either  way. 

Hygroton  50  mg.  offers  convenience 
for  your  patients  who  are  halving  the 
100  mg.  tablets  or  taking  one  every 
other  day. 


Geigy 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


MEDICAL  SOCIETY  NEWS 


Centenarians  Receive  Plaques 


Northumberland  Centenarian  Honored — S.  Luther  Savidge,  M.D.,  president 
of  the  Northumberland  County  Medical  Society,  presents  a PMS  Centenarian 
Award  to  Mrs.  Marie  Myers,  Sunbury.  Daniel  Solomon,  M.D.  (left),  Mrs. 
Myers’  physician,  also  participated  in  the  ceremony. 


Erie  Presents  Centenarian  Award — Hugh  Allen,  M.D..  Erie  County  Medical 
Society  president,  presents  a PMS  Centenarian  Award  to  Mrs.  Etta  Palmer  of 
Erie.  Also  participating  in  the  presentation  are  (left)  D.  R.  Palmer,  M.D., 
her  son  and  John  F.  Hartman,  M.D.,  chairman  of  the  PMS  Council  on  Public 
Service. 

ANUARY,  1968 


Dermatologists  Hold 
Contact  Dermatitis 
Symposium 

The  Philadelphia  Dermatological 
Society  sponsored  a scientific  sym- 
posium on  Contact  Dermatitis,  Sep- 
tember 30,  1967,  in  Philadelphia.  The 
program  was  attended  by  approxi- 
mately 150  physicians,  dermatologists 
and  non-dermatologists  from  Pennsyl- 
vania and  the  Philadelphia  area. 

The  lead  speaker  was  Alexander  A. 
Fisher,  M.D.  of  New  York  City,  as- 
sociate clinical  professor  of  derma- 
tology and  syphilology  at  New  York 
University,  who  is  considered  an  out- 
standing authority  on  contact  der- 
matitis in  this  country.  His  lecture 
entitled  Survey  of  the  Usual  and  Un- 
usual Clinical  Expressions  of  Contact 
Dermatitis  set  the  tone  of  the  sym- 
posium by  its  excellence.  The  lecture 
was  a practical  one  dealing  with  the 
ever  increasing  problems  encountered 
by  physicians,  particularly  dermatolo- 
gists, in  treating  people  incapacitated 
by  environmental  irritants  and  aller- 
genic substances.  Because  of  the  rapid 
strides  in  synthetic  chemistry  many 
allergens,  particularly  photosensitizers, 
are  found  in  wearing  apparel,  soaps, 
cosmetics,  drugs  and  preservatives 
(parabens)  of  ointments  and  creams. 

Dr.  Fisher  discussed  the  manage- 
ment of  nickel  reactions,  rubber  der- 
matitis and  shoe  leather  hypersensi- 
tivity, and  stressed  the  importance  of 
substitute  hypo-allergic  footwear  in 
controlling  the  latter  disease.  He 
stated  that  mercaptobenzothiozole  was 
the  chemical  in  Spandex,  an  elastic 
fabric  containing  no  rubber  which  has 
been  causing  a great  number  of  al- 
lergic reactions.  This  agent  will  soon 
be  eliminated  from  this  important  rub- 
ber-free fabric  used  so  widely  in  ladies’ 
underwear. 

Another  type  of  allergic  dermatitis, 
Dr.  Fisher  stated,  could  be  produced  in 
individuals  when  they  ingest  a sub- 
stance that  previously  produced  a der- 
matitis when  it  was  applied  topically. 

( Continued  next  page.) 
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The  second  speaker,  C.  Walter  Has- 
sel,  Jr.,  M.D.,  clinical  instructor  of 
dermatology,  Temple  University 
School  of  Medicine,  lectured  on  The 
Expanding  Contact  Horizons  and  men- 
tioned the  difficulty  in  differentiating 
contact  dermatitis  from  some  systemic 
disorders  with  cutaneous  manifesta- 
tions such  as  lupus  erythematosus  and 
dermatomyositis.  He  outlined  methods 
of  detecting  causative  agents  by  obtain- 
ing a thorough  history,  and  indicated 
that  the  physician  must  be  willing  to 
visit  the  patient’s  home  or  place  of 
occupation  in  search  of  clues.  He 
stressed  the  importance  of  doing  patch 
testing  after  the  acute  phase  of  the  dis- 
order has  subsided. 

The  third  speaker,  Waine  C.  John- 
son, M.D.,  associate  professor  of  der- 
matology, Temple  University  School  of 
Medicine,  discussed  Histopathologicai 
Reactions  of  the  Host  in  primary  ir- 
ritant and  allergic  contact  dermatitis. 
Primary  cell  damage  in  the  upper 
layers  of  the  epidermis  with  superficial 
crusting  formation  is  common  in  pri- 
mary irritant  contact  dermatitis,  while 
severe  edema  involves  the  lower  layers 
of  epidermal  cells  in  allergic  contact 
dermatitis. 

Albert  M.  Kligman,  M.D.,  professor 
of  dermatology,  University  of  Penn- 


sylvania School  of  Medicine,  spoke  on 
(Jse  and  Abuse  of  Patch  Tests.  Dr. 
Kligman  discussed  the  difficulties  of 
interpreting  patch  test  results  and  the 
need  for  standardization  of  materials 
and  methods.  Even  with  good  stand- 
ardization, the  results  of  positive  tests 
must  be  evaluated  carefully,  bearing  in 
mind  that  each  patient  has  his  own  re- 
activity level  for  any  given  substance. 

Harry  J.  Hurley,  Jr.,  M.D.,  associate 
professor  of  dermatology,  University 
of  Pennsylvania  School  of  Medicine, 
concluded  the  formal  presentations 
with  a review  of  modern  treatment 
methods,  pointing  out  that  in  addition 
to  removing  the  cause,  cool  wet  dress- 
ings, topical  applications  of  a corti- 
costeroid in  a nonsensitizing  base  is  the 
quickest  method  of  restoring  the  pa- 
tient to  normal.  Topical  use  of  com- 
bined antibiotic  and  corticosteroid 
preparations  should  not  be  used  when 
infection  is  present,  and  systemic  anti- 
biotics were  recommended  as  being 
preferable.  The  complete  management 
of  contact  dermatitis  includes  advice 
of  prophylactic  care. 

Following  the  formal  presentations, 
a panel  discussion  was  moderated  by 
Carroll  F.  Burgoon,  Jr.,  M.D.,  pro- 
fessor of  dermatology,  Temple  Uni- 
versity School  of  Medicine. 


James  H.  Graham,  M.D.,  professor 
of  dermatology  and  pathology,  Temple 
University  School  of  Medicine,  and 
president  of  the  Philadelphia  Derma- 
tological Society,  was  the  presiding 
chairman  for  the  entire  program. 

Judging  from  participant  comments, 
the  program  was  well  received,  all 
agreeing  that  dermatologists  should 
sponsor  a scientific  symposium  at  the 
annual  meetings  of  the  Pennsylvania 
Medical  Society. 

Following  the  scientific  program, 
Dr.  Graham  presided  over  a business 
meeting,  and  announced  the  interest  of 
Pennsylvania  dermatologists  and  mem- 
bers of  the  Philadelphia  Dermatologi- 
cal Society  in  forming  a Pennsylvania 
Academy  of  Dermatology.  Such  an 
organization  would  advance  derma- 
tology on  a state-wide  basis  by  spon- 
soring scientific  meetings,  and  could 
act  as  a sounding  board  for  economic 
matters  in  the  present  era  of  ever  in- 
creasing governmental  insurance  plans. 

On  Friday  evening,  September  29, 
the  Philadelphia  Dermatological  So- 
ciety sponsored  a meeting  at  the  Skin 
Cancer  Hospital  of  Philadelphia.  The 
program  included  examination  and 
discussion  of  clinical  cases,  and  a re- 
ception and  cocktail  party  for  members 
and  visiting  dermatologists  from  var- 
ious areas  of  Pennsylvania. 


WELCOME,  NEW  MEMBERS! 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

E.  Joseph  Charney,  M.D.,  121  University  Place,  Pitts- 
burgh 15213. 

Manuel  F.  DelValle,  M.D.,  615  Hastings  Street,  Pitts- 
burgh 15206. 

William  M.  Fronczek,  Jr.,  M.D.,  341  South  Winebiddle 
Street,  Pittsburgh  15224. 

Paul  F.  Gabos,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15222. 

Nancy  C.  C.  Holt,  M.D.,  Department  of  Gynecology  and 
Obstetrics,  Magee-Womens  Hospital,  Pittsburgh  15213. 

Howard  N.  Lang,  M.D.,  3028  Brownsville  Road,  Pitts- 
burgh 15227. 

Basil  A.  Marryshow,  M.D.,  Allegheny  General  Hospital, 
Pittsburgh  15212. 


Lawrence  M.  Mulhern,  M.D.,  Mercy  Hospital,  Pitts- 
burgh 15219. 

James  V.  Scott,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Marion  M.  Vujevick,  M.D.,  634  Twelfth  Street,  Clairton 
15025. 

ARMSTRONG  COUNTY: 

John  M.  Hendrickson,  M.D.,  Allegheny  Valley  Hospital, 
Natrona  Heights  15065. 

BERKS  COUNTY: 

R.  Michael  Yeller,  M.D.,  401  Buttonwood  Street,  West 
Reading  19602. 

DAUPHIN  COUNTY: 

Yuan  M.  Sun,  M.D.,  Harrisburg  State  Hospital,  Harrisburg 
17105. 

Michael  H.  Temko,  M.D.,  1919  North  Front  Street,  Har- 
risburg 17102. 

Maurice  J.  Lewis,  M.D.,  2337  North  Third  Street,  Har- 
risburg 17110. 

Robert  D.  McInroy,  M.D.,  2814  Green  Street.  Harrisburg 
17110. 

James  F.  Daly,  Jr.,  M.D.,  2800  Green  Street,  Harrisburg 
17110. 

MONTGOMERY  COUNTY: 

J.  Leonard  Ivins,  M.D.,  3500  Darby  Road.  Haverford 
19041.* 

* Dr.  Ivins  was  listed  as  Joseph  L.  Ivins,  M.D.  in  the  November  1967  issue 

of  Pennsylvania  Medicine.  He  has  requested  the  change  in  the  above 

listing. 
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Pennsylvania  Medical  Society 

Officials  and  Staff 
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EXECUTIVE  OFFICES 
Taylor  Bypass  and  Erford  Road 
Lemoyne,  Pennsylvania  17043 
Telephone:  (717)  238-1635 


Pennsylvania  Medical  Society 

Officials  for  the  Year  1967-1968 


Officers 

President  President-Elect  Immediate  Past  President 

John  H.  Harris,  Sr.,  M.D.  George  E.  Farrar,  Jr.,  M.D.  J.  Everett  McCIenahan,  M.D. 

1301-A  North  Second  Street  Wyeth  Laboratories,  P.  O.  Box  8299  621  Amberson  Avenue 

Harrisburg  17102  Philadelphia  19101  Pittsburgh  15232 


First  Vice-President 

Charles  K.  Rose,  Jr.,  M.D. 
Oakhurst  Manor,  R.  D.  1 
Center  Valley  18034 


Secretary 

Allen  W.  Cowley,  M.D. 
1919  North  Front  Street 
Harrisburg  17102 


Second  Vice-President 

Orlo  G.  McCoy,  M.D. 
Box  195 
Canton  17724 

Treasurer  and 
Executive  Director 

Lester  H.  Perry 

Taylor  Bypass  & Erford  Rd. 
Lemoyne  17043 


Third  Vice-President 

Charles  A.  Bikle,  M.D. 
19  North  Fifth  Avenue 
Chambersburg  17201 

Speaker 

House  of  Delegates 

William  Y.  Rial,  M.D. 
Ill  Dartmouth  Avenue 
Swarthmore  19081 


Fourth  Vice-President 

LeRoy  A.  Gehris,  M.D. 
808  North  Third  Street 
Reading  19601 


Vice-Speaker 
House  of  Delegates 

John  B.  Lovette,  M.D. 

353  Market  Street 
Johnstown  15901 


Judicial  Council 

Lewis  T.  Buclcman,  M.D.,  Chairman 
26  West  River  Street,  Wilkes-Barre  18702 

Term  expires  1971 


Russell  B.  Roth,  M.D.,  Vice-Chairman 
225  West  25th  Street,  Erie  16502 

Term  expires  1972 


William  L.  Estes,  M.D. 

65  East  Elizabeth  Avenue,  Bethlehem  18018 

Term  expires  1968 


William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221 

Term  expires  1969 


H.  Malcolm  Read,  M.D. 

444  South  George  Street,  York  17403 
Term  expires  1970 


Address  inquiries  to  office  of  Council  Secretary,  Allen  W.  Cowley,  M.D.,  Taylor  Bypass  and  Erford  Road,  Lemoyne  17043 


Board  of  Trustees  and  Councilors 

William  A.  Limberger,  M.D.,  Chairman 
Joseph  A.  Walsh,  M.D.,  Vice-Chairman 


First  District — A.  Reynolds  Crane,  M.D.,  Pennsyl- 
vania Hospital,  Philadelphia  19107.  Term  expires  1969. 
Philadelphia  County. 

Second  District — William  A.  Limberger,  M.D.,  Le- 
nape  and  Birmingham  Roads,  West  Chester  19380. 
Term  expires  1971.  Berks,  Bucks,  Chester,  Delaware, 
Lehigh  and  Montgomery  Counties. 

Third  District — Joseph  A.  Walsh,  M.D.,  801  Lincoln 
Avenue,  Blakely-Olyphant  18447.  Term  expires  1970. 
Carbon,  Lackawanna,  Monroe,  Northampton,  Pike, 
and  Wayne  Counties. 

Fourth  District- — George  A.  Rowland,  M.D.,  101  State 
Street,  Millville  17846.  Term  expires  1968.  Columbia, 
Montour,  Northumberland,  Schuylkill,  and  Snyder 
Counties. 

Fifth  District — David  S.  Masland,  M.D.,  313  South 
Hanover  Street,  Carlisle  17013.  Term  expires  1968. 
Adams,  Cumberland,  Dauphin,  Franklin,  Fulton,  Lan- 
caster, Lebanon,  Perry,  and  York  Counties. 

Sixth  District — H.  Thompson  Dale,  M.D.,  138  West 
College  Avenue,  State  College  16801.  Term  expires 
1969.  Blair,  Centre,  Clearfield,  Huntingdon,  Juniata, 
and  Mifflin  Coimties. 


Seventh  District — Robert  S.  Sanford,  M.D.,  12  North 
Main  Street,  Mansfield  16933.  Term  exires  1972. 
Cameron,  Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and 
Union  Counties. 

Eighth  District — James  A.  Biggins,  M.D.,  60  North 
Mercer  Street,  Sharpsville  16150.  Term  expires  1971. 
Crawford,  Erie,  Forest,  Mercer,  McKean,  and  Warren 
Counties. 

Ninth  District — Cyrus  B.  Slease,  M.D.,  183  South 
Jefferson  Street,  Kittanning  16201.  Term  expires  1970. 
Armstrong,  Butler,  Clarion,  Indiana,  Jefferson,  and 
Venango  Counties. 

Tenth  District — William  J.  Kelly,  M.D.,  721  Jenkins 
Building,  Pittsburgh  15222.  Term  Expires  1972.  Alle- 
gheny, Beaver,  Lawrence,  and  Westmoreland  Counties. 

Eleventh  District — D.  George  Bloom,  M.D.,  320 
Market  Street,  Johnstown  15901.  Term  expires  1971. 
Bedford,  Cambria,  Fayette,  Greene,  Somerset,  and 
Washington  Counties. 

Twelfth  District — Park  M.  Horton,  M.D.,  215  Church 
Street,  New  Milford  18834.  Term  expires  1972.  Brad- 
ford, Luzerne,  Sullivan,  Susquehanna,  and  Wyoming 
Counties. 
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DISTRICT  CENSORS— 1967-68 

Adams,  James  II.  Allison,  M.D.;  Allegheny,  Robert 
A.  Schein,  M.D.;  Armstrong,  Arthur  R.  Wilson,  M.D.; 
Beaver,  Herman  Bush,  M.D.;  Bedford,  Norman  A. 
Timmons,  M.D.;  Berks,  John  C.  Stolz,  M.D.;  Blair, 
John  W.  Hurst,  M.D.;  Bradford,  Willis  A.  Redding, 
M.D.;  Bucks,  Stanley  F.  Peters,  M.D.;  Butler,  Ralph 
M.  Christie,  M.D.;  Cambria,  Warren  F.  White,  M.D.; 
Carbon,  James  M.  Steele,  M.D.;  Centre,  H.  Richard 
Ishler,  M.D.;  Chester,  Robert  E.  Brant,  M.D.;  Clarion, 
Theodore  R.  Koenig,  M.D.;  Clearfield,  Fred  Pease, 
M.D.;  Clinton,  NO  NOMINATION;  Columbia, 
Thomas  C.  Corson,  M.D.;  Crawford,  John  E.  Lewis, 
M.D.;  Cumberland,  Hans  S.  Roe,  M.D.;  Dauphin, 
Hamblen  C.  Eaton,  M.D.;  Delaware,  Edward  G.  Tor- 
rance, M.D.;  Elk-Cameron,  James  L.  Hackett,  Sr., 
M.D.;  Erie,  Joseph  M.  Faso,  M.D.;  Fayette,  Othello 
S.  Kough,  M.D.;  Franklin,  Albert  W.  Freeman,  M.D.; 
Greene,  William  W.  Bartholomew,  M.D.;  Huntingdon, 
Frederic  II.  Steele,  M.D.;  Indiana,  William  C.  Ver- 
nocy,  M.D.;  Jefferson,  Francis  J.  Trunzo,  M.D.;  Lacka- 
wanna, Clement  B.  Potelunas,  M.D.;  Lancaster,  Wil- 
liam A.  Atlee,  M.D.;  Lawrence,  Gerald  H.  Weiner, 
M.D.;  Lebanon,  C.  Ray  Bell,  Jr.,  M.D.;  Lehigh,  Fred- 
erick R.  Bausch,  Jr.,  M.D.;  Luzerne,  Donald  F.  Closter- 
man,  M.D.;  Lycoming,  Wilfred  W.  Wilcox,  M.D.; 
McKean,  Ralph  E.  Hockenberry,  M.D.;  Mercer, 
Thomas  C.  Ryan,  M.D.;  M ifflin-J  uniata,  John  R.  W. 
Hunter,  Jr.,  M.D.;  Monroe,  Thomas  I.  Metzgar,  M.D.; 
Montgomery,  E.  Raymond  Place.  M.D.;  Montour,  Isaac 

L.  Messmore,  M.D.;  Northampton,  Walter  J.  Filipek, 

M. D.;  Northumberland,  J.  Mostyn  Davis,  M.D.;  Perry, 
Paul  Karlik,  M.D.;  Philadelphia,  Charles  M.  Thompson, 
M.D.;  Potter,  Herman  C.  Moscli,  M.D.;  Schuylkill, 
Joseph  T.  Mareonis.  M.D.;  Somerset,  Alexander  Solos- 
ko,  M.D.;  Susquehanna,  Robert  M.  Shelly,  M.D.;  Tioga, 
Preston  M.  Erway,  M.D.;  Union — NO  NOMINATION; 
Venango,  Thaddeus  S.  Gabreski,  M.D.;  Warren,  Robert 
D.  Donaldson,  M.D.;  Washington,  Ralph  S.  Blasiole, 
M.D.;  Wayne-Pike,  Clare  C.  Kenny,  M.D.;  Westmore- 
land, Leslie  S.  Pierce,  M.D.;  Wyoming,  John  S.  Rine- 
himer,  M.D.;  York,  William  C.  Langston,  M.D. 

ADMINISTRATIVE  STAFF 
Headquarters  Office 

Taylor  Bypass  and  Erford  Road,  Lemoyne  17043 
Telephone:  (717)  238-1635 

Lester  H.  Perry,  Executive  Director 
John  F.  Rineman,  Assistant  Executive  Director 
Aide  to  President  and  President-Elect 
.Alex  II.  Stewart,  Executive  Director,  Educational  and 
Scientific  Trust,  Assistant  Secretary 

Council  on  Governmental  Relations 
Robert  II.  Craig,  Jr.,  Executive  Assistant 
Aide  to  Speaker  of  House  of  Delegates 

Council  on  Medical  Service 

Richard  L.  Sloan,  Executive  Assistant 
Larry  R.  Fosselman,  Staff  Assistant 
Council  on  Public  Service 

Dane  S.  Wert.  Executive  Assistant 
L.  Riegel  Haas,  Staff  Assistant 
Robert  L.  Lamb,  Staff  Assistant 
Vacancy — Managing  Editor 
Pennsylvania  Medicine 

Council  on  Scientific  Advancement 

LeRoy  C.  Erickson,  Acting  Executive  Assistant 
Velma  L.  McMaster,  Staff  Assistant 
Sam  C.  Price,  Staff  Assistant 


General  Administration 

David  H.  Small,  Administrative  Assistant 
Aide  to  Chairman  of  Board 
Ernst  D.  Mueller,  Staff  Assistant 

Operating  Services 

Charles  G.  Appleby,  Jr.,  Acting  Business  Manager 
M.  Robert  Sterner,  Staff  Assistant 

DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 


Delegates  Term  Expires 

John  S.  Donaldson,  Jr.,  M.D 1968 

128  North  Craig  Street,  Pittsburgh  15213. 

Gilson  Colby  Engel,  M.D 1968 

312  Lankenau  Medical  Building,  Philadelphia  19151. 

M.  Louise  C.  Gloeckner,  M.D 1968 

110  East  Fourth  Avenue,  Conshohocken  19428. 

Park  M.  Horton,  M.D 1968 

215  Church  Street,  New  Milford  18834. 

William  A.  Limberger,  M.D 1968 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 

William  B.  West,  M.D 1968 

904  Mifflin  Street,  Huntingdon  16652. 

Wendell  B.  Gordon,  M.D 1969 

550  Grant  Street,  Pittsburgh  15219. 

Samuel  B.  Hadden,  M.D 1969 

135  South  19th  Street,  Philadelphia  19103. 

W.  Benson  Harer,  M.D.,  Vice-Chairman  1969 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 

Edward  Lyon,  Jr.,  M.D.,  Secretary 1969 

528  West  Fourth  Street,  Williamsport  17701. 

Thomas  W.  McCreary.  M.D.,  Chairman  1969 

Rochester  General  Hospital,  Rochester  15074. 

Russell  B.  Roth,  M.D 1969 

225  West  25th  Street,  Erie  16502. 

Alternate  Delegates  Term  Expires 

A.  Reynolds  Crane,  M.D 1968 

Pennsylvania  Hospital,  Philadelphia  19107. 

Leo  C.  Eddinger,  M.D 1968 

951  North  Fourth  Street,  Allentown  18102. 

Raymond  C.  Grandon,  M.D 1968 

131  State  Street,  Harrisburg  17101. 

John  B.  Lovette,  M.D 1968 

353  Market  Street,  Johnstown  15901. 

Malcom  W.  Miller,  M.D 1968 

Suite  412,  Lankenau  Medical  Building, 

Philadelphia  19151. 

George  A.  Rowland,  M.D 1968 

101  State  Street,  Millville  17846. 

William  A.  Barrett,  M.D 1969 

3708  Fifth  Avenue,  Pittsburgh  15213. 

Wilbur  E.  Flannery,  M.D 1969 

24  East  Grant  Street,  New  Castle  16101. 

Edmund  L.  Housel,  M.D 1969 

255  South  17th  Street,  Philadelphia  19103. 

Carl  B.  Lechner,  M.D 1969 

4111  Beech  Avenue,  Erie  16508. 

David  S.  Masland,  M.D 1969 

313  South  Hanover  Street,  Carlisle  17013. 

William  Y.  Rial,  M.D 1969 


111  Dartmouth  Avenue,  Swarthmore  19081. 
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OFFICIAL  PUBLICATION 

Pennsylvania  Medicine 

Office  of  Publication,  Taylor  Bypass  and  Erford  Road, 
Lemoyne  17043;  Carl  B.  Lechner,  M.D.,  Medical 
Editor;  Vacancy,  Managing  Editor. 

EDUCATIONAL  AND  SCIENTIFIC  TRUST 

James  Z.  Appel,  M.D.,  Chairman 

305  North  Duke  Street,  Lancaster  17602. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 


Pascal  F.  Lucchesi,  M.D. 

Albert  Einstein  Medical  Center,  Philadelphia  19141. 
Thomas  W.  McCreary,  M.D. 

Rochester  General  Hospital,  Rochester  15074. 

Russell  B.  Roth,  M.D. 

225  West  25th  Street,  Erie  16502. 

Alex  H.  Stewart,  Executive  Director 

LEGAL  COUNSEL 

Pepper,  Hamilton  & Scheetz,  2001  The  Fidelity 
Building,  Philadelphia  19109.  C.  Grove  McCown, 
Esq.  and  Holbrook  M.  Bunting,  Jr.,  Esq. 


COMMITTEES  OF  THE  BOARD  OF  TRUSTEES 


STANDING  COMMITTEES  OF  THE 
BOARD  OF  TRUSTEES 

Advisory  to  the  Executive  Director 

William  A.  Limberger,  M.D.,  Chairman 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

George  E.  Farrar,  Jr.,  M.D. 

Wyeth  Laboratories,  P.  O.  Box  8299, 

Philadelphia  19101. 

John  H.  Harris,  Sr.,  M.D. 

1301 -A  North  Second  Street,  Harrisburg  17102. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

J.  Everett  McClenahan,  M.D. 

621  Amberson  Avenue,  Pittsburgh  15232. 

Joseph  A.  Walsh,  M.D. 

801  Lincoln  Avenue,  Blakely-Olyphant  18447. 

Staff  Assignment — Lester  H.  Perry 

Finance 

Park  M.  Horton,  M.D.,  Chairman 

215  Church  Street,  New  Milford  18834. 

James  A.  Biggins,  M.D. 

60  North  Mercer  Street,  Sharpsville  16150. 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 

Staff  Assignment — David  H.  Small 

Publication 

Joseph  A.  Walsh,  M.D.,  Chairman 

801  Lincoln  Avenue,  Blakely-Olyphant  18447. 

D.  George  Bloom,  M.D. 

320  Market  Street,  Johnstown  15901. 

H.  Thompson  Dale,  M.D. 

138  West  College  Avenue,  State  College  16801. 
William  J.  Kelly,  M.D. 

721  Jenkins  Building,  Pittsburgh  15222. 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

Staff  Assignment — Dane  S.  Wert 

SPECIAL  COMMITTEES  OF  THE 
BOARD  OF  TRUSTEES 

Archives 

David  S.  Masland,  M.D.,  Chairman 

313  South  Hanover  Street,  Carlisle  17013. 


Harold  O.  Closson,  M.D. 

7 West  Broadway,  Gettysburg  17325. 

James  R.  Johnston,  M.D. 

59  South  Pitt  Street,  Carlisle  17013. 

Staff  Assignment — Charles  G.  Appleby,  Jr. 

Benjamin  Rush  Awards 

James  A.  Biggins,  M.D.,  Chairman 

60  North  Mercer  Street,  Sharpsville  16150. 

D,  George  Bloom,  M.D. 

320  Market  Street,  Johnstown  15901. 

H.  Thompson  Dale,  M.D. 

138  West  College  Avenue,  State  College  16801. 
William  J.  Kelly,  M.D. 

721  Jenkins  Building,  Pittsburgh  15222. 

Cyrus  B.  Slease,  M.D. 

183  South  Jefferson  Street,  Kittanning  16201. 

Staff  Assignment — L.  Riegel  Haas 

Permanent  New  Building  Committee 

Malcolm  W.  Miller,  M.D.,  Chairman 

Suite  412,  Lankenau  Medical  Building,  Philadelphia 
19151. 

Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

W.  Benson  Harer,  M.D. 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
Richard  A.  Kern,  M.D. 

3401  North  Broad  Street,  Philadelphia  19140. 
William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 
William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

Staff  Assignment — David  H.  Small 

Distinguished  Service  Award 

Richard  A.  Keni,  M.D.,  Chairman 

3401  North  Broad  Street,  Philadelphia  19140. 

J.  Everett  McClenahan,  M.D. 

621  Amberson  Avenue,  Pittsburgh  15232. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

Staff  Assignment — Dane  S.  Wert 

Heart  Disease,  Cancer,  and  Stroke 

Richard  A.  Kern,  M.D.,  Chairman 
3401  North  Broad  Street,  Philadelphia  19140. 

A.  Reynolds  Crane,  M.D.,  Vice-Chairman 

Pennsylvania  Hospital,  Philadelphia  19107. 
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Harry  V.  Armitage,  MJD. 

400  East  13th  Street,  Chester  19013. 

Robert  M.  Bucher,  M.D. 

3950  Vaux  Street,  Philadelphia  19129. 

(Dean,  Temple  University  School  of  Medicine) 
Francis  S.  Cheever,  M.D. 

5305  Westminster  Place,  Pittsburgh  15232. 

(Dean,  University  of  Pittsburgh  School  of  Medicine) 
Joseph  R.  DiPalma,  M.D. 

230  North  Broad  Street,  Philadelphia  19102. 

Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

Thomas  W.  Georges,  Jr.,  M.D. 

802  Health  and  Welfare  Building,  Harrisburg  17120. 
( Representative,  Department  of  Health ) 

Raymond  C.  Grandon,  M.D. 

131  State  Street,  Harrisburg  17101. 

Samuel  Gurin,  Ph.D. 

34th  and  Spruce  Streets,  Philadelphia  19104. 

(Dean,  University  of  Pennsylvania  School  of  Medi- 
cine) 

George  T.  Harrell,  Jr.,  M.D. 

Milton  S.  Hershey  Medical  Center,  Box  Y,  Hershey 
17033. 

(Dean,  Milton  S.  Hershey  Medical  Center) 

John  H.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

John  F.  Hartman,  Jr.,  M.D. 

Box  299,  St.  Vincent  Hospital,  Erie  16512. 

William  F.  Kellow,  M.D. 

245  North  15th  Street,  Philadelphia  19102. 

(Dean,  Jefferson  Medical  College) 

William  J.  Kelly,  M.D. 

721  Jenkins  Building,  Pittsburgh  15222. 

Glen  R.  Leymaster,  M.D. 

3300  Henry  Avenue,  Philadelphia  19129. 

(Dean,  Woman’s  Medical  College) 

William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380 
(Board  Representative) 

George  A.  Rowland,  M.D. 

101  State  Street,  Millville  17846. 

Gilmore  M.  Sanes,  M.D. 

410  South  Craig  Street,  Pittsburgh  15213. 

Staff  Assignment — LeRoy  C.  Erickson 

Study  Medical  Defence  Fund 

William  B.  West,  M.D.,  Chairman 
904  Mifflin  Street,  Huntingdon  16652. 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

Staff  Assignment — John  F.  Rineman 

Medical  Practice  Act — Ad  Hoc 

Richard  A.  Kern,  M.D.,  Chairman 

3401  North  Broad  Street,  Philadelphia  19140. 

Samuel  P.  Ilarbison,  M.D. 

Lothrop  and  Terrace  Streets,  Pittsburgh  15213. 

John  H.  Harris,  Jr.,  M.D. 

909  Glendale  Court,  Carlisle  17013. 

Staff  Assignment — Robert  H.  Craig,  Jr. 


Officers’  Conference 

George  W.  Moore,  M.D.,  Chairman 

329  Temple  Building,  New  Castle  16101. 

Charles  A.  Bikle,  M.D. 

19  North  Fifth  Avenue,  Chambersburg  17201. 

David  J.  Keck,  M.D. 

7 East  Main  Street,  Fairview  16415. 

Valentine  R.  Manning,  M.D. 

3336  Aldine  Street,  Philadelphia  19136. 

Olio  G.  McCoy,  M.D. 

Box  195,  Canton  17724. 

John  H.  Harris,  Sr.,  M.D.,  President 

1301-A  North  Second  Street,  Harrisburg  17102. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

( Board  Representative ) 

Staff  Assignment — Velma  L.  McMaster 

Study  the  Format  and  Timing  of  the  Annual 
Business  Session  of  the  House 

William  Y.  Rial,  M.D.,  Chairman 

111  Dartmouth  Avenue,  Swarthmore  19081. 

John  II.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

John  B.  Lovette,  M.D. 

353  Market  Street,  Johnstown  15901. 

George  W.  Moore,  M.D. 

329  Temple  Building,  New  Castle  16101. 

Staff  Assignment — John  F.  Rineman 

Susquehanna  Valley  Regional  Medical  Program 

John  H.  Harris,  Sr.,  M.D.,  Chairman 

1301-A  North  Second  Street,  Harrisburg  17102. 

D.  George  Bloom,  M.D. 

320  Market  Street,  Johnstown  15901. 

H.  Thompson  Dale,  M.D. 

138  West  College  Avenue,  State  College  16801. 

Thomas  W.  Georges,  Jr.,  M.D. 

Secretary  of  Health,  802  Health  and  Welfare  Building, 
Harrisburg  17120. 

Raymond  C.  Grandon,  M.D. 

131  State  Street,  Harrisburg  17101. 

George  T.  Harrell,  Jr.,  M.D. 

Milton  S.  Hershey  Medical  Center,  Box  Y,  Hershey 
17033. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 

George  A.  Rowland,  M.D. 

101  State  Street,  Millville  17846. 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

( Ex-Officio ) 

William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 
Staff  Assignment — Richard  B.  McKenzie 
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MEMBERSHIP  OF  1967-68  COMMITTEES,  COUNCILS,  COMMISSIONS 


(The  President  shall  be  an  ex  officio  member  of  all 
committees,  administrative  councils,  and  commissions, 
without  the  right  to  vote. — By-Laws,  Chapter  VI,  Sec- 
tion 1.) 

STANDING  COMMITTEES  OF  THE  SOCIETY 
Advisory  to  Woman’s  Auxiliary 

James  W.  Mintecr,  M.D.,  Chairman 
102  Center  Street,  Ridgway  15853. 

Frederick  R.  Gilmore,  M.D. 

Clearfield  Hospital,  Clearfield  16830. 

A.  Wesley  Hildreth,  M.D. 

207  Mahantongo  Street,  Pottsville  17901. 

J.  Everett  McClenahan,  M.D. 

621  Amberson  Avenue,  Pittsburgh  15232. 

J.  Thomas  Millington,  M.D. 

242  Westover  Drive,  New  Cumberland  17070. 

Staff  Assignment — Arlene  C.  Oyler 

Constitution  and  By-Laws 

M.  Louise  C.  Gloeckner,  M.D.,  Chairman 

110  East  Fourth  Avenue,  Conshohocken  19428. 

Paul  S.  Friedman,  M.D. 

1422  Chestnut  Street,  Philadelphia  19102. 

Charles  P.  Hammond,  M.D. 

449  West  James  Street,  Lancaster  17603. 

Vacancy 

F.  Gregg  Ney,  M.D. 

104  East  Adams  Street,  Cochranton  16314. 

(Ex  Officio) 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102. 

( Secretary ) 

John  B.  Lovette,  M.D. 

353  Market  Street,  Johnstown  15901. 

(Vice-Speaker,  House  of  Delegates) 

William  Y.  Rial,  M.D. 

111  Dartmouth  Avenue,  Swarthmore  19081. 

( Speaker,  House  of  Delegates ) 

Lester  II.  Perry 

Taylor  Bypass  and  Erford  Road,  Lemoyne  17043. 

( Executive  Director ) 

C.  Grove  McCown,  Esq. 

Pepper,  Hamilton  and  Scheetz,  2001  The  Fidelity 
Building,  Philadelphia  19109. 

( Legal  Counsel ) 

Staff  Assignment — Ernst  D.  Mueller 

Convention  Program 

James  A.  Collins,  Jr.,  M.D.,  Chairman 

Geisinger  Medical  Center,  Danville  17821 

Term  expires  1970 

John  H.  Killough,  M.D.,  Vice-Chairman 

1025  Walnut  Street,  Philadelphia  19107 

Term  expires  1969 

Jerome  Chamovitz,  M.D. 

17  Beaver  Road,  Sewickley  15143 

Term  expires  1969 

Thaddeus  S.  Danowski,  M.D. 

930-JB  Scaife  Hall,  3550  Terrace  Street,  Pittsburgh 
15213 Term  expires  1970 


John  H.  Moyer,  III,  M.D. 

230  North  Broad  Street,  Philadelphia  19102 

Term  expires  1968 

Robert  L.  Evans,  M.D. 

Director,  Professional  Services,  York  Hospital,  York 
17403. 

( Consultants ) 

Mario  N.  Fabi,  M.D. 

Scranton  Life  Building,  538  Spruce  Street,  Scranton 
18503. 

Clarence  A.  Tinsman,  M.D. 

4217  Orchard  Road,  Harrisburg  17110. 

Robert  H.  Rough,  M.D. 

Geisinger  Medical  Center,  Danville  17821. 

(Ex  Officio) 

John  II.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

( President ) 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

(Chairman,  Finance  Committee) 

LeRoy  C.  Erickson 

Taylor  Bypass  and  Erford  Road,  Lemoyne  17043. 

( Executive  Director’s  Representative ) 

Staff  Assignment — Vehna  L.  McMaster 

Discipline 

William  Y.  Rial,  M.D.,  Chairman 

111  Dartmouth  Avenue,  Swarthmore  19081. 

John  H.  Boal,  Jr.,  M.D. 

385  Second  Street,  Beaver  15009. 

Raymond  M.  Dorsch,  Jr.,  M.D. 

427  Cumberland  Street,  Lebanon  17042. 

Russell  E.  James,  M.D. 

335  Wyoming  Avenue,  Kingston  18704. 

David  Katz,  M.D. 

550  Grant  Street,  Pittsburgh  15222. 

Walter  R.  Seip,  M.D. 

State  Board  of  Medical  Education  and  Licensure, 
Department  of  State,  Commonwealth  of  Pennsyl- 
vania, Box  2649,  Harrisburg  17105. 

Staff  Assignment — L.  Riegel  Haas 

Am  to  Education 

W.  Benson  Harer,  M.D.,  Chairman 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221. 
Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

(Board  Representative) 

Staff  Assignment — Alex  H.  Stewart 

Medical  Benevolence 

Herman  A.  Fischer,  Jr.,  M.D.,  Chairman 
25  West  Ross  Street,  Wilkes-Barre  18702. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

(Ex  Officio) 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102. 

( Secretary ) 

Staff  Assignment — Alex  H.  Stewart 
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Nominate  Delegates  and  Alternates  to  the  AMA 

Allen  W.  Cowley,  M.D.,  Chairman 

1919  North  Front  Street,  Harrisburg  17102 

Term  expires  1968 

John  B.  Montgomery,  M.D. 

1930  Chestnut  Street,  Philadelphia  19103 

Term  expires  1969 

Daniel  H.  Bee,  M.D. 

561  Water  Street,  Indiana  15701 

Term  expires  1970 

Staff  Assignment — Alex  H.  Stewart 

Objectives 

Wilbur  E.  Flannery,  M.D.,  Chairman 

24  East  Grant  Street,  New  Castle  16101 

Term  expires  1968 

George  S.  Klump,  M.D.,  Vice-Chairman 

416  Pine  Street,  Williamsport  17701 

Term  expires  1970 

Daniel  H.  Bee,  M.D. 

561  Water  Street,  Indiana  15701 

Term  expires  1970 

William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221 

Term  expires  1969 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102 

Term  expires  1968 

Edgar  L.  Dessen,  M.D. 

Northeastern  National  Bank  Building,  Hazleton 

18201 Term  expires  1970 

Herman  A.  Fischer,  Jr.,  M.D. 

25  West  Ross  Street,  Wilkes-Barre  18702 

Term  expires  1968 

W.  Benson  Harer,  M.D. 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
Term  expires  1968 

Louis  W.  Jones,  M.D. 

314  East  South  Street,  Wilkes-Barre  18702 

Term  expires  1969 

Frank  R.  Kinsey,  M.D. 

Ridgewood,  Lewistown  17044 

Term  expires  1969 

Malcolm  W.  Miller,  M.D. 

Suite  412,  Lankenau  Medical  Building,  Philadelphia 

19151 Term  expires  1968 

Vacancy 

Charles  K.  Rose,  Jr.,  M.D. 

Oakhurst  Manor,  R.  D.  ffl,  Center  Valley,  18034. 
Term  expires  1969 

Sydney  E.  Sinclair,  M.D. 

Pennsylvania  Blue  Shield,  Taylor  Bridge  Bypass, 

Camp  Hill  17011 '. 

Term  expires  1970 

Joseph  N.  Tushim,  M.D. 

1116  Thirteenth  Avenue,  Altoona  16601 

Term  expires  1969 

Staff  Assignment — Ernst  D.  Mueller 

Relationships  with  Allied  Professions 

Malcolm  W.  Miller,  M.D.,  Chairman 

Suite  412,  Lankenau  Medical  Building,  Philadelphia 
19151. 

Wendell  B.  Gordon,  M.D. 

550  Grant  Street,  Pittsburgh  15219. 


W.  Benson  Harer,  M.D. 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
Edgar  W.  Meiser,  M.D. 

428  North  Duke  Street,  Lancaster  17602. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

( Consultant ) 

Charles  L.  Leedham,  M.D. 

Box  90,  Pennsylvania  Department  of  Health,  Harris- 
burg 17120. 

Staff  Assignment — Robert  H.  Craig,  Jr. 

SPECIAL  COMMITTEES  OF  THE  SOCIETY 
General  Practice 

O.  K.  Stephenson,  M.D.,  Chairman 
New  Bloomfield  17068. 

David  J.  Keck,  M.D. 

7 East  Main  Street,  Fairview  16415. 

Edward  J.  Kowalewski,  M.D. 

115  North  Ninth  Street,  Akron  17501. 

Nancy  C.  Lamancusa,  M.D. 

836  South  Mill  Street,  New  Castle  16101. 

Frank  M.  Mateer,  M.D. 

5230  Centre  Avenue,  Pittsburgh  15232. 

Arthur  D.  Nelson,  M.D. 

898  Crestline  Drive,  Norristown  19422. 

Larue  Pepperman,  M.D. 

931  Arch  Street,  Williamsport  17705. 

Staff  Assignment — LeRoy  C.  Erickson 

Study  Relations  Between  Medicine  and  Osteopathy 

William  A.  Sodeman,  M.D.,  Chairman 
Life  Insurance  Medical  Research  Fund, 

1030  East  Lancaster  Avenue,  Rosemont  19010. 

Raymond  C.  Grandon,  M.D. 

131  State  Street,  Harrisburg  17101. 

George  S.  Klump,  M.D. 

416  Pine  Street,  Williamsport  17701. 

Glen  R.  Leymaster,  M.D. 

Woman’s  Medical  College,  Philadelphia  19129. 

Russell  B.  Roth,  M.D. 

225  West  25th  Street,  Erie  16502. 

Jerome  J.  Rubin,  M.D. 

1332  Devereaux  Avenue,  Philadelphia  19111. 

(Consultant) 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

( Ex-Officio) 

John  H.  Harris,  Sr..  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

( President ) 

George  E.  Farrar,  Jr.,  M.D. 

Wyeth  Laboratories,  P.  O.  Box  8299, 

Philadelphia  19101. 

( President-Elect) 

William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 
(Chairman,  Board  of  Trustees) 

Staff  Assignment — Robert  H.  Craig,  Jr. 

Medicine  and  Religion 

Robert  Poole,  III,  M.D.,  Chairman 

419  North  Franklin  Street,  West  Chester  19380. 
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Samuel  I.  Askovitz,  M.D. 

4900  North  Ninth  Street,  Philadelphia  19131 

Francis  M.  Dougherty,  M.D. 

606  West  Market  Street,  Pottsville  17901. 

I.  J.  Eisenberg,  M.D. 

2806  North  Green  Street,  Harrisburg  17110. 

James  E.  Hadley,  M.D. 

8 Penn  Way,  Rayland  Park,  Oil  City  16301. 

Russell  E.  James,  M.D. 

335  Wyoming  Avenue,  Kingston  18704. 

William  B.  Kiesewetter,  M.D. 

Children’s  Hospital  of  Pittsburgh,  125  DeSoto  Street, 
Pittsburgh  15213. 

James  M.  O’Leary,  M.D. 

2612  Broad  Avenue,  Altoona  16601. 

Paul  T.  Poux,  M.D. 

Guys  Mills  16327. 

George  E.  Pugh,  M.D. 

615  Taylor  Avenue,  Scranton  18510. 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

Harold  L.  Wilt,  M.D. 

207  Union  Station  Building,  Brownsville  15417. 

( Consultants ) 

D.  Ray  Hostetter,  D.Ed. 

Messiah  College,  Grantham  17027. 

The  Rt.  Rev.  Msgr.  Martin  N.  Lohmuller,  J.C.D. 

4000  Derry  Street,  Harrisburg  17111. 

Rev.  Roderick  J.  Wagner 

900  South  Arlington  Avenue,  Harrisburg  17109. 

Rabbi  Gerald  I.  Wolpe 

2611  North  Second  Street,  Harrisburg  17110. 

Staff  Assignment — LeRoy  C.  Erickson 

ADMINISTRATIVE  COUNCILS 
Council  on  Governmental  Relations 


Paul  S.  Friedman,  M.D.,  Chairman 

1422  Chestnut  Street,  Philadelphia  19102. 

John  H.  Harris,  Jr.,  M.D.,  Vice-Chairman 
909  Glendale  Court,  Carlisle  17013. 

Robert  J.  Ayella,  M.D. 

J.  C.  Blair  Memorial  Hospital,  Huntingdon  16652. 

Robert  F.  Beckley,  M.D. 

341  Susquehanna  Avenue,  Lock  Haven  17745. 

Raymond  R.  Curanzy,  M.D. 

39  East  Maple  Street,  Palmyra  17078. 

Luscian  W.  DiLco,  M.D. 

1136  Linden  Street,  Allentown  18102. 

Stephen  M.  Hanson,  M.D. 

R.  D.  1,  CoatesviUe  19320. 

Richard  L.  Huber,  M.D. 

1736  Sanderson  Avenue,  Scranton  18509. 

William  R.  Hunt,  M.D. 

616  Evans  Avenue,  McKeesport  15132. 

Edgar  W.  Meiser,  M.D. 

428  North  Duke  Street,  Lancaster  17602. 

George  W.  Shaffer,  M.  D. 

Dublin  18917. 

John  L.  Steigerwalt,  M.D. 

1509  Montgomery  Avenue,  Rosemont  19010. 

C.  William  Weisser,  M.D. 

330  Grant  Street,  Pittsburgh  15219. 


( Consultant) 

F.  Gregg  Ney,  M.D. 

104  East  Adams  Street,  Cochranton  16314. 

(Ex  Officio  Without  Vote) 

Charles  K.  Rose,  Jr.,  M.D. 

Oakhurst  Manor,  R.  D.  ffl,  Center  Valley  18034. 
(First  Vice-President) 

David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 

( Board  Representative ) 

Staff  Assignment — Robert  H.  Craig,  Jr. 

Commission  on  Forensic  Medicine 

Stephen  M.  Hanson,  M.D.,  Chairman 

R.  D.  #1,  CoatesviUe  19320. 

Daniel  T.  Erhard,  M.D. 

502  Montgomery  Avenue,  Haverford  19041. 

Herbert  J.  Levin,  M.D. 

587  McKean  Avenue,  Donora  15033. 

W.  Ralston  McGee,  M.D. 

30  Delaware  Avenue,  Uniontown  15401. 

James  M.  Smith,  M.D. 

Carlisle  Hospital,  Carlisle  17013. 

Ralph  J.  Stalter,  M.D. 

1039  Brookline  Boulevard,  Pittsburgh  15226. 

Stanley  M.  Stapinski,  M.D. 

80  West  Main  Street,  Glen  Lyon  18617. 

Clifford  H.  Urban,  M.D. 

Sacred  Heart  Hospital,  Norristown  19401. 

( Consultants ) 

Cyril  H.  Wecht,  M.D. 

1417  Frick  Building,  Pittsburgh  15219. 

Joseph  W.  Spelman,  M.D. 

Medical  Examiner’s  Office,  13th  and  Wood  Streets, 
Philadelphia  19100. 

Staff  Assignment — Robert  H.  Craig,  Jr. 
Council  on  Medical  Service 


Harry  V.  Armitage,  M.D.,  Chairman 
400  East  13th  Street,  Chester  19013. 

William  A.  Barrett,  M.D.,  Vice-Chairman 
3708  Fifth  Avenue,  Pittsburgh  15213. 

Samuel  T.  Buckman,  M.D. 

70  South  Franklin  Street,  Wilkes-Barre  18701. 

Herman  Bush,  M.D. 

499  Third  Avenue,  Beaver  15009. 

Robert  P.  Dutlinger,  M.D. 

414  North  Second  Street,  Harrisburg  17101. 

John  A.  Fust,  M.D. 

Hamot  Hospital,  Erie  16512. 

Rudolph  K.  Glocker,  M.D. 

701  Main  Street,  Royersford  19468. 

Edmund  L.  Housel,  M.D. 

255  South  17th  Street,  Philadelphia  19103. 

Robert  H.  Kough,  M.D. 

Red  Oak  Drive,  R.  D.  #4,  Danville  17821. 

Matthew  Marshall,  Jr.,  M.D. 

509  Peoples  East  End  Building,  Pittsburgh  15206. 

J.  Eugene  Ruben,  M.D. 

1930  Chestnut  Street,  Philadelphia  19103. 
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Robert  G.  Stevens,  M.D. 

777  Rural  Avenue,  Williamsport  17702. 

Ralph  \1.  Weaver,  M.D. 

1323  North  Main  Street,  Butler  16001. 

(Ex  Officio  Without  Vote) 

Orlo  G.  McCoy,  M.D. 

Box  195,  Canton  17724. 

(Second  Vice-President) 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

(Board  Representative) 

Staff  Assignment — Richard  L.  Sloan 

Commission  on  Health  Facility  Planning 

Matthew  Marshall,  Jr.,  M.D.,  Chairman 

509  Peoples  East  End  Building,  Pittsburgh  15206. 
Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

Richard  A.  Kern,  M.D. 

3401  North  Broad  Street,  Room  102,  Philadelphia 
19140. 

John  A.  Ilampsey,  M.D. 

35  East  Elizabeth  Avenue,  Bethlehem  18018. 

Harold  J.  McLaren,  Jr.,  M.D. 

225  West  25th  Street,  Suite  204,  Erie  16502. 

George  R.  Moffitt,  Jr.,  M.D. 

2447  North  Third  Street,  Harrisburg  17110. 

Louis  R.  Murphy,  M.D. 

701  Medical  Arts  Building,  Scranton  18503. 

Staff  Assignment — Richard  L.  Sloan 

Commission  on  Hospital  Relations 

J.  Eugene  Ruben,  M.D.,  Chairman 

1930  Chestnut  Street,  Philadelphia  19103. 

Raymond  C.  Davis,  M.D. 

103  Erie  Avenue,  Susquehanna  18847. 

Harry  D.  Lykens,  M.D. 

253  Easterly  Parkway,  State  College  16801. 
Lawrence  H.  Warbasse,  Jr.,  M.D. 

Harrisburg  Polyclinic  Hospital,  Harrisburg  17105. 
John  F.  Whitehill,  Jr.,  M.D. 

R.  D.  2,  Lewistown  17044. 

Staff  Assignment — Richard  L.  Sloan 

Commission  on  Fees 

Urology:  William  A.  Barrett,  M.D.,  Chairman 
3708  Fifth  Avenue,  Pittsburgh  15213. 

Allergy:  Harry  L.  Rogers,  M.D. 

829  Spruce  Street,  Philadelphia  19107. 
Anesthesiology:  J.  Eugene  Ruben,  M.D. 

1930  Chestnut  Street,  Philadelphia  19103. 
Dermatology:  Hugh  M.  Crumay,  M.D. 

115  State  Street,  Harrisburg  17101. 

General  Practice:  James  H.  Allison,  M.D. 

508  South  Washington  Street,  Gettysburg  17325. 
Internal  Medicine:  Jerome  Chamovitz,  M.D. 

17  Beaver  Road,  Sewickley  15143. 

Neurosurgery:  George  A.  Lyon,  M.D. 

522  West  Fourth  Street,  Williamsport  17701. 
Obstetrics  and  Gynecology:  Frances  C.  Schaeffer,  M.D. 

254  North  St.  Cloud  Street,  Allentown  18104. 
Ophthalmology : Herbert  J.  Bacharach,  M.D. 

1212  Turnpike  Avenue,  Clearfield,  16830. 
Orthopedics:  S.  Richard  Kaplan,  M.D. 

Graduate  Medical  Building,  Suite  304,  419  South 
19th  Street,  Philadelphia  19146. 


Otolaryngology:  C.  Fremont  Hall,  M.D. 

130  Nutt  Road,  Phoenixville  19460. 

Pathology:  F.  Wells  Brason,  M.D. 

Laboratory,  Harrisburg  Hospital,  Harrisburg  17101. 
Pediatrics:  Gordon  A.  Kagen,  M.D. 

224  North  Fifth  Street,  Reading  19601. 

Physical  Medicine  and  Rehabilitation:  John  H.  Kuitert, 
M.D. 

St.  Vincent  Hospital,  Erie  16512. 

Plastic  Surgery:  William  L.  White,  M.D. 

3500  Fifth  Avenue,  Pittsburgh  15213. 

Proctology:  Peter  V.  Martin,  M.D. 

Oak  Hurst  Road,  Center  Valley  18034. 

Psychiatry:  H.  Keith  Fischer,  Jr.,  M.D. 

School  Lane  House,  A-110,  5450  Wissahickon  Ave- 
nue, Philadelphia  19144. 

Radiology:  Richard  R.  Hoffman,  M.D. 

411  North  Eighth  Street,  Lebanon  17042. 

Surgery:  H.  Taylor  Caswell,  M.D. 

3401  North  Broad  Street,  Philadelphia  19140. 
Thoracic  Surgery:  Edward  M.  Kent,  M.D. 

Grubbs  Road,  R.  D.  1,  Wexford  15090. 

Staff  Assignment — Richard  L.  Sloan 

Council  on  Public  Service 

John  F.  Hartman,  Jr.,  M.D.,  Chairman 

Box  299,  St.  Vincent  Hospital,  Erie  16512. 

Edward  C.  Raffensperger,  M.D.,  Vice-Chairman 
Hospital  of  the  University  of  Pennsylvania, 

3400  Spruce  Street,  Philadelphia  19104. 

R.  William  Alexander,  M.D. 

542  Elm  Street,  Reading  19601. 

Walter  I.  Buchert,  M.D. 

Geisinger  Medical  Center,  Danville  17821. 

Kenneth  L.  Cooper,  M.D. 

230  Dunbar  Road,  Williamsport  17702. 

James  B.  Donaldson,  M.D. 

421  Meadowbrook  Road,  St.  Davids  19089. 

Leo  C.  Eddinger,  M.D. 

951  North  Fourth  Street,  Allentown  18102. 

Wilson  C.  Everhart,  M.D. 

106  State  Street,  Harrisburg  17101. 

LeRoy  A.  Gehris,  M.D. 

808  North  Third  Street,  Reading  19601. 

Charles  J.  H.  Kraft,  M.D. 

Meshoppen  18630. 

Arthur  E.  Pollock,  M.D. 

1217  14th  Avenue,  Altoona  16601. 

Jack  C.  White,  M.D. 

108  East  Biddle  Street,  West  Chester  19380. 

Ralph  C.  Wilde,  M.D. 

3500  Fifth  Avenue,  Pittsburgh  15213. 

(Ex  Officio  Without  Vote) 

LeRoy  A.  Gehris,  M.D. 

808  North  Third  Street,  Reading  19601. 

(Fourth  Vice-President) 

Cyrus  B.  Slease,  M.D. 

183  South  Jefferson  Street,  Kittanning  16201. 

( Board  Representative ) 

Staff  Assignment — Dane  S.  Wert 

Commission  on  Disaster  Medical  Care 

Jack  C.  White,  M.D.,  Chairman 

108  East  Biddle  Street,  West  Chester  19380. 

John  Sparks  Chaffee,  M.D. 

820  Sassafras  Street,  Erie  16501. 
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John  A.  Hampsey,  M.D. 

35  East  Elizabeth  Avenue,  Bethlehem  18018. 
Francis  C.  Jackson,  M.D. 

Veterans  Administration  Hospital,  University  Drive, 
Pittsburgh  15240. 

Robert  F.  Norris,  M.D. 

University  of  Pennsylvania  Hospital 
3400  Spruce  Street,  Philadelphia  19104. 

William  I.  Silvernail,  M.D. 

1625  North  Front  Street,  Harrisburg  17102. 

Staff  Assignment — L.  Riegel  Haas 

Commission  on  Rural  Health 

Charles  J.  II.  Kraft,  M.D.,  Chairman 
Meshoppen  18630. 

Ross  E.  Bryan,  Jr.,  M.D. 

514  Third  Avenue,  West,  Warren  16365. 

H.  Robert  Davis,  M.D. 

112  Fourth  Street,  Boiling  Springs  17007. 

Samuel  S.  Morrison,  M.D. 

R.  D.  6,  Danville  17821. 

O.  K.  Stephenson,  M.D. 

East  Main  Street,  New  Bloomfield  17068. 

Arthur  R.  Wilson,  M.D. 

105  East  Main  Street,  Dayton  16222. 

Staff  Assignment — L.  Riegel  Haas 

Council  on  Scientific  Advancement 


Raymond  C.  Grandon,  M.D.,  Chairman 
131  State  Street,  Harrisburg  17J01. 

James  A.  Collins,  Jr.,  M.D.,  Vice-Chairman 
Geisinger  Medical  Center,  Danville  17821. 

Dominic  A.  Donio,  M.D. 

528  Washington  Street,  Allentown  18102. 

Richard  B.  Eisenberg,  M.D. 

St.  Vincent  Hospital,  Erie  16512. 

Joseph  T.  Freeman,  M.D. 

8-A  Rittenhouse  Plaza,  Philadelphia  19103. 

John  M.  Keller,  M.D. 

Geisinger  Medical  Center,  Danville  17821. 

Charles  M.  Kutz,  M.D. 

349  Main  Street,  Brookville  15825. 

Mark  R.  Leadbctter,  M.D. 

Gulf  Oil  Corporation,  Medical  Department 

Gulf  Building,  Seventh  and  Grant  Streets,  Pitts- 
burg 15230. 

Richard  B.  Magee,  M.D. 

501  Harvard  Avenue,  Altoona  16601. 

Paul  J.  Poinsard,  M.D. 

2031  Locust  Street,  Philadelphia  19103. 

Frank  H.  Ridgley,  M.D. 

415  North  Franklin  Street,  West  Chester  19380. 
Ralph  K.  Shields,  M.D. 

St.  Luke’s  Hospital,  Bethlehem  18015. 

F.  William  Sunderman,  M.D. 

1833  Delancey  Place,  Philadelphia  19103. 

(Ex  Officio  Without  Vote) 

Charles  A.  Bikle,  M.D. 

19  North  Fifth  Avenue,  Chambersburg  17201. 
(Third  Vice-President) 

George  A.  Rowland,  M.D. 

101  State  Street,  Millville  17846. 

( Board  Representative ) 

Staff  Assignment — LeRoy  C.  Erickson 


Commission  on  Chronic  Illness  and  Geriatrics 

Joseph  T.  Freeman,  M.D.,  Chairman 

8-A  Rittenhouse  Plaza,  Philadelphia  19103. 

Ralph  S.  Blasiole,  M.D. 

506  West  Main  Street,  Monongahela  15063. 

Gerard  P.  Hammill,  M.D. 

John  J.  Kane  Hospital,  Pittsburgh  15216. 

Guy  L.  Kratzer,  M.D. 

1447  Hamilton  Street,  Allentown  18102. 

Nathan  Sussman,  M.D. 

805  North  Second  Street,  Harrisburg  17102. 
Clarence  A.  Tinsman,  M.D. 

4217  Orchard  Hill  Road,  Harrisburg  17110. 

(Consultants) 

Carl  C.  Kuehn,  M.D. 

Box  90,  Department  of  Health,  Harrisburg  17120. 

J.  Stanley  Smith,  M.D. 

Office  of  Public  Assistance,  Department  of  Public 
Welfare 

423  Health  and  Welfare  Building,  Harrisburg  17120. 
Staff  Assignment — Sam  C.  Price 

Commission  on  Drug  Addiction  and  Alcoholism 
Charles  M.  Kutz,  M.D.,  Chairman 
349  Main  Street,  Brookville  15825. 

Anthony  J.  Cummings,  M.D. 

1421  Pittston  Avenue,  Scranton  18505. 

C.  Nelson  Davis,  M.D. 

524  Howe  Road,  Merion  Station  19066. 

Carmela  F.  deRivas,  M.D. 

Norristown  State  Hospital,  Norristown  19401. 

Samuel  B.  Hadden,  M.D. 

135  South  19th  Street,  Philadelphia  19103. 

Emil  S.  Trellis,  M.D. 

Torrance  State  Hospital,  Torrance  15779. 

Staff  Assignment — LeRoy  C.  Erickson 

Commission  on  Environmental  Health 
F.  William  Sunderman,  M.D.,  Chairman 
1833  Delancey  Place,  Philadelphia  19103. 

A.  L.  Chapman,  M.D. 

603  Health  and  Welfare  Building,  Harrisburg  17102. 

Richard  I.  Darnell,  M.D. 

North  Main  Street,  New  Hope  18938. 

Matthew  R.  Hadley,  M.D. 

1500  Fifth  Avenue,  McKeesport  15132. 

D.  Stewart  Polk,  M.D. 

West  Montgomery  Avenue,  Rosemont  19010. 

Walter  G.  Vernon,  M.D. 

319  Prussian  Lane,  Wayne  19087. 

Staff  Assignment — LeRoy  C.  Erickson 

Commission  on  Maternal  and  Child  Health 
John  M.  Keller,  M.D.,  Chairman 

Geisinger  Medical  Center,  Danville  17821. 

Eugene  A.  Conti,  M.D. 

519  North  Highland  Avenue,  Pittsburgh  15206. 
Thomas  F.  Fletcher,  M.D. 

Department  of  Pediatrics,  Harrisburg  Hospital, 
Harrisburg  17101. 

R.  Marvel  Keagy,  M.D. 

225  Logan  Boulevard,  Altoona  16602. 

Frances  C.  Schaeffer,  M.D. 

254  North  St.  Cloud  Street,  Allentown  18104. 

Paul  L.  Shallenberger,  M.D. 

Guthrie  Clinic  Ltd.,  Sayre  18840. 
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( Consultants ) 

Alexander  Randall  IV,  M.D. 

1174  Highland  Avenue,  Abington  19001. 

Jack  Sabloff,  M.D. 

Director,  Division  of  Maternal  and  Child  Health, 
Department  of  Health 

910  Health  and  Welfare  Building,  Harrisburg  17120. 
Staff  Assignment — Sam  C.  Price 

Commission  on  Medical  Education 

Dominic  A.  Donio,  M.D.,  Chairman 

528  Washington  Street,  Allentown  18102. 

Eugene  A.  Curtin,  M.D. 

Medical  Arts  Building,  Scranton  18503. 

Daniel  W.  Elliott,  M.D. 

West  Penn  Hospital,  Pittsburgh  15224. 

George  T.  Harrell,  Jr.,  M.D. 

Milton  S.  Hershey  Medical  Center,  Box  Y,  Hershey 
17033. 

Arthur  D.  Nelson,  M.D. 

898  Crestline  Drive,  Blue  Bell  19422. 

Joseph  D.  Purvis,  M.D. 

371  North  Main  Street,  Butler  16001. 

Joseph  M.  Stowell,  M.D. 

Blair  Medical  Center,  501  Howard  Avenue,  Altoona 
16601. 

Edward  G.  Torrance,  M.D. 

678  Burmont  Road,  Drexel  Hill  19026. 

Staff  Assignment — LeRoy  C.  Erickson 

Commission  on  Mental  Health 
Paul  J.  Poinsard,  M.D.,  Chairman 

2031  Locust  Street,  Philadelphia  19103 
William  P.  Camp,  M.D. 

200  Hughes  Road,  King  of  Prussia  19406. 

Rex  A.  Pittenger,  M.D. 

3601  Fifth  Avenue,  Pittsburgh  15213. 

Benjamin  Schneider,  M.D. 

123  East  Market  Street,  Danville  17821. 

Charles  F.  Taylor,  M.D. 

713  East  Market  Street,  York  17403 

Staff  Assignment — LeRoy  C.  Erickson 

Commission  on  Occupational  Health 

Mark  R.  Leadbetter,  M.D.,  Chairman 

Gulf  Oil  Corporation,  Medical  Department 

Gulf  Building,  7th  and  Grant  Streets,  Pittsburgh 

15230. 


Edward  I.  Geller,  M.D. 

1027  North  19th  Street,  Allentown  18104. 

Donald  W.  LaVan,  M.D. 

4906  Wyndale  Avenue,  Philadelphia  19131. 
Edward  M.  Sivick,  M.D. 

2157  Market  Street,  Camp  Hill  17011. 

Harry  Wagenheim,  M.D. 

1822  Spruce  Street,  Philadelphia  19103. 

James  R.  Weddell,  M.D. 

Medical  Director,  Clairton  Works,  Clairton  15025. 
Staff  Assignment — Sam  C.  Price 

Commission  on  School  Health 
and  Sports  Injuries 

James  A.  Collins,  Jr.,  M.D.,  Chairman 

Geisinger  Medical  Center,  Danville  17821, 

John  T.  Dickinson,  M.D. 

M.D.  Building,  1501  Locust  Street,  Pittsburgh  15219. 

Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Lane,  Harrisburg  17109 

Harry  Fields,  M.D. 

133  South  36th  Street,  Philadelphia  19104. 

William  C.  Grasley,  M.D. 

The  Ritenour  Health  Center,  University  Park  16802. 

Richard  J.  Patterson,  M.D. 

232  State  Street,  Harrisburg  17101. 

Staff  Assignment — Sam  C.  Price 

Commission  on  Traffic  Safety 

Frank  H.  Ridgley,  M.D.,  Chairman 

415  North  Franklin  Street,  West  Chester  19380. 

Donald  M.  Blatchley,  M.D. 

225  Professional  Building,  Greensburg  15601. 

Arthur  H.  Keeney,  M.D. 

Wills  Eye  Hospital,  1601  Spring  Garden  Street, 
Philadelphia  19130. 

Weir  L.  King,  M.D. 

Family  Medical  Center,  St.  Lawrence,  Reading 
19606. 

Stuart  E.  Price,  Jr.,  M.D. 

509  Peoples  East  End  Building,  Pittsburgh  15206. 

J.  Stanley  Smith,  M.D. 

4323  Crestview  Road,  Harrisburg  17112. 

Staff  Assignment — Sam  C.  Price 
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Woman  s Auxiliary 

Officials  for  the  Year  1967-1968 


Officers 

President 
Mrs.  Jacob  Ripp 
1047  Beechwood  Boulevard 
Pittsburgh  15206 


President-Elect 
Mrs.  Axel  K.  Olsen 
742  Stoke  Road 
Villanova  19085 


First  Vice-President 
Mrs.  Stephen  D.  Lockey 
1911  Millersville  Pike 
Lancaster  17603 

Treasurer 

Mrs.  Frank  J.  Corbett 

P.  O.  Box  248 
Fayetteville  17222 

Speaker,  House  of  Delegates 

Mrs.  James  W.  Minteer 
505  Hyde  Avenue 
Ridgway  15853 


Second  Vice-President 

Mrs.  Arthur  E.  Pollock 
114  Ruskin  Drive 
Altoona  16601 

Recording  Secretary 
Mrs.  Ralph  S.  Blasiole 
881  East  Beau  Street 
Washington  15301 

Corresponding  Secretary 
Mrs.  Donald  L.  McMillan 
794  Washington  Road 
Pittsburgh  15228 


Third  Vice-President 
Mrs.  John  A.  Schneider 
75  Standish  Boulevard 
Pittsburgh  15228 

Financial  Secretary 
Mrs.  C.  Henry  Bloom 
1021— 58th  Street 
Altoona  16601 

Parliamentarian 
Mrs.  Alfred  W.  Crozier 
6847  Juniata  Place 
Pittsburgh  15208 


Immediate  Past  President 
Mrs.  Manuel  A.  Bergnes 
1735  West  Main  Street 
Norristown  19401 


Executive  Secretary 
Mrs.  Arlene  C.  Oyler 
Taylor  Bypass  and  Erford  Road 
Lemoyne  17043 


District  Councilors 

Mrs.  Axel  K.  Olsen,  Chairman 


First  District — Mrs.  Richard  C.  Taylor,  354  Valley 
Road,  Merion  Station  19066. 

Second  District — Mrs.  LeRoy  A.  Gehris,  808  North 
Third  Street,  Reading  19600.  Councilor-Elect — Mrs.  E. 
Howard  Bedrossian,  4501  State  Road,  Drexel  Hill 
19620. 

Third  District — Mrs.  Dennis  J.  Bonner,  101  East 
Ludlow  Street,  Summit  Hill  18250. 

Fourth  District— Mrs.  Luther  H.  Cone,  R.  D.  #1, 
Box  274,  Paxinos  17860. 

Fifth  District — Mrs.  Raymond  C.  Grandon,  Grand 
Acres  M.R.,  New  Cumberland  17070. 

Sixth  District — Mrs.  Frederick  R.  Gilmore,  Skyline 
G-G  Ranch,  Rockton  15856.  Councilor-Elect — Mrs. 
Frank  R.  Kinsey,  Ridgewood,  Lewistown  17044. 


Seventh  District — Mrs.  Spencer  J.  Servoss,  17  Round 
Hill  Road,  Williamsport  17705. 

Eighth  District — Mrs.  David  J.  Keck,  R.  D.  #1,  Old 
Ridge  Road,  Fairview  16415.  Councilor-Elect — Mrs. 
Robert  N.  Moyers,  R.  D.  #1,  Conneaut  Lake  16316. 

Ninth  District — Mrs.  L.  Robert  Varner,  Box  158, 
Sligo  16225. 

Tenth  District — Mrs.  Morgan  F.  Taylor,  110  Windy 
Ghoul  Drive,  Beaver  15009. 

Eleventh  District — Mrs.  Clarence  J.  McCullough, 
424  East  Wheeling  Street,  Apt.  D-4,  Washington  15301. 
Councilor-Elect — Mrs.  Donald  R.  Pohl,  2146  Wood- 
crest  Drive,  Johnstown  15905. 

Twelfth  District — Mrs.  Edward  G.  Werhun,  11  Park 
Avenue,  Wilkes-Barre  18702. 


State  Committee  Chairmen 


American  Medical  Association  Education  and  Research 
Foundation:  Mrs.  Fred  G.  Holt,  130  Valley  Road, 
Neffsville  17556. 

Archives:  Mrs.  Ralph  S.  Blasiole,  881  East  Beau  Street, 
Washington  15301. 

Btjlaws:  Mrs.  John  M.  Wagner,  112  Colburn  Avenue, 
Clarks  Summit  18411. 

Community  Service:  Mrs.  Victor  F.  Grieco,  926  Holly- 
wood Circle,  Williamsport  17701. 

Conference:  Mrs.  J.  Thomas  Millington,  242  West- 
over  Drive,  New  Cumberland  17070;  Mrs.  Lloyd  S. 
Persun,  Jr.,  131  Paxtang  Avenue,  Harrisburg  17111. 

Convention:  Mrs.  C.  Craig  Wright,  111  Chapel  Ridge 
Road,  Pittsburgh  15238;  Co-Chairman,  Mrs.  Daniel 
W.  Elliott,  657  Morewood  Avenue,  Pittsburgh  15213. 

Disaster  Preparedness:  Mrs.  Edwin  S.  Kremer,  Jr.,  4205 
Trask  Avenue,  Erie  16508. 

Educational  Fund:  Mrs.  Richard  C.  Reinsel,  1314  Mon- 
roe Avenue,  Wyomissing  19610. 

Finance:  Mrs.  C.  Henry  Boom,  1021 — 58th  Street, 
Altoona  16601. 

Health  Careers:  Mrs.  John  H.  Eves,  Pine  Run  Road, 
R.  D.  #1,  Doylestown  18901. 

International  Health  Activities:  Mrs.  John  J.  Canfield, 
259  Pike  Street,  Port  Carbon  17965. 


Legislation:  Mrs.  Robert  L.  Harding,  2815  Fairview 
Road,  Camp  Hill  17011. 

Medical  Benevolence  Fund:  Mrs.  Joseph  L.  Moretto, 
Glen  Road,  New  Castle  16101. 

Members-at-Large:  Mrs.  John  G.  Hallisey,  101  South 
Brodhead  Road,  Aliquippa  15001. 

Membership:  Mrs.  Stephen  D.  Lockey,  1911  Millers- 
ville Pike,  Lancaster  17603. 

Mental  Health:  Mrs.  Claude  H.  Butler,  309-A  Towne 
Place,  King  of  Prussia  19406. 

Necrology:  Mrs.  William  S.  Keck,  Maplewood  Ter- 
race, 222  Oak  Lane,  Greensburg  15601. 

Nominations:  Mrs.  Manuel  A.  Bergnes,  1735  West 

Main  Street,  Norristown  19401. 

Program:  Mrs.  J.  Antrim  Crellin,  2031  Locust  Street, 
Philadelphia  19103. 

Public  Health:  Mrs.  Robert  F.  Beckley,  341  Susque- 
hanna Avenue,  Lock  Haven  17745. 

Publications:  Mrs.  Robert  E.  Barto,  565  Brentwater 
Road,  Camp  Hill,  17011. 

Publicity:  Mrs.  Paul  K.  Waltz,  729  Indiana  Avenue, 
Lemoyne  17043. 

Rural  Health:  Mrs.  George  A.  Poe,  Samuel  G.  Dixon 
Hospital,  South  Mountain  17261. 

Safety:  Mrs.  Edwin  S.  Kremer,  Jr.,  4205  Trask  Avenue, 
Eric  16508. 


CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 

Psychiatric  positions  in  a challeng- 
ing, developing  program  of  treatment, 

rehabilitation,  and  investigation  of  the 
mentally  ill.  Psychiatric  Physician  III 
— At  least  four  years  of  experience 
beyond  residency  including  two  years 
in  an  administrative  capacity — $19,- 
667-$22,768.  Psychiatric  Physician  II 
— Must  meet  basic  requirements  of 
examining  board  — $17,839-$20,629. 
Psychiatric  Physician  I — Approved 
residency  training  must  be  completed 
— $16, 170-$  18,725.  All  Staff  physi- 
cians must  be  able  to  obtain  medical 
licensure  in  Pennsylvania.  Contact 
H.  C.  Eaton,  Superintendent,  Har- 
risburg State  Hospital,  Pouch  A, 
Harrisburg,  Pennsylvania  17109. 
Telephone  (717)  238-7352. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  1 V2 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 

Psychiatric  Residencies:  Approved 
three-year  progressive  program  in  met- 
ropolitan Detroit  area.  University  as- 
sociations. Teaching  staff  of  Board 
men,  psychoanalysts,  professors,  out- 
standing visiting  lecturers.  Active  re- 
search. Modern  physical  plant.  Sal- 
ary $8,978;  $9,405;  $10,213.  Five 
year  career  program  $10,213  to  $18,- 
507.  Salary  increase  expected  in  July. 
Liberal  Civil  Service  benefits.  General 
practitioners  completed  internship  four 
years  ago  may  be  eligible  for  NIMH 
stipends  of  $12,000  per  year.  Write 
Director  of  Education  and  Re- 
search, Northville  State  Hospital, 
Northville,  Michigan  48167. 

Obstetrician-Gynecologist  needed 
for  an  agricultural,  industrial  and  fed- 
eral employment  community  of  25,000 
population  in  south-central  Pennsyl- 
vania. New  100-bed  general  hospital. 
Contact  R.  A.  Baldwin,  Administra- 
tor, Waynesboro  Hospital,  Waynes- 
boro, Pa.  17268.  Phone  (717)  762- 
3131. 

General  Practitioner  needed  for  an 

agricultural,  industrial  and  federal  em- 
ployment community  of  25,000  popu- 
lation in  south-central  Pennsylvania. 
New  100-bed  general  hospital.  Con- 
tact R.  A.  Baldwin,  Administrator, 
Waynesboro  Hospital,  Waynesboro, 
Pa.  17268.  Phone  (717)  762-3131. 

G.P.  or  other  specialist  wanted  in 

Pennsburg,  Pa.  New,  modern,  air- 
conditioned  office  available.  Call  723- 
9688  or  679-5393. 


On  January  1,  1968  a position  is 
available  for  physician  to  direct  medi- 
cal service  in  accredited  state  hospital 
located  near  Boston,  with  research  and 
teaching  affiliations.  Salary  ranges 
from  approximately  $14,000  to  $19,- 
000  annually.  Housing  at  nominal 
rental  is  available.  Generous  vacation, 
retirement,  and  health  insurance  bene- 
fits included.  Candidates  may  apply  to 
Theodore  F.  Lindberg,  M.D.,  Super- 
intendent, Medfield  State  Hospital, 
Box  A,  Harding,  Mass.  02042. 

Physician  Wanted:  Excellent  oppor- 
tunity for  general  practitioner,  Em- 
porium, Pa.  County  seat  in  northern 
area  of  state,  center  of  hunting  and 
fishing.  Prosperous  community,  di- 
versified industry,  modern  hospital  fa- 
cilities available.  GP  with  large  active 
practice  retiring,  offices  available.  Con- 
tact Emporium  Chamber  of  Com- 
merce, 105  E.  Fourth  Street,  Em- 
porium, Pa.  15834. 

A Board-certified  or  eligible  obste- 
trician-gynecologist is  wanted  to  join 
a solo  Ob-Gyn  man  Board  certified 
F.A.C.O.G.-F.  A.  C.  S.  about  six  miles 
east  of  Pittsburgh,  Pa.  The  position 
offers  an  open  starting  salary  leading 
to  full  partnership.  Send  qualifications 
for  an  interview  to  Department  515, 
Pennsylvania  Medicine. 

Physician  wanted — JCAH  fully  ac- 
credited ultra-modern  2000-bed 

chronic  disease  hospital.  (No  psy- 
chotic or  tuberculous  patients.)  Dy- 
namic rehabilitation  program;  univer- 
sity affiliations;  regular  consultation 
available  in  all  specialities;  five  day 
thirty-five  hour  work  week;  liberal  paid 
vacations  and  holidays;  pension  plan; 
insurance  and  other  fringe  benefits. 
Limited  number  of  ranch-type  homes 
and  apartments  available  on  the 
premises.  Pennsylvania  license  re- 
quired. Salary  competitive  and  nego- 
tiable. Reply  Department  512,  Penn- 
sylvania Medicine. 


General  Practitioner:  To  join  part- 
ners in  suburban  Pittsburgh,  Pa.  Mod- 
ern office,  good  hospital  affiliation. 
Growing  practice.  Full  partnership  in 
three  years.  Write  Department  520, 
Pennsylvania  Medicine  or  telephone 
(412)  793-7787  for  appointment. 

General  Surgeon,  Pittsburgh,  Pa. 

Surgical  Group  Board  certified  or  eli- 
gible, salary,  leading  to  full  partner- 
ship. Pennsylvania  license  or  eligibility 
required,  military  service  completed. 
Write  Department  519,  Pennsylvania 
Medicine. 

Anesthesiologist  needed  for  an  agri- 
cultural, industrial  and  federal  employ- 
ment community  of  25,000  population 
in  south-central  Pennsylvania.  New 
100-bed  general  hospital.  Contact  R. 
A.  Baldwin,  Administrator,  Waynes- 
boro Hospital,  Waynesboro.  Pa.  17268. 
Phone  (717)  762-3131. 

PHYSICIANS  AVAILABLE 

General  practitioner,  5 years  pri- 
vate practice,  completing  military  ser- 
vice April  1968.  Interested  in  position 
in  southeast  Pennsylvania.  Will  con- 
sider all  offers  but  particularly  inter- 
ested in  practice  with  two  or  more 
general  practitioners.  Write:  William 
H.  Lord,  M.D.,  5359  Coachway  Drive, 
Norfolk,  Virginia  23502. 

FOR  RENT 

Ski  House  for  rent  near  Sugarbush, 
Vermont,  modern  facilities,  sleeps  7- 
11,  by  season,  month  or  week,  write 
Box  3591,  New  York.  N.Y.  10017. 

FOR  SALE 

Medical,  scientific  and  technical 
periodicals  bought,  sold  and  exchanged. 

G.  H.  Arrow  Co.,  S.  E.  Corner  4th  and 
Brown  Streets,  Philadelphia,  Pa.  19123. 
Phone  (215)  WA  2-3211. 


CLASSIFIED  ADVERTISING  INFORMATION 
RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


In  My  Opinion  . . . 

New  Standards 
for  the  G.P. 

At  long  last  the  G.P.  is  to  come  into  his  own.  And  we  think  it  is 
about  time,  too.  For  a half  century  now  the  specialist  with  his  board 
certification  tolerated  the  G.P.  with  brotherly  contempt.  Recently 
delegates  to  the  Congress  of  the  American  Academy  of  General  Prac- 
tice approved  a Committee  on  Requirements  for  Certification  and  sub- 
mitted final  application  for  establishing  a new  specialty  of  family  prac- 
tice. We  think  it  wise  that  the  founding  fathers  have  gone  out  of  their 
way  to  stress  the  requirements  for  the  new  20th  specialty  board  and 
grant  no  “automatic  grandfather  clause,”  and  call  for  three  years  of 
special  training  after  the  M.D.  degree,  passing  a certifying  examination 
and  periodically  retesting  for  renewed  certification  to  prove  continued 
competence.  It  is  unfortunate  that  this  method  will  be  strictly  adhered 
to,  but  it  is  unfortunately  true  that  some  G.P.’s  never  have  opened  a 
book  or  attended  a postgraduate  course  since  completing  medical 
school.  The  line  must  be  drawn  somewhere. 

The  new  specialty  plans  two  classifications  of  applicants — residency- 
eligible  candidates,  for  graduates  of  three-year  approved  graduate 
training  programs  in  family  practice  which  meet  the  requirements  of 
providing  instruction  covering  the  content  of  Committee  on  Require- 
ments for  Certification  of  Family  Practice;  and  practice-eligible  can- 
didates— physicians  who  have  been  in  practice  or  a member  of  a 
medical  school  faculty  for  six  years  and  who  present  evidence  to  show 
that  they  have  taken  three-hundred  hours  of  postgraduate  instruction 
acceptable  to  the  American  Board  of  Family  Practice. 

For  several  years  your  County  Medical  Society  and  the  editor  of 
your  Bulletin  have  urged  physicians  to  avail  themselves  of  the  post- 
graduate courses  offered  locally  at  the  various  hospitals,  printing 
monthly  the  scheduled  dates,  subjects  offered,  etc.  Like  so  many  other 
matters  pertaining  to  Medicine,  we  continue  to  complain,  but  we  do 
not  attend  meetings.  We  air  our  bitter  criticisms,  but  we  fail  to  read 
our  Bulletin.  Like  lumber  in  the  lumber  yards,  we  lie  snoring  among 
the  piles  of  dead  wood  and  refuse  to  even  warp  when  the  rain  falls. 
Too  bad,  isn't  it?  So  prepare  yourself,  G.P.  In  the  future  you  may 
not  even  be  licensed  for  the  profession  to  which  you  devoted  so  many 
hours  of  your  life.  Standards  will  be  laid  down,  rules  and  regulations 
will  permit  you  to  continue  practice  or  not.  Educational  standards  will 
be  strictly  adhered  to,  and  determination  for  certification  will  include: 

• Graduation  from  an  AMA  approved  medical  school. 

• Successful  completion  of  an  approved  graduate  training  program 
in  family  practice. 

• Successful  completion  of  a comprehensive  examination  covering 
the  “Core  Content  of  Family  Medicine.” 

For  practice-eligible  candidates  the  standards  are: 

• Medical  school  graduation. 

• At  least  three-hundred  hours  of  postgraduate  instruction  ac- 
ceptable to  the  American  Board  of  Family  Practice  and  completed 
over  a six-year  period  during  which  the  candidate  must  have  been 
engaged  in  active  practice  of  medicine  or  a member  of  a medical 
school  faculty. 

© Successful  completion  of  an  examination  covering  the  “Core 
Content  of  Family  Medicine.” 

All  who  become  diplomates  of  the  American  Board  of  Family  Prac- 
tice “will  be  required  to  successfully  pass  reboarding  examinations 
every  six  years  in  order  to  maintain  their  status  as  a diplomate.” 

Edward  R.  Janjigian,  M.D.,  Kingston 
Excerpted  from  The  Luzerne  County  Medical  Society  Bulletin. 


A look  into  the  new  year  somehow 
is  accompanied  by  a glimpse  back 
through  1967.  It  was  a good  year.  Not 
so  good  when  we  scan  the  world  and 
reflect  on  the  Vietnam  war,  England’s 
devaluation  of  the  pound,  and  prob- 
lems in  France,  not  really  very  good 
if  we  pause  to  review  our  own  nation’s 
racial  strife,  threats  of  inflation,  politi- 
cal and  business  uncertainty. 

A sharp  look  at  the  world  of  Medi- 
cine in  1967  reveals  many  changes 
fostered  by  politics,  by  labor  and  by 
society  itself. 

In  the  smaller  world  that  comprises 
Pennsylvania  Medicine,  1967  could 
have  been  better.  Nevertheless,  it  was 
a good  year. 

Your  Medical  Editor’s  efforts  re- 
sulted in  valuable  diversified  scientific 
sections.  The  establishment  of  more 
news  sources  to  provide  medically  re- 
lated information  helped  create  more 
complete  and  well-rounded  sections 
covering  all  areas  of  interest  to  Medi- 
cine. The  assistance  and  guidance  of 
your  Publication  Committee  and  the 
offerings  of  your  Contributing  Editors 
caused  an  increased  effectiveness,  a 
better  Journal. 

The  PMS  membership  seems  to  have 
responded.  Requests  for  reprints  and 
for  additional  copies  of  the  Journal 
have  continued  to  increase.  Over 
eight-hundred  reply  cards  were  re- 
turned requesting  the  booklet  Medico- 
Legal  Forms  offered  in  the  October 
issue.  State  government  officials  have 
asked  to  be  added  to  our  mailing  list. 

The  advertisers  have  responded. 
Their  ad  messages,  important  to  them 
as  a prime  method  of  communicating 
with  you,  have  increased  substantially 
these  past  twelve  months.  Your 
Journal,  although  not  totally  self-sup- 
porting, enjoyed  a greater  degree  of 
financial  success  last  year  than  for 
several  years  past. 

What  about  this  new  year?  A special 
issue  devoted  to  the  University  of 
Pittsburgh  School  of  Medicine;  another 
on  the  Hershey  Medical  Center;  a 
special  section  on  the  history  of  medi- 
cine in  Pennsylvania  and  a backlog 
of  scientific  manuscripts  and  feature 
articles  sufficient  to  insure  your  Jour- 
nal’s continuing  effectiveness. 

The  year  1967  was  a good  one  for 
Pennsylvania  Medicine.  1968  has 
indications  of  being  better.  F.  G.  M. 


CANCER  FORUM  PAGE 


FOR  INFORMATIVE  VIEWING  . . . 

The  American  Cancer  Society  offers  the  physician  eight  new  professional  films  on  cancer  and  the  care 
; of  cancer  patients.  Part  of  a half-million  dollar  project  by  the  Society,  the  films  represent  the  largest  and 
most  ambitious  film  program  ever  launched  against  a single  disease. 


The  following  films  are  available  now. 

THE  DIAGNOSIS  & MANAGEMENT  OF 
CANCER  OF  THE  COLON  & RECTUM 

Demonstrates  the  diagnosis  and  treatment  of  both  sympto- 
matic and  asymptomatic  cancer  of  the  colon  and  rectum. 
Warren  H.  Cole,  M.D.,  medical  consultant;  running  time: 
17  minutes,  color/sound. 

ORAL  CANCER 

Demonstrates  a brief,  systematic,  visual  and  digital  oral 
examination  for  cancer  as  part  of  the  routine  physical 
examination.  B.  L.  Aronoff,  M.D.,  medical  consultant; 
running  time:  22  minutes,  color/sound. 

TUMORS  OF  THE  MAJOR 
SALIVARY  GLANDS 

Demonstrates  the  differential  diagnosis  and  management 
of  tumors  of  the  parotid,  submaxillary  and  sublingual 
salivary  glands.  Edgar  L.  Frazell,  M.D.,  F.A.C.S.,  medi- 
cal consultant;  running  time:  15V2  minutes,  color/sound. 

THE  DENTIST  AND  CANCER 

Shows  how  dentists  in  their  daily  practice  can  help  im- 
prove the  cure  rate  and  diminish  suffering  from  oral 
cancer.  Routine  oral  cancer  exam  is  demonstrated. 
Nathaniel  H.  Rowe,  D.D.S.,  M.S.D.,  and  John  S.  Spratt, 
Jr.,  M.D.,  F.A.C.S.,  medical  consultants;  running  time: 
21  minutes,  color/sound. 


NURSING  MANAGEMENT  OF  THE 
PATIENT  WITH  CANCER 

Demonstrates  basic  nursing  techniques  for  cancer  patients. 
Colostomy  irrigation,  nasal  feeding,  tracheostomy,  laryn- 
gectomy and  ileal  bladder  care  are  featured.  Filmed  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases; 
running  time:  29  minutes,  color/sound. 

CANCER  IN  CHILDREN 

Presents  cases  of  nephroblastoma,  neuroblastoma,  in- 
tracranial neoplasm,  leukemia  and  rhabdomyosarcoma. 
Medical  consultants  are  specialists  from  the  staff  of 
Children’s  Hospital  of  Los  Angeles  and  University  of 
Southern  California  Medical  School;  running  time:  27 
minutes,  color/sound. 

CANCER  OF  THE  SKIN 

Demonstrates  the  differential  diagnosis  of  skin  neoplasms. 
Victor  H.  Witten,  M.D.,  Maurice  J.  Jurkiewicz,  M.D., 
and  Gilbert  B.  Snyder,  M.D.,  medical  consultants;  run- 
ning time:  18  minutes,  color/sound. 

CANCER  OF  THE  STOMACH 

Depicts  the  role  of  symptoms  and  signs,  barium  radio- 
graphy, and  gastric  analysis  in  arriving  at  a diagnosis  of 
gastric  cancer.  John  W.  Cline,  M.D.,  medical  consultant; 
running  time:  20  minutes,  color/sound. 


Physicians,  hospitals  and  medical  schools  interested  in  borrowing  these  films  should  contact  their  local 
American  Cancer  Society,  or  tear  out  this  page,  circling  the  appropriate  films  and  include  your  name  and 
address; 

iSend  to: 

Professional  Education  Director 
Pennsylvania  Division,  Inc. 

American  Cancer  Society 
P.  O.  BOX  4175 
Harrisburg,  Pa.  17111 


(YOUR  NAME) 


(ADDRESS) 


(CITY) 


PENNSYLVANIA  DIVISION 


PHILADELPHIA  DIVISION 


AMERICAN  CANCER  SOCIETY 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
^Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
Control  Section,  Pennsylvania  Department  of  Health. 


tiie"Ubrium  effect” 

(chlordiazepoxide  HCI) 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets-Libritabs 
(chlordiazepoxide). 


(in  Libritabs) 

(chlordiazepoxide) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lac- 
tation, or  in  women  of  childbearing  age  re- 
quires that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 


Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  com- 
bination therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 


tions, edema,  minor  menstrual  irregularity 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libid' 
all  infrequent  and  generally  controlled  witi 
dosage  reduction;  changes  in  EEG  patterr 
(low-voltage  fast  activity)  may  appear  duri 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  o 
casionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during 
protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  ma>| 
mum  beneficial  effects.  Oral— Adults:  Mill 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  1 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 r * 
b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  H(|l 
Capsules,  5 mg,  10  mg  and  25  mg  — bottlefl 
of  50.  Libritabs™-  (chlordiazepoxide)  Tatl:'“ 
lets,  5 mg,  10  mg  and  25  mg  — bottles  of  l !B 
With  respect  to  clinical  activity,  capsules  | 
and  tablets  are  indistinguishable. 

Roche  Laboratories 

Division  of 

Hoffmann  - La  Roche  Inc. 
Nutley,  N.J.  07110 
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/A/  TH/S  ISSUE: 


FROM  PLOUGHSHARES  TO  LIFE  SHARES 

The  Medical  Director  of  Dauphin  County  Hospital  discusses 
the  social  and  economic  factors  influencing  the  new  concept 
of  county  hospitals 

SENILE  DEMENTIA-A  REPORT  ON  THE  ANTICOAGULANT 
TREATMENT  OF  THIRTEEN  PATIENTS 

This  form  of  therapy  can  be  a practical  procedure  in  a large 
mental  hospital  with  a minimum  of  extra  facilities 


FEBRUARY,  1s»63 


a name  you  can  count  on 
when  it  counts 


(CHLORAMPHENICOL) 


Complete  information  for  usage  available  to  physicians  upon  request. 
Parke,  Davis  & Company.  Detroit,  Michigan  48232 


INFORMATIVE  CUSTOMARY  FEE  BILLING 
URGED  FOR  ALL  PENNSYCARE  SERVICES 


Physicians  are  urged  to  de- 
scribe the  degree  to  which 
they  contribute  to  the  Title 
19  Pennsycare  Program  by  sending  informative  statements  to 
patients  and  the  Dept,  of  Public  Welfare.  The  action  came  in 
endorsement  by  the  Pennsylvania  Medical  Society  Board  of 
Trustees  of  a resolution  composed  by  the  Mif f lin-Juniata 
County  Medical  Society  which  was  praised  for  its  initiative.. 
The  resolution  calls  on  physicians  to  submit  statements  show- 
ing their  customary  charges  to  the  Welfare  Department  but  to 
accept  as  full  payment  Welfare's  current  reimbursement  rates 
which  are  comparable  to  substandard  Blue  Shield  Plan  "A"  fees 
It  sets  a target  date--Dec.  31,  1970--  for  the  state  to 
achieve  customary  fee  payments  under  Title  19,  which  are  the 
goal  of  the  legislation. . . Duplicates  of  the  customary  fee 
statement  to  the  Welfare  Dept,  would  be  sent  to  the  patient 
with  the  notation  that  it  is  provided  for  the  patient's  in- 
formation, that  it  is  the  customary  fee  for  the  services  ren- 
dered and  that  the  statement  has  been  sent  to  the  state  for 
payment...  When  less  than  customary  fee  payment  is  received 
from  the  state,  information  on  the  amount  of  that  payment 
would  be  sent  to  the  patient,  stressing  that  it  is  informa- 
tive and  not  a bill,  and  pointing  out  that  the  difference  be- 
tween the  state  payment  and  the  customary  fee  represents  the 
service  gratuitously  provided  by  the  physician. . . The  resolu- 
tion, sent  to  all  county  medical  societies  and  to  state 
officials,  is  designed  to  start  a practice  that  will  show  to 
the  parties  involved  the  degree  of  physician  subsidization  of 
the  state's  medical  programs...  Talks  are  underway  with  the 
Welfare  Dept,  which  insists  it  cannot  process  any  statement 
in  excess  of  Plan  "A"  rates.  It  has  been  suggested  that  Blue 
Shield  as  a fiscal  agent  for  Pennsycare  would  have  such  a 
capability  and  there  are  moves  in  that  direction.  Meanwhile , 
physicians  who  submit  customary  fees  to  the  state  may  have 
their  statements  returned  without  any  payment.  PMS  members 
will  receive  additional  details  and  word  of  further  develop- 
ments... The  full  text  of  the  endorsed  Mif f lin-Juniata  reso- 
lution will  appear  in  next  month's  PENNSYLVANIA  MEDICINE. 


TRIAL  INTERN-RESIDENT  COURSE  APPROVED 


A trial  course  on  the 
socio-economics  of  medi- 
cal practice  for  interns  and  residents  covering  the  practical 
side  of  medical  practice,  public  and  community  relations  and 
the  role  of  medical  organizations  has  been  approved  by  the  PMS 
Board.  The  Council  on  Public  Service  will  choose  one  communi- 
ty and  one  university-related  hospital  in  which  to  present  the 
course  which  has  been  developed  by  the  Council  and  the  AMA. 

The  degree  of  participation  and  the  course  value  will  be  meas- 
ured and  reported. 


LOCAL  INDOCTRINATION  URGED  Consideration  of  a state  level  in- 
doctrination program  for  new  members 
has  resulted  in  State  Society  Board  approval  of  a recommenda- 
tion that  all  indoctrination  programs  be  conducted  on  the 
county  society  level.  The  recommendation  came  from  the  Council 
on  Public  Service  which  pointed  to  the  excellent  programs  al- 
ready being  carried  out  by  many  counties.  It  urged  every  coun- 
ty to  hold  indoctrination  meetings  and  pointed  to  the  guidance 
for  such  meetings  available  in  the  PMS  Service  Manual.  The 
Council  also  offered  its  assistance  to  counties. 


GROUP  PRACTICE  FACTS  AVAILABLE  The  PMS  Council  on  Scientific 

Advancement  has  in  operation  a 
group  practice  information  center  as  a free  service  to  State 
Society  members.  General  information  is  available  in  a free 
booklet,  and  the  Council  is  in  a position  to  obtain  answers  to 
specific  questions.  Requests  should  be  addressed  to  the 
Council . 


NEXT  MONTH 

THREE  HUNDRED  YEARS  OF  PENNSYLVANIA  MEDICINE 


- 


Pennsylvania’s  role  in  the  inception  and  develop- 
ment of  American  medicine  is  depicted  in  this 
special  section. 

THE  CAROTID  BODY  TUMOR 

Various  aspects  of  this  unusual  and  interesting 
tumor  are  discussed  and  a case  report  is  presented. 


3SP®  DISPOSABLE  UNIT 

W&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


MSULPHALEIN® 
I A COMPLETE, 
TERILE, 
SPOSABLE, 
ECONOMICAL 
ATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


YNSON,  WESTCOTT  & DUNNING.  INC. 


BALTIMORE,  MARYLAND  21201 


Photo  professionally  posed 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen«Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN-VEE®K 

(potassium  phenoxymethyl  penicillin) 
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The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  h.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  he  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCUNK 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown  I in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Barbiturates  Found  to 
Inhibit  Manufacture 
of  DNA 

Scientists  at  Temple  University  have 
discovered  that  barbiturates  prevent 
the  division  of  rapidly  proliferating 
cells. 

The  drugs  act  by  blocking  the  cell’s 
manufacture  of  deoxyribonucleic  acid 
(DNA)  for  the  daughter  cells.  In  a 
sense,  the  barbiturates  make  cells 
sleep. 

This  was  reported  by  the  American 
Cancer  Society,  which  supports  the 
research  by  Dr.  Renato  Baserga  of 
the  University’s  Fels  Research  Insti- 
tute. Dr.  Larry  Weiss  was  associated 
with  Dr.  Baserga  in  some  of  the  in- 
vestigation. 

The  scientists  injected  very  low 
doses  of  pentobarbital  under  the  skin 
of  mice  which  had  ascites  cancers 
growing  in  their  bellies.  Ascites  can- 
cer cells  grow  singly,  suspended  in 
fluid  which  fills  the  animals’  abdomens. 

Pentobarbital  soon  entered  all  fast- 
growing cells — of  the  spleen,  mar- 
row and  digestive  tract,  as  well  as  of 
the  cancer — and  stopped  their  manu- 
facture of  DNA.  Unable  to  synthesize 
genes  for  new  life,  the  sleeping  cells 
did  not  divide  again. 

The  scientists  repeated  their  work 
in  vitro:  that  is,  they  grew  cancer  and 
normal  cells  in  laboratory  dishes  and 
put  some  pentobarbital  in  the  culture 
medium.  Here  too,  the  cells  took  up 
the  drug,  stopped  making  genes  and 
ceased  dividing. 

By  labeling  with  tritium  various  raw 
materials  which  go  into  newly  formed 
DNA,  the  scientists  were  able  to  trace 
the  DNA  assembly  line  block  to  the 
chemical  step  in  which  thymidine  tri- 
phosphate, one  of  the  four  principal 
ingredients,  should  be  incorporated 
into  DNA.  Other  mechanisms  may 
also  be  involved,  and  the  scientists  are 
seeking  them. 

When  the  pentobarbital  was  washed 
out  of  cultures  the  dormant  cells 
awoke,  started  manufacturing  DNA 
again  and  began  to  divide.  They  came 
back  to  life  even  after  twenty  or  more 
hours  of  sleep. 


It  seems  to  the  scientists  at  this 
time  that  the  principal  value  of  their 
work  lies  in  their  discovery  of  a system 
for  synchronizing  cell  division.  The 
growth  of  cells  now  can  be  stopped 
at  the  point  where  thymidine  triphos- 
phate is  incorporated  into  DNA.  When 
all  of  the  treated  cells  have  reached 
this  phase  of  the  growth  cycle,  they  can 
be  washed  and  released  to  perform  in 
cadence — or  by  the  numbers — as  a 
chorus  line  or  military  unit  might. 

If  cancers  were  necessarily  fast 
growing,  barbiturates  might  be  used 
to  slow  their  growth.  Dr.  Baserga  has 
found,  however,  that  a lot  of  normal 
cells  (of  the  digestive  tract  and  bone 
marrow,  for  example)  grow  much 
faster  than  almost  all  cancers.  These 
normal  cells  might  be  harmed — and 
so  would  the  patient — by  barbiturates, 
while  the  cancers  might  escape  with 
relatively  minor  damage. 

Hershey  Conducts  Public 
Tour  of  Animal  Farm 

The  public  opening  of  the  new 
Animal  Research  Farm  of  the  Milton 
S.  Hershey  Medical  Center  of  Penn- 
sylvania State  University  far  exceeded 
University  expectations  according  to  a 
Medical  Center  spokesman  who 
termed  the  venture  “extremely  suc- 
cessful.” 

Nearly  1,000  persons  waited  as  long 
as  forty  minutes  in  rain  and  snow 
as  the  result  of  invitations  published 
in  newspapers  across  the  state. 

Being  built  at  a cost  of  $2  million, 
the  facility  will  be  used  for  holding 
and  breeding  lab  animals  and  for 
chronic  studies. 

The  Farm  is  considered  unique  be- 
cause of  its  location  within  walking 
distances  of  medical  school  class- 
rooms, permitting  its  use  by  medical 
students.  Additionally,  a 1,400  foot 
tunnel  links  the  farm  to  the  Central 
Animal  Quarters  in  the  school’s  basic 
medical  science  building  permitting 
transportation  of  animals  between  the 
two  sites  under  controlled  conditions 
in  all  kinds  of  weather. 

The  Hershey  Medical  Center  story 
will  appear  as  a special  feature  article 
in  Pennsylvania  Medicine  in  the  near 
future. 


PMA  Foundation 
Announces  Fellowships 

Scientists  will  be  encouraged  to  con- 
duct further  studies  “aimed  at  relating 
drug  action  with  drug  induced  morph- 
ologic changes”  as  a result  of  new 
fellowship  awards  announced  by  the 
Pharmaceutical  Manufacturers  Asso- 
ciation Foundation. 

PMA  Foundation  President  C. 
Joseph  Stetler  called  establishment  of 
the  awards  “another  program  in  an 
increasingly  significant  series  of  PMA 
Foundation  contributions  to  medical 
and  scientific  progress.” 

"Recent  developments  in  the  field 
of  cellular  structure-function  relations 
make  it  particularly  important  to  con- 
duct parallel  studies  of  drug  evoked 
changes  in  structure  and  their  func- 
tional significance,”  Stetler  said  in  an- 
nouncing the  new  PMA  Foundation 
program. 

Called  the  “PMA  Foundation  Fel- 
lowship Awards  in  Pharmacologic- 
Pathology,”  the  program  is  designed 
to  advance  understanding  of  drug  ac- 
tion through  discovery  of  specifically 
related  cellular  and  tissue  changes.  It 
also  will  encourage  scientists  to  study 
associations  between  normal  and  ab- 
normal function  in  particular  tissue 
and  cellular  structures.  The  program 
seeks  to  support  those  individuals  who, 
at  the  post  doctoral  level,  will  com- 
bine training  in  fields  such  as  pa- 
thology or  cytology  with  pharma- 
cology. 

Initially,  the  number  of  awards 
under  the  program  will  be  limited  to 
two  or  three  a year.  Each  will  pro- 
vide a level  of  financial  support  aimed 
at  keeping  within  the  existing  stipend 
levels  for  similarly  trained  individuals 
within  the  applicant  university. 

The  awards  are  for  two  years  each 
but,  in  exceptional  circumstances,  may 
be  extended  an  additional  year.  In 
all,  nearly  $1,200,000  has  been 
awarded  by  the  PMA  Foundation 
since  it  was  established  in  1965  by 
contributions  from  prescription  drug 
manufacturers  for  the  purpose  of  pro- 
moting the  betterment  of  public  health 
through  support  of  scientific  and  medi- 
cal research. 
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AMA  Volunteer 
Physicians  to  Man  Eye 
Clinic  in  South  Vietnam 

Fourteen  months  ago  volunteer 
American  physicians  launched  a new 
battle  in  South  Vietnam — against  eye 
disease. 

At  the  request  of  the  Vietnam 
government,  an  ophthalmology  pro- 
gram was  started  at  Vinh  Long  Pro- 
vincial Hospital  in  the  Delta  south  of 
Saigon.  The  need  for  major  eye  treat- 
ment had  been  underscored  by  a U.S. 
military  medical  team  that  discovered 
extensive  eye  disease  in  the  Delta. 

W.  Conrad  Stone,  M.D.,  the  first 
volunteer,  spent  two  months  in  Viet- 
nam under  the  auspices  of  the  Ameri- 
can Medical  Association  Volunteer 
Physicians  for  Vietnam  program. 

Progress  is  being  made  toward  the 
long-range  goal:  establishment  of  a 

full-fledged  eye  center  for  South  Viet- 
nam. But  more  volunteers  are  essen- 
tial to  keep  the  program  advancing. 
Charles  H.  Moseley,  M.D.,  director 
of  the  AMA  volunteer  program,  said 
twelve  ophthalmologists  are  needed  in 
1968  in  order  to  maintain  two  in 
Vietnam  at  all  times. 

People  are  seeing  now  who  never 
saw  before  as  a result  of  the  eye  pro- 
gram, Dr.  Moseley  said.  Many  cata- 
racts have  been  removed  and  children 
who  needed  glasses  are  getting  them 
he  added,  and  the  Vietnamese  people 
have  enthusiastically  embraced  the 
program. 

The  eye  program.  Dr.  Moseley  ex- 
plained, is  designed  to  provide  care, 
preventive  medicine,  an  improvement 
in  the  administration  of  the  Vinh  Long 
Ophthalmology  Service,  and  teaching 
of  Vietnamese  medical  students. 

The  Vietnam  Ministry  of  Health 
has  agreed  to  assign  senior  medical 
students  to  residency  training  at  the 
eye  clinic,  which  is  the  only  one  of  its 
kind  in  the  country. 

Margaret  Swank  Elected 
AAMA  President 

Mrs.  Margaret  Swank,  Newark, 
Ohio,  was  installed  as  president  of  the 
American  Association  of  Medical  As- 
sistants at  its  11th  annual  convention. 

Other  officers  elected  for  1967-68 
were:  Mildred  Crawford,  president- 

elect, San  Antonio,  Tex.;  Ruth  Dize, 
vice  president,  Norfolk,  Va.;  Pauline 
Hunter,  secretary-treasurer,  Phoenix, 


Ariz.;  Betty  Lou  Willey,  speaker,  Port 
Huron,  Mich.;  and  Juanita  Ainsworth, 
vice  speaker,  Dallas,  Tex. 

In  an  address  during  the  conven- 
tion, Milford  O.  Rouse,  M.D.,  Dallas, 
president  of  the  American  Medical 
Association,  said  the  preservation  and 
improvement  of  the  physician-patient 
relationship  will  depend,  to  an  in- 
creasing extent,  upon  the  role  the 
medical  assistant  plays  in  the  doctor's 
office. 

Dr.  Rouse  told  the  more  than  nine 
hundred  medical  assistants  attending 
the  convention  that  medicine  has  been 
accused  of  changing  and  destroying 
this  MD-patient  relationship,  letting 
medical  care  become  too  automated 
and  too  impersonal  and  using  the  in- 
creasing demand  for  medicare  service 
as  an  excuse.  He  urged  both  physi- 
cians and  medical  assistants  to  see 
that  medical  care  remains  personal 
care. 

Misericordia,  Fitzgerald 
Mercy  Hospitals  Merge 

Plans  have  been  announced  to  cre- 
ate a new  entity,  called  the  Mercy 
Catholic  Medical  Center  of  South- 
eastern Pennsylvania,  through  the 
merger  of  Misericordia  and  Fitz- 
gerald Mercy  Hospitals. 

Mother  Mary  Bernard,  president  of 
the  board  of  managers  of  Misericordia 
in  West  Philadelphia  and  Fitzgerald 
Mercy  in  Darby,  said  there  are  three 
major  advantages  to  the  merger. 

“Combining  these  two  institutions 
into  a Medical  Center  is  designed  to 
provide  the  best  medical  care  possible 
for  patients  served  by  these  hospitals, 
to  develop  a broad  unified  medical 
teaching  program  and  to  improve 
efficiency  in  the  operation  of  the  two 
hospitals  and  thus  lower  medical  care 
costs,”  said  Mother  Mary  Bernard, 
who  is  Mother  General  of  the  Sisters 
of  Mercy  who  operate  the  two  hos- 
pitals. 

The  merger  will,  in  effect,  unify 
professionally  and  administratively, 
the  services  of  both  institutions  and 
eliminate  needless  duplication  of  ef- 
fort, especially  in  the  administrative 
area. 

“For  example,”  Mother  General 
said,  “we  believe  substantial  savings 
can  be  effected  in  the  areas  of  pur- 
chasing, centralized  laundry  service, 
computerization  and  sharing  of  medi- 
cal equipment  and  facilities.” 

The  merger  will  not  affect  the  physi- 
cal setup  of  the  hospitals  or  inter- 
rupt patient  care  at  either  hospital. 


Researchers  at  Children's 
Study  Mononucleosis- 
Cancer  Virus  Link 

Researchers  at  The  Children's  Hos- 
pital of  Philadelphia  have  established 
a relationship  between  infectious  mo- 
nonucleosis and  a virus  frequently 
associated  with  cultures  of  normal  or 
cancerous  human  white  blood  cells. 
The  virus  is  also  often  associated  with 
Burkitt's  lymphoma,  which  is  a can- 
cer common  in  some  parts  of  Africa. 

Patients  with  infectious  mononucle- 
osis regularly  develop  antibodies  to  this 
virus  which  last  for  many  years.  The 
kinship  between  Burkitt’s  lymphoma 
and  infectious  mononucleosis  may  pos- 
sibly indicate  that  the  same  virus  is 
also  involved  in  the  cause  of  cancers 
of  the  blood-forming  organs. 

The  investigators  are  Drs.  Gertrude 
Henle,  Werner  Henle  and  Volker 
Diehl,  virologists  at  Children’s  Hos- 
pital. 

The  authors  write  that  a herpes- 
type  virus  has  been  detected  with  con- 
sistent frequency  in  the  cell  lines  de- 
rived from  Burkitt’s  lymphoma,  leu- 
kemic tissues  and  in  the  thin  upper 
layer  of  white  blood  cells  which  over- 
lay red  cells  in  centrifuged  blood  from 
a variety  of  patients  and  healthy 
donors. 

The  virus  has  been  named  EBV — 
after  the  EB  cell  lines  in  which  it  was 
first  observed.  (In  1964  Epstein  and 
Barr,  working  at  the  Middlesex  Hos- 
pital in  London,  successfully  culti- 
vated cell  lines  derived  from  Burkitt's 
East  African  lymphoma,  in  which  they 
detected  a herpes-like  virus.  The  early 
Burkitt’s  lymphoma  cell  lines  have 
been  designated  Epstein-Barr  (EB) 
and  the  virus  associated  with  them  as 
EB  virus.)  It  appears  to  be  a member 
of  the  herpes  group  of  viruses.  In- 
fections by  EBV  are  frequent  and 
have  world-wide  dissemination. 

In  tests  on  the  bloods  of  fifty  ran- 
domly selected  college  freshmen, 
twelve  revealed  EBV  antibodies.  These 
twelve  had  had  clinical  or  nonappar- 
ent  infectious  mononucleosis  earlier. 
The  thirty-eight  students  whose  blood 
did  not  show  EBV  antibodies  had 
not  yet  contracted  infectious  mono- 
nucleosis. This  evidence  offered  strong 
support  to  the  premise  that  EBV  is 
the  cause  of  infectious  mononucle- 
osis. The  antibody  reaction  to  EBV 
was  equally  high  in  the  blood  samples 
of  forty  African  patients  tested  who 
had  Burkitt’s  lymphoma. 

(Continued  on  page  11.) 
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PENNSYLVANIA  MEDICINE 


Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS  — most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SI N US— headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 

symptomatic 

relief 


"X; 


SINUTAB 


A: 


u 

rr 
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Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(y*  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

Citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARN 


V S-IN-81-4C 

R-CHILCOTT  Morris  Plains,  N.J. 


AMA  Adopts  Expanded  Statement  of  Purpose 


(Continue. I from  page  8.) 

Alcoholism  Termed  a 
Neglected  Problem 

No  other  national  health  problem 
has  been  so  seriously  neglected  as 
alcoholism,  according  to  John  W. 
Gardner,  Secretary  of  Health,  Educa- 
tion and  Welfare. 

“The  atmosphere  of  moral  dis- 
approval surrounding  the  entire  sub- 
ject, and  the  deplorable  custom  of 
treating  alcoholics  as  sinners  or  crimi- 
nals have  obscured  the  nature  of  the 
problem,”  Gardner  said  in  connection 
with  a report  issued  by  the  National 
Institute  of  Mental  Health. 

The  NIMH  report,  titled  "Alcohol 
and  Alcoholism,”  reviews  present 
knowledge  of  alcohol,  the  nature  and 
extent  of  drinking  problems;  the  iden- 
tification, treatment  and  prevention  of 
alcoholism,  and  the  status  of  current 
research. 

“In  the  past,  alcoholics  have  been 
admonished,  scolded,  denounced, 
jailed,  beaten,  ducked,  lashed,  and 
threatened  with  eternal  damnation. 
There  is  no  evidence  that  any  of  these 
measures  has  had  significant  thera- 
peutic value  for  more  than  an  occa- 
sional alcoho'ic.  Available  evidence 
seems  to  demonstrate  that  long-lasting 
results  can  be  achieved  primarily  by  a 
technique  known  as  psychotherapy.” 


Broad  initiative  in  advancing  health 
care  for  everyone  is  detailed  in  an 
expanded  statement  of  purposes  and 
responsibilities  of  the  American  Medi- 
cal Association  adopted  by  its  House 
of  Delegates. 

The  statement  declares  that  it  is 
the  responsibility  of  the  AMA,  as  the 
representative  of  the  American  medi- 
cal profession,  to  continue  to  foster 
the  advancement  of  medical  science 
and  the  health  of  the  American  people 
and  to  discharge  that  responsibility 
through  the  following  means; 

1.  By  encouraging  the  advancement 
of  medical  knowledge,  skills,  tech- 
niques and  drugs;  and  by  maintaining 
the  highest  standards  of  practice  and 
health  care. 

2.  By  creating  incentives  to  attract 
increasing  numbers  of  capable  people 
into  medicine  and  the  other  health-care 
professions. 

3.  By  advancing  and  expanding  the 
education  of  physicians  and  other 
groups  in  the  health-care  field. 

4.  By  motivating  skilled  physicians 
who  have  the  art  of  teaching  to  apply 
themselves  to  developing  new  genera- 
tions of  excellent  practitioners. 

5.  By  fostering  programs  that  will 
encourage  medical  and  health  person- 


nel to  serve  voluntarily  in  the  areas 
of  need  for  medical  care. 

6.  By  developing  techniques  and 
practices  that  will  moderate  the  costs 
of  good  medical  and  health  care. 

7.  By  seeking  out  and  fostering 
means  of  making  all  health  care  fa- 
cilities— physicians’  offices,  hospitals, 
laboratories,  clinics  and  others — as  ef- 
ficient and  economical  as  good  medical 
practice  and  attention  to  human  values 
will  permit. 

8.  By  combining  the  utilization  of 
the  latest  knowledge  for  prevention 
and  treatment  with  the  vital  healing 
force  of  the  physician’s  personal 
knowledge  of  and  devotion  to  his  pa- 
tient. 

9.  By  maintaining  the  impetus  of 
dedicated  men  and  women  in  provid- 
ing excellent  health  care  by  preserving 
the  incentives  and  effectiveness  of  un- 
shackled medical  practice. 

10.  By  maintaining  the  highest  level 
of  ethics  and  professional  standards 
among  all  members  of  the  medical 
profession. 

11.  By  providing  leadership  and 
guidance  to  the  medical  profession  of 
the  world  in  meeting  the  health  needs 
of  changing  populations. 
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Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 

M 


i 


Some  U.R.I.  patients  . 
miserable  than  others 


are  more 


That's  why  we  make  Novahistine 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  , and 
chlorpheniramine  maleate,  4 mg 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg  . 
chlorpheniramine  maleate,  8 mg  . and  acetaminophen.  500  mg. 


PITMAN  MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INOIANAPOUS 


Tandearil®,oxyphenbutazone,  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis, rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  (peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity  ) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema,  danger  of  cardiac 
decompensation:  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenylbuta- 
zone; sensitive  patients  may  be  cross-reactive. 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide- type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately  if 
fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blooddyscrasia);  sudden  weight  gain  (water 
retention);  skin  reactions;  blackortarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  imma- 
ture forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  with- 


Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can  ease  it. 

At  46,  her  knees  still  look  good  on  the  outside.  But  inside, there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only  1 or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


holding  dietary  salt,  reduction  in  dosage  or  use 
i of  diuretics.  In  elderly  patients  and  in  those 
1 with  hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  im- 
. mediately  after  meals  or  with  milk  to  minimize 
1 gastric  upset.  Mild  drug  rashes  frequently 
. subside  with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  systemic 
reactions  usually  requires  withholding  medica- 
| tion.  Purpuric  rash  has  also  been  reported. 

, Agranulocytosis  or  a generalized  allergic  reac- 
j tion  similar  to  a serum  sickness  syndrome  may 
| occur  and  require  permanent  withdrawal  of 
j medication.  Stomatitis,  salivary  gland  enlarge- 
' ment,  vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response;  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  ™-6: 


Write  Now 


EVACUATE  GENTLY 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 


A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  Vi  tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Booklets:  Nursing  Home,  Infirmary  and  Hospital  Supply 
Catalogue,  may  be  obtained  by  writing  to  Park  Surgical 
Company,  Inc.,  5001  New  Utrecht  Avenue,  Brooklyn, 
N.Y.  11219,  no  charge.  . . . Proceedings  of  8th  National 
Conference  on  Medical  Aspects  of  Sports,  available  from 
AMA  Order  Handling  Department,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610  at  $2.00  per  copy.  . . . Free 
reprints  of  the  series  of  papers  presented  at  the  Symposium 
on  Skin  Diseases  Common  to  Man  and  Animals  may  be 
obtained  by  writing  the  Committee  on  Cutaneous  Health 
and  Cosmetics,  AMA,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610.  . . . Guidelines  for  Telephone  Directory 
Listings  and  Guidelines  for  Physicians  in  Their  Relations 
with  the  Communications  Media  are  available  from  the 
AMA  Department  of  Medical  Ethics,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610.  . . . Your  Motorcycling 
Fun  and  Personal  Protection,  single  copies  free  from  Public 
Inquiry,  National  Center  for  Urban  and  Industrial  Health, 
222  East  Central  Parkway,  Cincinnati,  Ohio  45202.  . . . 
Cystic  Fibrosis,  available  from  the  Pubic  Health  Service, 
Washington,  D.C.  20201  free  of  charge.  . . . Funeral  Costs 
and  Death  Benefits,  available  for  $.25  from  the  Public  Af- 
fairs Committee,  381  Park  Avenue  South,  New  York,  N.Y. 
10016. 

Pamphlets:  The  Practitioner  and  the  Elderly,  first  in  a 
series  of  four  publications  to  be  released  under  the  general 
title  working  with  Older  People:  A Guide  to  Practice, 
available  without  charge  from  the  Division  of  Chronic 
Diseases,  Public  Health  Service,  4040  Fairfax  Drive,  Arling- 
ton, Virginia  22203.  . . . 125  Great  Recipes  for  Allergy 
Diets,  from  the  Good  Housekeeping  Bulletin  Service,  959 
Eighth  Avenue,  New  York,  New  York  10019  at  $.50  per 
copy.  . . . National  Institute  of  Mental  Health  Support 
Programs,  describes  the  various  types  of  support  avail- 
able through  the  seven  NIMH  Divisions,  available  free  from 
the  National  Institutes  of  Mental  Health. 


SECOND  ANNUAL 
MAIN  LINE  CONFERENCE 


CURRENT  CONCEPTS 
IN  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN 


April  25,  26,  27,  1968 
Treadway  Inn,  St.  Davids,  Pa. 


Sponsored  by  The  Bryn  Mawr  Hospital  and  the  Montgomery  County 
Chapter  of  the  AAGP  (approved  for  15  hours  credit) 


Symposia  and  Panels  on: 
Coronary  Artery  Disease; 
Stroke;  Diagnosis  of 
Anemia;  Painful  Shoulder; 
Indications  for  Surgery; 
Acute  Abdomen  in  Pedi- 
atrics; Chronic  Disease 
States. 

Specialty  Clinics. 

Guest  Speaker: 

Frank  A.  Elliott  M B. 
Special  Guest  Speaker: 

Paul  Dudley  White,  M.D. 


Chairman: 

Harold  J.  Robinson,  M.D. 
For  Information  Write: 

John  T.  Magee,  M.D. 
Director  of  Medical  Educa- 
tion 

The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa.  19010 
Fee:  $35.00 

(Includes  luncheons,  cock- 
tails and  dinner) 
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EDUCATION 


ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

DIAGNOSIS  AND  THERAPY  OF 
CHRONIC  KIDNEY  DISEASE 

JERRY  L.  ROSENBAUM,  M.D. 

Director 

This  course  in  Diagnosis  and  Therapy  of  Chronic  Kidney  Disease 
will  be  a one  day  session.  The  morning  session  will  be  devoted  to 
diagnostic  advances  and  the  afternoon  session  to  therapeutic  tech- 
niques in  the  management  of  chronic  diseases  of  the  kidney. 

This  program  is  acceptable  for  credit  by  the  American  Academy 
of  General  Practice. 

NORTHERN  DIVISION 

YORK  AND  TABOR  ROADS 
ON 

WEDNESDAY,  FEBRUARY  28,  1968 
FROM 

9:00  A.M.  to  5:00  P.M. 

For  brochure  and  application  form,  write  to: 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
York  and  Tabor  Roads 
Philadelphia,  Pennsylvania  19141 


(A 


EDUCATION 

ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

DIAGNOSIS  AND  MANAGEMENT 
OF  CHRONIC  LUNG  DISEASE 

Philip  Kimbel,  M.D. 

Director 

The  course  in  Diagnosis  and  Management  of  Chronic  Lung 
Disease  is  designed  to  bring  recent  advances  into  focus  for 
clinical  application  by  the  practicing  physician.  Abundant  clinical 
material,  completely  equipped  pulmonary  function  laboratory, 
modern  inhalation  therapy  department  and  an  on-going  program 
in  pulmonary  rehabilitation  will  be  utilized  to  provide  the  student 
with  practical  diagnostic  and  therapeutic  instruction.  Clinical, 
pathologic  and  roentgen  diagnosis  will  be  correlated  with  patho- 
physiology. Medical,  inhalation  and  rehabilitative  threrapy  will  be 
discussed  and  demonstrated.  Workshops  in  pulmonary  function 
testing  and  inhalation  therapy  will  acquaint  the  student  with 
techniques  which  can  be  utilized  in  everyday  practice.  One  session 
will  be  devoted  to  problems  encountered  in  the  management  of 
acute  respiratory  acidosis.  This  course  is  acceptable  for  credit 
by  The  American  Academy  of  General  Practice. 

NORTHERN  DIVISION 

ON 

WEDNESDAY  AFTERNOONS 
2:00  P.M.  to  5:00  P.M. 

March  6,  1968  to  April  24,  1968 

For  brochure  and  application  form,  write  to: 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 

ALBERT  EINSTEIN  MEDICAL  CENTER 
York  and  Tabor  Roads 
Philadelphia,  Pennsylvania  1941 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

vwvwv^wwwvwww 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


FEBRUARY,  1968 
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Deaths 


Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

William  E.  Erich,  Philadelphia; 
University  of  Rostock  School  of  Medi- 
cine, 1924;  age  67;  died  December 
25,  1967.  Dr.  Erich  was  chief  of 
anatomical  pathology  at  Philadelphia 
General  Hospital  and  professor  of 
anatomical  pathology,  graduate  divi- 
sion of  the  University  of  Pennsylvania 
School  of  Medicine.  Survivors  in- 
clude his  wife,  a son  and  two  daugh- 
ters. 

John  W.  McDonnell,  Sunbury;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1917;  age  76;  died  Novem- 
ber 20,  1967.  Dr.  McDonnell  was  on 
the  staff  of  Sunbury  Community  Hos- 
pital for  fifty  years.  He  is  survived 
by  his  wife,  a son  and  a daughter. 

J.  March  Alesbury,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1922;  age  72;  died  December 
13,  1967.  Dr.  Alesbury  was  formerly 
on  the  staff  of  Temple  University 
School  of  Medicine.  Surviving  are  two 
daughters  and  a brother. 

Earl  D.  Baumann,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1929;  age  62;  died  December 
7,  1967.  Dr.  Baumann  was  on  the 
staff  of  Suburban  General  Hospital 
and  secretary  of  the  Pittsburgh  Medi- 
cal Directors  Club.  His  wife,  three 
daughters  and  two  sisters  survive. 

O William  C.  Browne,  Curwens- 
ville;  Hahnemann  Medical  College, 
1899;  age  90;  died  November  1,  1967. 
Dr.  Browne  was  a past  president  of 
the  Clearfield  County  Medical  Society, 
a member  of  the  Clearfield  Hospital 
staff  for  thirty-three  years,  a member 
of  both  the  Pennsylvania  Radiological 
Society  and  the  Pennsylvania  Ear,  Eye, 
Nose  and  Throat  Society.  He  is  sur- 
vived by  a daughter,  six  grandchildren 
and  a great-grandchild. 

O Frank  L.  Murphy,  Scranton; 
Georgetown  University  School  of  Med- 
icine, 1913;  age  77;  died  November 
2,  1967.  Dr.  Murphy  was  a former 
staff  member  at  Mercy  and  State  Hos- 
pitals. In  1963  he  received  a citation 
from  the  Pennsylvania  Medical  So- 
ciety in  recognition  of  his  fifty  years 
in  the  medical  profession.  He  is  sur- 
vived by  his  wife,  two  daughters,  nine 
grandchildren,  a great-grandchild  and 
several  nieces  and  nephews. 


O John  J.  Byrne,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1931;  age  65;  died  November 
15,  1967.  Dr.  Byrne  was  director 
emeritus  of  the  department  of  ob- 
stetrics and  gynecology  at  St.  Mary’s 
Hospital.  Surviving  aie  a sister  and 
a brother. 

O George  C.  Holiman,  Pottsville; 
Jefferson  Medical  College,  1932;  age 
61;  died  November  24,  1967.  Dr. 
Hohman  was  a past-president  of  the 
Schuylkill  County  Medical  Society  and 
co-chief  of  surgery  at  Pottsville  Hos- 
pital. Survivors  include  his  wife,  a 
daughter  and  a brother. 

Clement  R.  Jones,  Jr.,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1933;  age  61;  died  Novem- 
ber 12,  1967.  Dr.  Jones  was  on  the 
staff  of  Kane  Hospital.  He  is  sur- 
vived by  his  wife,  a son,  his  mother 
and  two  brothers. 

O Carl  H.  Kline,  Media;  Hahne- 
mann Medical  College,  1938;  age  52; 
died  November  17,  1967.  Dr.  Kline 
was  on  the  staff'  of  Einstein  Medical 
Center,  Philadelphia.  Survivors  in- 
clude his  wife,  a daughter,  a son  and 
his  parents. 

Thomas  J.  Langan,  Philadelphia; 

Jefferson  Medical  College,  1943;  age 
50;  died  November  25,  1967.  Dr. 
Langan  is  survived  by  his  wife,  a son 
and  a daughter. 

O Leo  D.  O’Donnell,  Pittsburgh; 
Jefferson  Medical  College.  1921;  age 
72;  died  December  6,  1967.  Dr. 

O’Donnell  was  a former  chief  of  staff 
at  Mercy  Hospital  and  founder  of  the 
Mercy  Hospital-O’Donnell  Clinic.  He 
is  survived  by  his  wife,  a son.  two 
daughters,  two  sisters  and  three 
brothers. 

O Albert  J.  B.  Pearce,  Pittsburgh; 
Chicago  College  of  Medicine  and  Sur- 
gery, 1912;  age  83;  died  November 
13,  1967.  Dr.  Pearce  was  awarded  a 
plaque  in  1962  for  fifty  years  of  ser- 
vice to  medicine  by  the  Beaver  Valley 
Medical  Society.  Surviving  is  his 
brother. 

O Sydney  A.  Quinn,  Allentown; 
Jefferson  Medical  College,  1911;  age 
79;  died  December  2,  1967.  Dr. 

Quinn  was  the  last  surviving  member 
of  the  original  staff  of  Sacred  Heart 
Hospital.  He  is  survived  by  his  wife 
and  two  sons. 

O Albert  R.  Rihl,  Jr.,  Philadel- 
phia; Hahnemann  Medical  College, 
1926;  age  65;  died  November  10, 
1967.  Dr.  Rihl  is  survived  by  his 
wife  and  a daughter. 


O William  C.  F.  Smith,  Erie;  Jef- 
ferson Medical  College,  1941;  age  52; 
died  November  19,  1967.  Survivors 
include  his  wife,  a son,  two  daughters, 
a stepson  and  a sister. 

E.  Earle  Stevenson,  Port  Carbon; 
Hahnemann  Medical  College,  1917; 
age  75;  died  November  11,  1967.  Dr. 
Stevenson  was  on  the  staffs  of  Good 
Samaritan  and  Pottsville  Hospitals.  He 
was  honored  recently  by  the  Schuylkill 
County  Medical  Society  for  fifty  years 
of  service  to  the  profession.  He  is 
survived  by  his  wife,  a brother  and 
several  nieces  and  nephews. 

O Richard  T.  Turfley,  Pittsburgh; 
Howard  University  School  of  Medi- 
cine, 1945;  age  55;  died  November 
10,  1967.  Dr.  Turfley  was  on  the 
staffs  of  Allegheny  County  District 
Hospital  and  John  J.  Kane  Hospitals 
and  a member  of  the  National  Medi- 
cal Association.  He  is  survived  by  his 
wife,  his  mother,  two  daughters  and 
two  sons. 

O Edward  F.  Corson,  Plymouth 
Meeting;  University  of  Pennsylvania 
School  of  Medicine,  1906;  age  84; 
died  December  2,  1967.  Dr.  Corson 
was  professor  of  dermatology  at  Jef- 
ferson Medical  College  and  a diplo- 
mate  of  the  American  Board  of 
Dermatology.  Surviving  are  his  wife, 
a son  and  a daughter. 

O Francis  C.  Grant,  Lafayette 
Hill;  University  of  Pennsylvania 
School  of  Medicine,  1918;  age  76; 
died  November  20,  1967.  Dr.  Grant 
was  professor  emeritus  of  neurosur- 
gery at  the  University  of  Pennsylvania 
Medical  School  and  a founding  mem- 
ber of  the  Board  of  Neurological  Sur- 
geons. Surviving  are  his  wife,  two 
sons  and  a daughter. 

O Fred  R.  Hutchison,  Hunting- 
don; Columbia  University  College  of 
Physicians  and  Surgeons,  1914;  age 
81;  died  IYecember  20,  1967.  Dr. 
Hutchison  was  surgeon  emeritus  at  J. 
C.  Blair  Memorial  Hospital  and  a 
member  of  its  honorary  medical  staff. 
He  was  a member  of  the  Academy  of 
International  Medicine  and  a Fellow 
of  the  American  College  of  Surgeons. 
He  is  survived  by  two  daughters,  a 
son  and  two  sisters. 

O Clarence  P.  Kistler,  West  Ches- 
ter; Hahnemann  Medical  College, 
1927;  age  66;  died  December  16, 
1967.  Dr.  Kistler  was  a past-president 
of  the  Chester  County  chapter  of  the 
American  Academy  of  General  Prac- 
tice. Surviving  are  his  wife,  a daugh- 
ter, a son,  a brother  and  two  sisters. 
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Postgraduate 
Courses 

ALLENTOWN 

Approach  to  Pediatric  Patient  with 
Renal  Disease;  at  Allentown  Hospital; 
March  14,  1968;  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

Surgical  Aspects  of  Renal  Trans- 
plantation; at  Allentown  Hospital, 
April  11,  1968,  10  a.m. — 1 p.m., 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 


ALTOONA 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Allen- 

town Hospital — March  27,  1968;  Wil- 
! liamsport  Hospital — April  24,  1968; 
Altoona  Hospital — April  25,  1968; 

Harrisburg  Hospital — May  9,  1968. 
Hours:  1:30-5:30  p.m.,  fee  $5.00. 

Contact  Richard  B.  Magee,  M.D.,  Co- 
ordinator, Blair  Medical  Center,  501 
Howard  Avenue,  Altoona,  Pa.  16601. 

Renal  Physiology  for  the  Clinician; 

i at  Altoona  Hospital,  February  22, 
1968;  10  a.m.  to  12:30  p.m. ; AAGP 
2 hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Clinical  Evaluation,  Laboratory 
Recognition  and  Functional  Evalua- 
tion of  the  Patient  with  Renal  Disease; 

at  Altoona  Hospital;  March  7,  1968; 
10  a.m.  to  12:30  p.m. ; AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Treatment  of  the  Patient  with  Renal 
Disease,  Including  Diaiysis;  at  Al- 
toona Hospital;  March  21,  1968;  10 
a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Approach  to  the  Patient  with  Gas- 
trointestinal Hemorrhage;  at  Altoona 
Hospital,  April  4,  1968,  10  a.m. — 
12:30  p.m.,  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia  19107. 

FEBRUARY,  1968 


An  Introduction  to  Medical  Genet- 
ics; at  Altoona  Hospital,  April  18, 
1968,  10  a.m.— 12:30  p.m.,  AAGP 
2 hours.  Contact  John  H.  Killough. 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

BETHLEHEM 

Laboratory  Aspects  of  Infectious 
Diseases;  at  St.  Luke’s  Hospital,  Beth- 
lehem, February  15,  1968;  9:30  a.m. 
to  noon,  fee  $7.00;  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Rational  Therapy  with  Antibiotics; 

at  St.  Luke’s  Hospital,  Bethlehem; 
March  21,  1968;  9:30  a.m.  to  noon; 
fee  $7.00;  AAGP  3 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut Street,  Philadelphia  19107. 

Pediatrics  & Infectious  Diseases;  at 

St.  Luke’s  Hospital,  Bethlehem,  April 
18,  1968,  9:30  a.m. — noon,  fee  $7.00, 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

HARRISBURG 

Demyelinating  Diseases;  at  Harris- 
burg Hospital,  sponsored  by  Merck, 
Sharp  & Dohme,  February  13,  1968; 
Joseph  Bittenbender,  M.D.,  head  of 
the  section  of  neurology  at  Harrisburg 
Hospital  will  be  the  speaker. 

Respiratory  Distress  Syndrome;  at 

Harrisburg  Hospital,  sponsored  by 
Merck,  Sharp  & Dohme,  February 
15,  1968;  Alex  J.  Schaffer,  M.D., 
associate  professor  of  pediatrics,  Johns 
Hopkins  Hospital  will  be  the  speaker. 

Gynecological  Malignancy;  at  Har- 
risburg Hospital,  sponsored  by  Merck, 
Sharp  & Dohme,  February  28,  1968; 
George  C.  Lewis,  M.D.,  professor 
and  chairman  of  the  department  of 
obstetrics/  gynecology,  Hahnemann 
Medical  College,  will  be  the  speaker. 

Renology;  sponsored  by  Merck, 
Sharp  & Dohme  at  Harrisburg  Hospi- 
tal, March  12,  1968.  Speaker  will  be 
George  E.  Schreiner,  M.D.,  professor 
and  chief  of  medicine,  Georgetown 
University. 

Pelvic  Approach  to  Gynecological 
Surgery;  sponsored  by  Merck,  Sharp 
& Dohme  at  Harrisburg  Hospital, 
March  28,  1968.  Speaker  will  be  Larry 
McGowan,  M.D.,  director,  depart- 
ment of  obstetrics/  gynecology,  Fitz- 
gerald-Mercy  Hospital,  Philadelphia. 


Renology;  at  Harrisburg  Hospital, 
March  12,  1968.  Contact  George 
Jackson,  M.D.,  Harrisburg  Hospital, 
South  Front  Street,  Harrisburg  17101. 

JOHNSTOWN 

Shock;  at  Conemaugh  Valley  Me- 
morial Hospital,  Johnstown,  February 
27,  1968;  7 to  9 p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  Jef- 
ferson Medical  College,  Philadelphia 
19107. 

The  Neurologic  Examination;  at 

Conemaugh  Valley  Memorial  Hos- 
pital, Johnstown;  March  26,  1968; 
7 p.m.  to  9 p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Pharmacologic  Support  of  Men  on 
Prolonged  Space  Flight;  at  Cone- 
maugh Valley  Memorial  Hospital, 
Johnstown,  April  23,  1968,  7 p.m. — 
9 p.m.,  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone; 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Continuing  Education  in  Psychiatry 
for  Medical  Practitioners;  Abington 
Memorial  Hospital,  March  5,  1968 
through  May  21,  1968  (successive 
Tuesdays),  7:00  p.m.-9:00  p.m.;  fee 
$50.00.  Contact  William  T.  Donner, 
M.D.,  Training  Program  Director, 
Abington  Memorial  Hospital,  Abing- 
ton 19001. 

Current  Concepts  in  Medicine  for 
the  Practicing  Physician;  sponsored  by 
Bryn  Mawr  Hospital  and  Montgomery 
County  AAGP  at  the  Treadway  Inn, 
St.  Davids,  April  25-27,  1968,  AAGP 
credit  15  hours.  Contact  John  T. 
Magee,  M.D.,  Bryn  Mawr  Hospital, 
Bryn  Mawr  19010. 

The  Science  of  Psychiatry;  spon- 
sored by  the  Philadelphia  Psychiatric 
Society  at  the  auditorium  of  the  Phil- 
adelphia County  Medical  Society,  five 
Monday  evenings  starting  February 
12,  1968.  Contact  Sydney  E.  Pulver, 
M.D.,  Philadelphia  Psychiatric  Soci- 
ety, I 1 1 N.  49th  Street,  Philadelphia 
19139. 

Auscultation  of  the  Heart;  at  the 

Sheraton  Hotel,  Philadelphia,  May 
27-30,  1968,  fees:  members  $60.00; 
non-members,  $100.00.  Contact  Ed- 
ward C.  Rosenow,  M.D.,  4200  Pine 
Street.  Philadelphia  19104. 

(Continued  on  page  22.) 
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when  he  just;  can’t  sleep 

Tuinal 


One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  %,  1%,  and  3-grain  Pulvules 

I 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (34-3  grains)  at  bedti 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


800865 


(Continued  from  page  19.) 

Neurohumoral  Control  of  the  Cir- 
culatory System;  by  Heart  Associa- 
tion of  Southeastern  Pennsylvania  at 
Sheraton  Hotel,  Philadelphia,  March 
14-15,  1968,  9 a.m.  to  5:15  p.m.,  fee 
$50.00.  AAGP  10  hours.  Contact 
Florence  R.  Johnson,  318  S.  19th 
Street,  Philadelphia  19103. 

Frontiers  in  Gastroenterology;  at 

Bellevue  Stratford  Hotel,  Philadelphia, 
May  12-15,  1968,  Henry  J.  Tumen, 
M.D.  and  James  L.  A.  Roth,  M.D., 
co-directors,  fees:  members  $60.00; 

non-members,  $100.00.  Contact  Ed- 
ward C.  Rosenow,  M.D.,  4200  Pine 
Street,  Philadelphia  19104. 

The  Prevention  and  Early  Detec- 
tion of  Disease  in  Clinical  Practice; 

University  of  Pennsylvania  School  of 
Medicine,  May  20-24,  1968,  fees: 
members  $60.00;  non- members, 
$100.00.  Contact  Edward  C. 
Rosenow,  M.D.,  Philadelphia  19104. 

Basic  Mechanisms  of  Disease  and 
their  Clinical  Application;  sponsored 
by  the  Philadelphia  County  Medical 
Society  at  the  Bellevue-Stratford 
Hotel,  Philadelphia,  February  20-23, 
1968,  9 a.m. — 5:00  p.m.,  fee  $50. 
Contact  William  F.  Irwin,  Philadel- 
phia County  Medical  Society,  2100 
Spring  Garden  Street,  Philadelphia 
19130. 

PITTSBURGH 

Training  in  Cardiopulmonary  Re- 
suscitation; University  of  Pittsburgh 
School  of  Medicine  and  the  Penn- 
sylvania Heart  Association  at  Scaife 
Hall,  University  of  Pittsburgh,  Feb- 
ruary 28,  1968,  fee  $10.  Contact 
Postgraduate  Medical  Program,  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1188  Scaife  Hall,  Pittsburgh, 
Pennsylvania  15213. 

Selected  Topics  in  Gastrointestinal 

Disease;  sponsored  by  the  Western 
Pennsylvania  Hospital,  March  10, 
1968,  10:30  a.m.-4:30  p.m.,  fee 

$10.00,  AAGP  5 hours.  Contact  John 
B.  Hill,  M.D.,  the  Western  Pennsyl- 
vania Hospital,  4800  Friendship  Ave- 
nue, Pittsburgh  15224. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
March  14,  April  11,  May  9,  June  13, 
1968;  1 1 :00  a.m.  to  2:00  p.m.;  AAGP 
20  hours.  Contact  John  H.  Killough, 


M.D.,  Jefferson  Medical  College, 
1025  Walnut  Street,  Philadelphia. 

Common  Skin  Diseases;  at  Potts- 
ville Hospital;  March  14,  1968;  11 
a.m.  to  2 p.m.;  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Management  of  Complicated  Peptic- 
Ulcer;  at  Pottsville  Hospital,  April  11, 
1968,  1 1a.m.— 2 p.m.,  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
19107. 

SCRANTON 

Neuropathies:  Diagnosis  and  Man- 
agement; at  Mercy  Hospital,  Scranton 
February  21,  1968;  9:30  a.m.  to  noon, 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  Jefferson  Medical 
College,  Philadelphia  19107. 

The  Treatment  of  Rheumatoid  Ar- 
thritis; at  Mercy  Hospital,  Scranton; 
March  20,  1968;  9:30  a.m.  to  noon; 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

Problems  in  Endocrine  Diagnosis: 
Metabolic  Bone;  at  Mercy  Hospital, 
Scranton;  April  17,  1968,  9:30  a.m. — 
noon,  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  Philadelphia 
19107. 

WILKES-BARRE 

The  Recognition  and  Management 
of  Chronic  Renal  Diseases;  at  Wilkes- 

Barre  General  Hospital,  February  15, 
1968;  9:00  a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Differential  Diagnosis:  Peptic  Ulcer, 
Hiatal  Hernia  and  Cholelithiasis;  at 

Wilkes-Barre  General  Hospital;  March 
21,  1968;  9 a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

Office  Management  of  Common 
Gynecologic  Problems;  at  Wilkes- 
Barre  General  Hospital,  April  18, 
1968 — 9 a.m. — noon,  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
19107. 

WILLIAMSPORT 

Renovascular  Hypertension  — Sur- 
gery for  Renovascular  Hypertension; 

at  Williamsport  Hospital,  February  21, 
1968;  10  a.m.  to  3:30  p.m.;  AAGP  4 


hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

Endocrinology:  Misuse  of  Hor- 

mones in  Men — Misuse  of  Hormones 
in  Women;  at  Williamsport  Hospital; 
March  20,  1968;  10  a.m.  to  3:30  p.m.; 
AAGP  4 hours.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street,  Phil- 
adelphia 19107. 

The  Autoimmune  Diseases:  Immu- 
nology Rheumatoid  Arthritis;  at  Wil- 
liamsport Hospital,  April  17,  1968; 
10  a.m. — 3:30  p.m.,  AAGP  4 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
19107. 

Out  of  State 

Diagnosis  and  Treatment  of  Cardio- 
vascular and  Pulmonary  Diseases; 

sponsored  by  the  American  College  of 
Chest  Physicians  at  the  Hotel  Font- 
ainbleau,  Miami  Beach  Florida,  March 
4-8,  1968.  Contact  the  American  Col- 
lege of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago,  Illinois 
60611. 

Doctor-Hospital  Workshop;  In- 
stitute of  Medicine  of  Chicago  at  the 
Pick-Congress  Hotel,  March  7-8,  1968. 
Contact  Paul  S.  Rhoads,  M.D.,  Chair- 
man of  the  Institute  of  Medicine, 
through  Albert  Carriere,  Inc.,  332 
South  Michigan  Avenue,  Chicago,  Il- 
linois 60604. 

The  Problems  of  the  Aging  In- 
dividual; sponsored  by  the  Obstetrical 
and  Gynecological  Society  of  Akron, 
Ohio,  March  6,  1968.  Contact  Akron 
Obstetrical  and  Gynecological  Society, 
c/o  430  Grant  Street,  Akron,  Ohio 
44311. 

Eleventh  Annual  Institute  for  Phy- 
sicians in  Industry;  sponsored  by  the 
Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 
at  Columbia-Presbyterian  Medical 
Center  Complex,  New  York  City, 
March  4-8,  1968.  Contact  the  Pro- 
gram of  Continuation  Education — 
Public  Health,  Suite  305,  21  Audubon 
Avenue,  New  York,  N.  Y.  10032. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 
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PENNSYLVANIA  MEDICINE 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

’'Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2V2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


Meetings 


FEBRUARY 

American  College  of  Surgeons  Annual  Four-day  Sectional 
Meeting  for  Doctors  and  Graduate  Nurses,  February 
19-22,  1968,  Dallas,  Texas. 

American  College  of  Physicians  (Ohio,  Western  Pennsyl- 
vania, West  Virginia  Regional),  February  23-24,  1968, 
Cincinnati,  Ohio. 

Regional  Scientific  Meetings,  American  College  of  Phy- 
sicians and  the  Ohio  Society  of  Internal  Medicine, 
February  23-24,  1968,  Terrace  Hilton,  Cincinnati, 
Ohio. 


MARCH 

PMS  Board  Meeting,  March  20-21,  1968,  PMS  Head- 
quarters Building,  Lemoyne. 

PMS  Council  on  Public  Service,  March  2,  1968,  PMS 
Headquarters  Building,  Lemoyne. 

Southern  Society  of  Anesthesiologists  Annual  Meeting, 
March  7-9,  1968,  Dallas,  Texas. 

Forty-Second  Congress,  International  Anesthesia  Research 
Society,  March  17-21,  1968,  San  Francisco. 

Ninth  Annual  Postgraduate  Anesthesia  Seminar,  New  Jer- 
sey Society  of  Anesthesiologists,  March  23,  1968, 
Cherry  Hill,  New  Jersey. 


FEBRUARY,  1968 
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iTiMl -pharmaceutica Is  created  for  you r speciali zed  clinical  needs 


a 


S'? 


She  relies 
on  your 
ontraceptive 
advice 


ii 


She  can  expect  to 
continue  Oracon  for  years 


Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  mondial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  Ire  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  Ihe  influence  of  estrogen -progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 


observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  t hangc  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  < hanges  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-part um,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  seal])  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalcin 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin,  Factors  VII,  VIII,  IX,  and  X): 
thyroid  function  (increase  in  PHI  and  butanol  extract  - 
able  protein  bound  iodine  and  decrease  in  T:l  values); 
metyraponc  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1,  the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  arc  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette*  dispenser 

Oracon 

16  White — Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink-Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 
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M.D.’s  in 
The  News 

James  S.  Forrester,  M.I).,  director 
of  the  pathology  department  of  Poly- 
clinic Hospital,  Harrisburg,  has  been 
appointed  chairman  of  the  Medical 
Directorate  at  Polyclinic.  Other  mem- 
bers of  the  Directorate  are  Champe 
C.  Pool,  M.D.  of  the  department  of 
orthopaedics  and  Joseph  B.  Bitten- 
bender,  M.D.,  chief  of  the  depart- 
ment of  neurology. 

John  H.  Updegrove,  M.D.,  chief 
of  surgical  service  at  Easton  Hospital 
and  Robert  W.  McLaughlin,  M.D., 

internal  medicine,  will  spend  February 
and  March  in  South  Vietnam  working 
in  a civilian  provincial  hospital.  The 
physicians  will  go  to  Vietnam  under 
the  auspices  of  the  American  Medi- 
cal Association's  Volunteer  Physicians 
to  Vietnam  Program. 

Pascal  F.  Lucchesi,  M.D.,  medical 
director  of  Albert  Einstein  Medical 
Center,  Philadelphia,  has  been  ap- 
pointed a member  of  the  State  Board 
of  Pardons. 

Ivan  W.  Hess,  M.D.,  Limerick,  has 
been  elected  to  a two-year  term  on 
I the  Board  of  Trustees  of  Pottstown 
Memorial  Medical  Center. 

C.  O.  Chalfant,  M.D.,  Uniontown, 
has  been  appointed  medical  director 
; at  U.  S.  Steel’s  Frick  District.  Dr. 

I Chalfant  will  be  responsible  for  ad- 
ministration of  district  medical  affairs. 
Previous  to  his  recent  appointment  he 
was  plant  medical  director  at  U.  S. 
Steel’s  Donora  Works. 

Nathan  Sussman,  M.D.,  Harrisburg, 
will  continue  to  serve  as  chairman  of 
the  Central  Pennsylvania  Chapter  of 
the  Arthritis  Foundation.  Dr.  Suss- 
man was  re-elected  to  serve  as  chair- 
man in  1968  during  the  Chapter’s 
tenth  annual  meeting. 

John  B.  Reddy,  M.D.,  Philadelphia, 
has  been  transferred  from  assistant 
attending  physician  to  chief  of  sec- 
tion, otolaryngology,  Jefferson  Divi- 
sion of  Philadelphia  General  Hospital. 
He  is  on  the  staff  of  Jefferson  Hos- 
pital and  an  associate  professor  of 
otolaryngology  at  Jefferson  Medical 
• College. 

Harry  J.  Hurley,  M.I).,  Newtown 
Square,  has  been  appointed  chief  of 
the  section  of  dermatology,  Pennsyl- 
vania Division  of  Philadelphia  Gen- 
eral Hospital. 


George  J.  Brilmyer,  M.I).,  Kings- 
ton, is  the  author  of  Waiting  Room 
Sense  and  Nonsense,  recently  pub- 
lished by  the  Vantage  Press,  New 
York.  Dr.  Brilmyer  is  a retired  pa- 
thologist. 

Terence  L.  O'Rourke,  M.I).,  has 
come  full  cycle  at  the  Geisinger  Medi- 
cal Center.  He 
was  born  there  in 
1 934  and  has  now 
become  a full- 
time associate  in 
• the  institution’s 
radiology  depart- 
ment. Dr.  O’- 
Rourke received 
his  medical  de- 
gree from  Jeffer- 
son Medical  Col- 
lege and  served  a rotating  internship 
at  Harrisburg  Hospital.  He  spent  two 
and  a half  years  as  an  Air  Force  flight 
surgeon,  attaining  the  rank  of  captain. 
In  November,  1964  Dr.  O'Rourke  be- 
gan a three-year  residency  in  radiology 
at  Geisinger. 

Edward  J.  Burkhard,  Jr.,  M.I)., 

Allentown,  has  received  certification  in 
anatomical  and  clinical  pathology 
from  the  American  Board  of  Pathol- 
ogy. Dr.  Burkhard  is  a member  of 
the  College  of  American  Pathologists, 
the  American  Society  of  Clinical  Pa- 
thologists and  the  Association  of  Clin- 
ical Scientists. 

Eugene  L.  Coodley,  M.I).  has  been 
appointed  chief  of  medicine  for  the 
Hahnemann  Division  and  coordinator 
of  the  teaching  program  for  the 
Hahnemann  Medical  College  at  Phil- 
adelphia General  Hospital.  Dr.  Cood- 
ley is  associate  professor  of  medicine 
at  Hahnemann  Medical  College. 

Robert  J.  Bowers,  M.I).,  Berwyn, 
has  been  named  associate  medical  di- 
rector of  clinical  investigation  for 
Wyeth  Laboratories,  a new  position 
created  to  meet  the  extra  demands 
made  on  studies  of  pharmaceutical 
products.  Dr.  Bower  has  been  associ- 
ate director  of  basic  investigations  for 
Wyeth  for  the  past  three  years. 

Richard  Hail,  M.I).,  Malvern,  has 
been  appointed  associate  director,  vi- 
rology, of  Smith  Kline  & French  Lab- 
oratories, Dr.  Haff  joined  SKF  in  1963 
as  a senior  virologist. 

William  Weiss,  M.I).,  Mt.  Airy,  has 
been  transferred  from  acting  chief  to 
chief  of  pulmonary  disease,  Hahne- 
mann Division.  Philadelphia  General 
Hospital.  Dr.  Weiss  has  also  been 
named  to  the  editorial  board  of 
Archives  of  Environmental  Health. 


Harry  Bacon,  M.I).,  Philadelphia, 
president  of  the  colon  and  rectal  sec- 
tion of  the  Pan  American  Medical 
Association,  participated  in  the  42nd 
Annual  Meeting  of  the  Association  in 
Buenos  Aires.  His  topics  included 
Cancer  of  the  Rectum,  Diverticulitis, 
Methods  to  Increase  Survival  Rates  of 
Patients  with  Malignancy  of  the 
Colon,  and  the  Rationale  of  Liver 
Scanning  in  the  Detection  of  Metas- 
tasis. Dr.  Bacon  was  guest  speaker 
at  the  annual  meeting  of  the  Phoenix 
Surgical  Society,  where  he  spoke  on 
The  Results  of  Surgical  Treatment  of 
Idiopathic  Ulcerative  Colitis  Com- 
pared to  Those  of  Granulomatous 
Ileocolitis.  He  also  addressed  the 
Tucson  Surgical  Society  in  Tucson. 

Harry  H.  Dinsmore,  M.D.,  former 
captain  in  the  U.  S.  Navy  Medical 
Corps,  has  begun  practice  at  the 
Adrain  Hospital,  Reynoldsville.  While 
serving  with  the  Navy  in  South  Viet- 
nam Dr.  Dinsmore  received  world- 
wide recognition  by  successfully  re- 
moving a live  mortar  shell  from  the 
chest  wall  of  a South  Vietnamese  com- 
batant. He  is  the  recipient  of  the 
Navy  Cross  for  his  outstanding  ser- 
vice to  his  country. 

William  O.  Fulton,  M.I).,  Stewarts- 
town,  has  been  elected  to  active  mem- 
bership in  the  American  Academy  of 
General  Practice. 

Henry  B.  Higman,  M.I).,  has  been 
appointed  chairman  of  the  University 
of  Pittsburgh 
School  of  Medi- 
cine department 
of  neurology,  a 
new  department 
established  at  Pitt 
last  year.  Dr.  Hig- 
man has  been 
serving  since  1966 
as  associate  at- 
tending neurol- 
ogist in  the  de- 
partment of  neurology  at  the  Uni- 
versity of  Illinois,  and  as  consultant 
in  neurology  at  Great  Lakes  Naval 
Hospital,  Great  Lakes,  Illinois.  In 
discussing  his  plans  for  the  future, 
Dr.  Higman  said  he  hopes  to  establish 
an  intensive  program  of  patient  care, 
clinical  investigation  and  basic  re- 
search. Dr.  Higman’s  own  research 
interest  deals  with  the  chemical  basis 
of  neural  transmission.  These  studies 
are  of  significance  in  such  diseases  as 
myasthenia  gravis,  a condition  produc- 
ing muscular  fatigue  and  exhaustion. 

(Continued  on  page  30.) 
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Help  can  be  weeks  away 
for  a painful  shoulder. 

Except  with  Butazolidin*  alka. 

If  it  doesn’t  work  in  a week, 
forget  it. 


But  don’t  forget  this  about  Butazolidin  alka 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potentdrugs  are 
given  concurrently.  Large  doses  of  Butazolidin 
alka  are  contraindicated  in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive  in- 
crease in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately  if 
fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water 
retention);  skin  reactions;  black  or  tarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discontinue 
the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  withhold- 
ing dietary  salt,  reduction  in  dosage  or  use  of 
diuretics.  In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discontinued 
with  the  appearance  of  edema.  The  drug  has 
been  associated  with  peptic  ulcer  and  may  re- 
activate a latent  peptic  ulcer.  The  patient 


For  complete  details, 
please  see  full 
prescribing  information. 


should  be  instructed  to  take  doses  immediately 
before  or  after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  re- 
actions usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis,  exfoliative  dermatitis, 
Stevens-Johnson  syndrome,  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplas- 
tic anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  he- 
maturia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 cap- 
sules daily  in  3 or  4 equal  doses.  Trial  period: 
one  week.  Maintenance  dosage  should  not 
exceed  4 capsules  daily;  response  is  often 

achieved  with  1 or2  capsules  daily.  6S09*V(B)&2 


Butazolidin’ alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum  hy- 
droxide gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1 .25  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


(Continued  from  page  27.) 

Floriel  ().  Diaz,  M.D.,  J im  Thorpe, 
has  been  inducted  into  the  American 
College  of  Surgeons.  This  honor  was 
conferred  on  Dr.  Diaz  at  the  Col- 
lege’s Clinical  Congress. 

Sol  Sherry,  M.D.  has  been  ap- 
pointed chairman  of  the  department 
of  medicine  at  Temple  University 
School  of  Medicine.  Previous  to  his 
appointment  at  Temple  Dr.  Sherry  was 
co-chairman  of  the  department  of 
medicine  at  Washington  University 
School  of  Medicine,  St.  Louis,  Mis- 
souri. 

Howard  Balin,  M.D.,  assistant  pro- 
fessor of  obstetrics  and  gynecology  at 
the  University  of  Pennsylvania  School 
of  Medicine  was  a guest  of  Excerpta 
Medical  Foundation  in  cooperation 
with  the  Louisiana  State  University 
School  of  Medicine  and  Tulane  Uni- 
versity School  of  Medicine,  when  he 
spoke  on  Alteration  of  Ovarian  Sur- 
face Activity  and  Gonadotrophic  Se- 
cretions Secondary  to  Oral  Contra- 
ception. 


Donald  P.  Vrabee,  M.D.,  has  been 
appointed  an  associate  in  the  depart- 
ment of  otolaryn- 
gology at  the  Gei- 
singer  Medical 
Center,  Danville. 
From  February 
1966  until  com- 
ing to  Geisinger 
Dr.  Vrabee  was 
an  instructor  in 
otolaryngology  at 
the  University 
Hospital  in  Ann 
Arbor,  Michigan.  He  had  also  been 
conducting  research  in  In  Vitro 
Studies-Otolaryngology  during  that 
time.  Dr.  Vrabee  has  done  research 
on  cochlear  fluids  and  has  had  four 
articles  published  in  various  medical 
journals. 

Norman  R.  Ingraham,  M.D.,  Phila- 
delphia, has  been  reappointed  to  his 
second  term  as  Commissioner  of  Pub- 
lic Health.  One  of  the  notable  effects 
of  Philadelphia’s  health  services  dur- 
ing Dr.  Ingraham’s  tenure  as  Com- 
missioner has  been  the  virtual  elimi- 
nation of  epidemic  outbreaks  of  dis- 
eases, notably  diphtheria,  virus  en- 
cephalitis and  polio. 


The  following  physicians  have  been 
appointed  assistant  attending  physi- 
cians at  Philadelphia  General  Hos- 
pital: James  S.  Dalsimer,  M.I)., 

King  of  Prussia;  Donald  J.  Fishman, 
M.D.,  Philadelph  ia;  Marvin  E.  Jafte, 
M.D.,  Philadelphia;  Joseph  F.  Rod- 
gers, M.D.,  Lansdowne;  Nathan  M. 
Smukler,  M.D.,  Philadelphia;  Marc 
H.  Hollender,  M.D.,  Philadelphia; 
Albert  W.  Zimmermann,  Jr.,  M.D., 
Philadelphia;  and  Gerald  E.  Gallery, 
M.D.,  Philadelphia. 

Frank  E.  Tamarkin,  M.D.,  York, 
is  the  recipient  of  the  Governor’s 
Award  for  Outstanding  Contributions 
to  Traffic  Safety.  Dr.  Tamarkin  has 
served  on  the  Governor’s  Traffic 
Safety  Council  for  the  past  twenty 
years.  He  initiated  the  present  physi- 
cal examination  program  for  drivers 
in  the  State. 

George  T.  Harrell,  M.D.,  dean  and 
director  of  the  Milton  S.  Hershey 
Medical  Center  was  present  at  cere- 
monies at  the  White  House  when 
President  Johnson  signed  HR  6418. 
Dr.  Harrell  was  invited  by  a telegram 
from  Joseph  Califano,  special  assis- 
tant to  the  President. 
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Android 


® 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study * 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*“Sexual  impotence  treatment  ivith  methyl  testosterone  - thyroid  (ANDROID ) a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  -Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available : 

Bottles  of  100,  500,  1000. 


Android-HP  Android-X  Android-Plus 


HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  5.0  mg. 

Thyroid  Ext.  (V2  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose : 1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains : 
Methyl  Testosterone  12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg, 

Thiamine  HCL  10  mg. 

Dose.  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  2.5  mg. 
Thyroid  Ext.  [Va  gr.)  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg 

INDICATIONS  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect  Estrogen  balances  the 
androgen  only  steroid  effect  remains 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t i d Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA  INDICATIONS:  See 
Android,  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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PENNSYLVANIA  MEDICINE 


A simplified  approach 
to  the  practica  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’: 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVEF 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


METHYCLOTHIAZIDE  5 mg.  with 
DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its  ' 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice,  j 


Once  a day,  every  day  mild  to  moderate  to  severe 

EUTRON  I M 

PARGYLINE  HYDROCHLORIDE  25  mg. 

with  METHYCLOTHIAZIDE  5 mg.  See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 

METHYCLOTHIAZIDE 


ENDURONYL! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  'A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


tions:  For  use  in  management  of  anxiety  and  tension  occurring 
or  as  accompanying  symptom  complex  to  medical  and  surgical 
:rs  and  procedures.  Though  not  a hypnotic,  fosters  normal 
trough  antianxiety  and  related  muscle-relaxant  properties, 
raindications:  History  of  sensitivity  to  meprobamate. 

'ortant  Precautions:  Carefully  supervise  dose  and  amounts 
scribed,  especially  for  patients  prone  to  overdose  themselves, 
cessive  prolonged  use  has  been  reported  to  result  in  dependence 
habituation  in  susceptible  petsons,  as  alcoholics,  ex-addicts, 
nd  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
nd  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs : 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Washington 
Report 

Social  Security  Legislation 
Includes  Changes  in 
Medicare,  Medicaid 

President  Johnson  signed  into  law 
the  Social  Security  legislation  which 
included  changes  in  medicare  and 
medicaid  advocated  by  the  medical 
profession. 

It  provides  for  a record  high  mini- 
mum 13  percent  increase  in  cash  bene- 
fits for  twenty-four  million  Americans, 
starting  next  month.  Beginning  April 
1,  one  dollar  a month  of  the  increase 
will  be  withheld  from  the  checks  of 
those  participating  in  voluntary  Plan 
B of  medicare  which  covers  part  of 
physician  fees  and  other  medical  ser- 
vices other  than  hospitalization. 

The  total  premium  for  Plan  B in- 
surance is  now  $6  a month,  half  of 
which  is  paid  by  the  federal  govern- 
ment. Beginning  April  1,  the  premium 
will  be  increased  to  $8,  with  the  gov- 
ernment paying  $4  and  the  partici- 
pant $4. 

According  to  HEW,  about  $.20  of 
the  $1  increase  was  needed  to  cover 
costs  which  were  originally  under- 
estimated. Another  $.25  cents  would 
cover  expected  increase  of  use  under 
the  program.  An  anticipated  5 per- 
cent increase  in  physician  fees  would 
account  for  another  $.25  cents,  HEW 
said. 

The  Social  Security  taxable  base 
also  was  increased,  effective  January 
1,  from  $6,600  to  $7,800.  The  tax 
rate  for  this  year  will  remain  the  same 
as  under  the  old  law,  4.4  percent  on 
both  the  employee  and  employer  and 
6.4  percent  on  self  employed.  Tax 
rate  increases  are  set  for  subsequent 
years  through  1987. 

Changes  in  medicare  and  medicaid 
include: 

Medicare 

• Payment  of  physician  fees  is  au- 
thorized either  to  the  patient  on  the 
basis  of  an  itemized  bill,  either  un- 
paid or  receipted  as  paid,  or  to  the 
physician  under  the  assignment  meth- 
od. 

• Payment  is  authorized  for  full 
reasonable  charges  for  radiological  or 
services  furnished  by  physicians  to  hos- 
pital inpatients. 


• Hospital  outpatient  diagnostic 
services  are  transferred  from  the  hos- 
pital insurance  program  (Plan  A)  to 
the  supplementary  medical  insurance 
program  (Plan  B).  The  change  was 
designed  to  simplify  the  procedure  for 
paying  benefits  for  hospital  outpa- 
tients. 

• The  requirement  of  physician 
certification  of  the  medical  necessity 
for  admission  to  general  hospitals  and 
for  hospital  outpatient  services  was 
eliminated. 

• Medicare  beneficiaries  are  given 
a lifetime  reserve  of  sixty  additional 
days  of  hospital  care  after  the  ninety 
days  covered  in  a spell  of  illness.  The 
beneficiary  must  pay  the  first  $20  per 
day  for  the  additional  hospitalization. 

• The  Secretary  of  HEW  was  di- 
rected to  study  and  report  to  Congress 
by  January  1,  1969,  the  effects  of 
covering  drugs  under  medicare  and 
of  establishing  quality  and  cost  stand- 
ards for  drugs  provided  under  social 
security  health  programs. 

• Services  of  podiatrists  are  au- 
thorized under  medicare  to  the  extent 
that  a state's  law  permits,  but  routine 
foot  care  is  not  covered. 

• Outpatient  services  furnished  by 
physical  therapists  are  authorized  with- 
in certain  limitations. 

• The  Secretary  of  HEW  was  di- 
rected to  study  and  make  recommenda- 
tions of  adding  services  of  chiropractic 
and  optometrists  to  Plan  B. 

• Payment  is  authorized  under 
Plan  B for  diagnostic  X-rays  taken 
in  a patient's  home  or  a nursing  home. 

Medicaid 

• States  are  limited  in  setting  eligi- 
bility income  levels  for  federal  match- 
ing purposes. 

• States  are  given  until  January  1, 
1970,  to  buy-in  medicare  Plan  B 
insurance  for  aged  medicaid  bene- 
ficiaries. 

• States  are  authorized  to  make 
direct  payments  to  medicaid  bene- 
ficiaries for  physicians’  and  dentists’ 
services  if  the  beneficiary  is  not  re- 
ceiving cash  assistance. 

• States  are  permitted  to  select 
either  the  five  basic  health  services,  or 
seven  out  of  the  fourteen  authorized, 
for  the  medically  indigent.  The  basic 
five  must  be  provided  for  those  re- 
ceiving welfare  cash  benefits.  The 
basic  five  are:  inpatient  hospital  ser- 
vices, outpatient  hospital  services, 
other  laboratory  and  X-ray  services, 


skilled  nursing  home  services  and  phy- 
sicians’ services. 

• States  must  license  administrators 
of  nursing  homes  and  set  minimum 
nursing  home  standards  if  these  in- 
stitutions are  to  be  eligible  to  partici- 
pate in  the  Medicaid  Program. 

• States  must  establish  methods 
and  procedures  to  safeguard  against 
unnecessary  utilization  of  health  care 
services  and  to  assure  that  payments 
for  such  services  and  drugs  do  not 
exceed  reasonable  charges. 

Under  the  program  for  Aid  to  Fam- 
ilies with  Dependent  Children 
(AFDC),  states  now  must  offer  birth 
control  services  to  appropriate  bene- 
ficiaries with  acceptance  on  a volun- 
tary basis.  Authorizations  for  federal 
financial  aid  for  maternal  and  child 
health  programs  are  increased.  Ser- 
vices of  optometrists  are  added  to  child 
health  programs. 

Drugs  Under  FDA  Scrutiny 

James  L.  Goddard,  M.D.,  commis-  j 
sioner  of  the  Food  and  Drug  Admin- 
istration, estimated  that  about  three 
hundred  drugs,  marketed  under  1,600 
brand  names,  will  be  forced  off  the 
market  because  of  ineffectiveness  for 
treatment  of  medical  conditions. 

An  evaluation  of  some  three  thou- 
sand drugs  placed  on  the  market  from 
1938  to  1962  was  started  in  June, 
1966.  It  is  being  conducted  by  twenty- 
nine  panels  of  two  hundred  medical 
and  pharmaceutical  specialists  under 
the  direction  of  the  National  Academy 
of  Sciences-National  Research  Coun- 
cil. With  the  first  panel  reporting  in 
January,  the  last  report  is  due  in  mid- 
1969. 

The  FDA  assigned  the  evaluation 
to  the  academy  following  passage  of 
the  Kefauver  Drug  Taw  in  1962.  The 
law's  main  thrust  was  to  give  FDA 
power  to  pass  on  the  efficacy  as  well 
as  the  safety  of  drugs  marketed  after 
1962,  but  a provision  authorized  the 
government  to  review  drugs  already  I 
on  the  market. 

Mumps  Vaccine 
Gets  License 

The  federal  government  has  li 
censed  a live,  attenuated  mumps  viru.- 
vaccine  especially  recommended  foi 
adolescent  and  male  adults  who  car 
become  sterile  from  the  relatively 
innocuous  childhood  disease. 

(Continued  on  page  43.) 
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‘Breathing’s 
a snap  again! 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 

( Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  olilis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage  : 1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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a tranquilizer  with 
particular  usefulness 
functional  disorders 


Extensive  clinical  experience,  including  eleven  double-blind  studies,1'11  indi- 
cates that  Tybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension. 
It  appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
patientwho“somatizes”— whose  anxiety  and  tension  find  expression  in  com- 
plaints such  as  headaches,4’8-10’11  fatigue,4  insomnia,2’4’8'9-12  anorexia,3-8’9 
and  pruritus.7 

Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
other  commonly  used  tranquilizers. 

1.  Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 
poxide.  In  one  study,4  severe  anxiety  responded  more  effectively  to  tybamate 
than  to  meprobamate;  in  another,8  symptom-response  superiority  of  tyba- 
mate over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
confidence. 

2.  Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

Side  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
the  form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
have  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
its  comparative  lack  of  undesirable  sedative  action.3’6’12’13  (If  drowsiness  or 
vertigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 

For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
physical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
lenging patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
for  which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 

Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
to  suit  individual  requirements. 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requkements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone;  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  observed  excessive  self-medication  or  any  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate),  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  of  the  occurrence  of 

Prescribing  information  continued  on  next  page. 


(pronounced  TYE-buh-tran) 


AMA  Stresses  Importance  of 


Tybatran 

/ brandoftybamate 

a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


Prescribing  information  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  tequiring  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
sias,  and  hepatic  or  renal  disease;  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients.  In  a few  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
"panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths;  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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Seat  Belts  for  Children 

The  AMA  Committee  on  Medical  Aspects  of  Automotive 
Safety,  in  cooperation  with  the  U.S.  Public  Health  Ser- 
vice campaign,  urges  all  physicians  to  help  cut  the  huge 
toll  of  death  and  injury  to  infants  and  small  children  from 
automobile  accidents  by  warning  parents  of  the  dangers 
of  riding  in  a moving  automobile  without  using  seat 
restraints. 

Harold  A.  Fenner,  Jr.,  M.D.,  AMA  Committee  chair- 
man, points  out  that  many  parents  allow  children  to 
stand  with  their  faces  practically  touching  the  automobile 
windshield,  when  actually  children  should  never  even  be 
allowed  to  sit  in  a moving  automobile  without  restraints. 

“Parents  who  ordinarily  go  to  great  extents  to  protect 
and  care  for  their  children  here  risk  them  unnecessarily 
to  disfigurement,  injury  and  death, Dr.  Fenner  said. 
"Physicians,  especially  pediatricians,”  he  said,  “often  have 
an  unusual  opportunity  to  reach  parents  with  this  informa- 
tion.” 

The  U.S.  Public  Health  Service  advises  the  use  of  pres- 
ently available  equipment,  but  urges  the  automotive  in- 
dustry to  develop  improved  restraints,  including  shoulder 
straps. 

The  PHS  seat  belt  campaign  includes  asking  law  en- 
forcement officers  and  news  media  to  include  a report 
on  seat  belt  usage  in  traffic  accident  stories,  with  the 
hope  that  publication  of  such  information  would  further 
impress  people  with  the  crucial  importance  of  wearing 
safety  belts. 


PHS  Researchers  Study  Computer 
Analysis  of  Pediatric  Heart  Disease 

Doctors  may  one  day  call  upon  the  computer  to  help 
detect  heart  disease  in  newborn  infants  and  other  young 
children. 

An  automated  system  for  analyzing  the  pediatric  elec- 
trocardiogram (ECG)  is  being  developed  by  the  Public 
Health  Service's  National  Center  for  Chronic  Disease  Con- 
trol, under  the  direction  of  Dr.  Lowell  W.  Perry. 

"Each  year  an  estimated  twenty  thousand  babies  are 
horn  with  congenital  heart  disease  in  the  United  States,” 
according  to  Dr.  Perry,  chief  of  the  Pediatric  Section  of 
the  Center’s  Heart  Disease  Control  Program.  “Deaths 
among  these  babies  most  often  occur  during  the  period 
shortly  after  birth,  especially  during  the  first  month  of 
life.  In  addition,  from  one  to  two  of  every  one  thousand 
school-aged  children  presently  have  undetected  heart  dis- 
ease.” 

Children's  ECGs  are  difficult  to  take  and  require  con- 
siderable time  and  effort,  and  the  number  of  recordings 
needed  to  be  taken  to  establish  normal  ECG  standards 
against  which  to  measure  the  child  with  heart  disease  are  of 
such  magnitude  that  most  investigators  hesitate  to  become 
involved. 

“Because  the  heart  changes  so  rapidly  during  the  months 
after  birth,  the  ECG  of  a normal  child  varies  greatly  with 
his  age.  What  is  normal  for  a newborn  infant  may  be 
quite  abnormal  for  a two-year-old.  It  is  common  to  find 
children  with  severe  heart  disease  and  infants  dying  of 
heart  disease  with  ECGs  that  are  normal  by  present-day 
standards,”  Dr.  Perry  said. 


(Continued  from  paf>e  38.) 

The  vaccine,  developed  over  a five- 
year  period  by  the  Merck,  Sharp  and 
Dohme  Research  Laboratories,  v/as 
not  recommended  for  routine  use  in 
infants  and  young  children  pending 
development  of  more  information  in 
the  duration  of  the  immunity  it  pro- 
vides. 

William  H.  Stewart,  M.D.,  U.S. 
Surgeon  General,  said  excellent  pro- 
tection against  naturally  occurring 
mumps  has  been  observed  for  the 
first  year  after  the  single-injection  live 
vaccine. 

“But  limited  data  on  natural  ex- 
posure during  the  second  year  indi- 
cates continuing  protection  although 
additional  observation  will  be  required 
to  determine  the  duration  of  immun- 
ity protection,”  he  said. 

Pennsylvania 

PMS  Testifies 


On  December  28,  the  Pennsylvania 
Medical  Society  testified  before  the 
Committee  on  Local  Government  of 
! the  Constitutional  Convention  (CON- 


CON  ) to  urge  the  elimination  of  the 
coroner  as  a constitutional  officer. 

Appearing  for  the  Society  were 
Stephen  Hanson,  M.D.,  Chairman  of 
the  Commission  on  Forensic  Medi- 
cine; Joseph  Spelman,  M.D.,  Medi- 
cal Examiner  for  Philadelphia,  and 
William  Hunt,  M.D.,  Coroner  of 
Allegheny  County. 

Dr.  Hanson,  in  presenting  the  testi- 
mony, pointed  out  to  the  Committee 
that  the  “defects  in  the  coroner  system 
are  many  and  involve  the  philosophy 
and  quality  of  investigations. 

“Medical  defects  in  the  coroner 
system  violate  the  cardinal  principles 
of  forensic  medicine  and  pathology, 
namely,  that  a violent  death,  regard- 
less of  its  category,  may  only  be  re- 
vealed as  such  after  consideration  of 
all  the  circumstances  and  the  most 
searching  examinations.” 

Dr.  Hanson,  quoting  Dr.  Milton 
Halpern,  Chief  Medical  Examiner  of 
the  City  of  New  York,  said,  “It  is 
indeed  an  understatement  to  say  that 
in  most  parts  of  this  country  the  offi- 
cial investigation  of  sudden,  suspicious 
and  violent  death  is  deplorably  inade- 
quate, except  in  those  still  relatively 
few  places  where  an  effective  Medical 
Examiner  system  has  been  estab- 
lished.” 


House  Passes  Pennsycare 
With  Chiropractors 

H-1474  was  reported  to  the  House 
Floor  two  days  before  adjournment 
by  Representative  Eugene  Fulmer,  the 
Chairman  of  the  House  Committee 
on  Public  Health  and  Welfare.  Mr. 
Fulmer's  version  of  the  bill  provided 
that  payments  under  the  Pennsycare 
program  be  made  to  chiropractors. 

The  bill  was  placed  on  the  table 
prior  to  the  recess  and,  immediately 
upon  return  to  Session,  it  was  removed 
from  the  table  since  leadership  was 
informed  by  the  front  office  that  the 
bill  had  to  move  and  that  there  was 
no  time  to  amend  the  measure  in  the 
House  since  this  procedure  required 
one  additional  legislative  day. 

The  House  passed  the  measure,  but 
with  the  understanding  that  it  would 
be  amended  in  the  Senate  Committee. 
In  the  Senate,  the  bill  was  referred  to 
the  Committee  on  Public  Health  and 
Welfare  where  amendments  are  being 
added  to  the  measure  to  remove  the 
chiropractors  and  to  require  the  Sec- 
retary of  Public  Welfare  to  study  the 
desirability  of  adding  to  the  program 
“the  services  of  additional  types  of 
personnel  engaged  in  the  independent 
practice  of  furnishing  health  services.” 


Togetherness.... 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2 ! and  will  not  mask  symptoms  of 


serious  organic  disorders. 
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WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


1.  Bradley,  J.  E.,  et  air.  J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
& Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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A Year  of  Better  Health  Ahead 

During  the  past  year,  medical  progress  was  made  which 
will  help  ensure  that  each  of  us  has  a longer,  more  com- 
fortable life. 

There  were  new  developments  in  artificial  and  trans- 
planted internal  organs — including  the  startling  success 
of  a heart  transplant  by  a South  African  surgeon  who 
received  part  of  his  training  in  this  country. 

There  was  some  success  in  vaccine  development  and 
hints  of  new  biochemical  weapons  against  viral  diseases; 
continued  follow-up  of  promising  leads  in  the  mystery  of 
cancer;  the  opening  of  five  new  U.S.  medical  schools; 
and  a Nobel  Prize  in  medicine  or  physiology  for  two 
American  scientists. 

An  anti-measles  campaign  by  the  American  Medical 
Association  and  the  U.S.  Public  Health  Service  has  been 
so  successful  that  fewer  measles  cases  were  reported 
during  the  first  half  of  1967  than  in  any  comparable  period 
since  measles  record-keeping  began  in  1912. 

Licensure  of  a mumps  vaccine  has  been  realized.  A 
vaccine  against  German  measles  (rubella)  may  be  gen- 
erally available  within  two  years.  A vaccine  to  prevent 
erythroblastosis  fetalis  also  may  be  licensed  in  1968. 

Unfortunately,  there  are  health  danger  signals,  too.  The 
public  health  struggle  with  venereal  disease  is  far  from  won 
— gonorrhea  is  more  prevalent  in  the  U.S.  now  than  at 
any  time  in  the  last  twenty  years.  Greater  public  aware- 
ness and  prompt  treatment  of  VD  is  needed. 

Heart  disease,  chronic  non-tuberculous  lung  disease, 
alcoholism,  and  drug  abuse  continue  to  be  outstanding 
U.S.  public  health  problems.  Cancer  takes  far  too  many 
lives. 

Prospects  continue  to  improve  for  a rich,  full  life  and 
a meaningful  old  age.  One  of  the  people  we  have  to  thank 
for  this  is  the  American  physician. 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuDerculosis.  Available  in  5’s  and  25  s. 


PENNSYLVANIA  MEDICINE 


winter  1968 


DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
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Ihe  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

"the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 


lower  rib  cage 


perineal  muscles 


diaphragm 
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non.  Kiesselbach's  area  in  rhe  nose  (on  rhe  anterior 
i part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
' accompanies  pregnancy.  The  amount  of  congestion 
: can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
' cold. 


less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
1 mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  " plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 


The  pregnant  woman  with  a cold  is  miserable  for 
other  reasons,  dependent  somewhat  on  her  parity 
and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
colds  is  almost  the  rule. 


x 


1 

Is  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 


(Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion . . . 
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timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 

« ■ ■ ■ ® 

riaminiC  timed-release  tablets 

Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

( Advertisement ) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops. 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided. 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

Apparently  the  cold  is  so  common  in  pregnancy  that 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few 
which  are  available  add  little  to  the  common  knowl- 
edge, are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 


Tell  her  to  get 

“The  Orange  Medicine” 

m 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  you  can  bring  quick,  lasting  com-  poi 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  may  ^ 
occasionally  encounter  these  side  effects:  drowsiness, 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa- 
tients engaged  in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis.  ^ 
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Cardiovascular  Briefs 


Management  of 
Peripheral  Arterial  Diseases 


Should  patients  with  intermittent 
claudication  be  treated  medically  or 
surgically? 

Most  patients  with  claudication  do 
not  require  surgery.  In  the  more 
severe  cases  that  are  handicapped  to 
the  point  where  their  jobs  are  affected 
or  in  those  with  a non-healing  ischemic 
lesion  of  a foot,  arterial  reconstruction 
may  be  necessary. 

How  do  you  manage  the  patient  with 
arteriosclerosis  obliterans  who  is  not  a 
candidate  for  surgery? 

Prophylactic  foot  care  is  most  im- 
portant and  must  be  explained  to  the 
patient.  Any  form  of  trauma  or  ir- 
ritation to  the  foot  should  be  avoided. 
Care  must  be  exercised  when  cutting 
the  nails.  Extremes  in  temperature 
must  be  avoided.  Dermatophy tosis 
must  be  promptly  treated.  Vasodila- 
tors may  occasionally  be  useful.  In 
patients  with  severe  claudication  or 
with  rest  pain,  a continuous  epidural 
block  may  be  of  value. 

In  what  arterial  occlusive  situations 
may  reconstructive  surgery  help? 

Where  the  aortogram  or  arteriogram 
discloses  a segmental  occlusion  which 
can  be  by-passed  or  endarterectomized 
in  the  presence  of  an  adequate  distal 
run-off.  Vein  grafts  are  usually  used 
for  by-passing  occlusions  in  the  legs. 
Synthetic  grafts  are  used  for  aorto-iliac 
blocks. 


There  is  no  conclusive  evidence  that 
these  drugs  are  useful  in  this  situation. 
However,  when  the  patient  has,  in  ad- 
dition, coronary  and/ or  cerebral  artery 
insufficiency,  in  other  words  general- 
ized severe  arteriosclerosis,  long-term 
use  of  oral  anticoagulants  is  sometimes 
helpful. 

What  is  the  present-day  management  of 
peripheral  arterial  emboli? 

The  Fogarty  catheter  has  made  em- 
bolectomy  a relatively  simple  pro- 
cedure in  that  the  clots  that  lodge  any- 
where from  the  abdominal  aorta  down 
as  far  as  the  ankle,  can  be  extracted 
through  a femoral  arteriotomy  even 
under  local  anesthesia  if  necessary. 

How  do  patients  with  popliteal  an- 
eurysms usually  present? 

In  one  of  three  ways:  (1)  the  an- 
eurysm may  be  noticed  by  the  patient 
or  physician  as  a pulsatile  mass  in  the 
popliteal  space;  (2)  often  they  throm- 
bose and  present  with  symptoms  of 
distal  ischemia;  or  (3)  thrombus  which 
forms  in  the  aneurysm  may  embolize 
distally,  usually  to  the  toes,  causing 
severe  ischemia. 

When  diagnosed,  how  should  a pop- 
liteal aneurysm  be  treated? 

It  should  be  resected  and  a vein  by- 
pass graft  inserted  to  prevent  future 
thrombosis  and/or  peripheral  emboli. 


What  does  one  do  for  the  patient  with 
a pre-gangrenous  lesion  of  the  foot 
when  arterial  reconstructive  surgery 
is  not  feasible? 


In  this  situation,  local  care  of  the 
lesion  plus  systemic  antibiotics  is  im- 
portant. Local  surgical  trauma  should 
usually  be  avoided  unless  gentle  drain- 
age is  necessary.  A 48-hour  continu- 
ous epidural  block  is  useful  in  some 
patients  and  lumbar  sympathectomy 
may  be  of  value. 


Are  oral  anticoagulants  of  value  in  the 
usual  case  of  arteriosclerosis  oblite- 
rans? 


What  is  the  currently  accepted  treat- 
ment of  an  abdominal  aortic  aneu- 
rysm? 

An  aortic  aneurysm  which  is  symp- 
tomatic or  one  which  is  asymptomatic 
but  greater  than  4 cm.  at  its  widest 
diameter  probably  should  be  resected 
barring  other  strong  medical  contrain- 
dications. 

Is  Buerger's  disease  a clinical  entity? 

Yes.  Most  vascular  specialists  agree 
that  Buerger’s  disease  or  thromboangi- 
itis obliterans  exists.  However,  it  has 
become  rare.  To  make  the  diagnosis, 


a history  of  migratory  thromboph- 
lebitis is  usually  necessary  in  addition 
to  the  finding  of  occlusion  of  small  and 
medium-sized  arteries  in  the  lower  and 
upper  extremities. 

What  is  the  difference  between  primary 
and  secondary  Raynaud’s  phenome- 
non? 

About  50  percent  of  patients  with 
Raynaud’s  phenomenon  are  primary: 
that  is,  there  is  no  underlying  disease. 
In  the  others,  the  symptoms  are 
secondary  to  other  disease  entities 
which  may  or  may  not  be  apparent 
initially.  These  include  collagen  vas- 
cular disease  (progressive  systemic 
sclerosis,  systemic  lupus  erythema- 
tosus, polyarteritis),  thoracic  outlet 
syndrome  (cervical  ribs,  scalenus  anti- 
cus  syndrome),  posttraumatic  (pneu- 
matic hammer),  occlusive  arterial  dis- 
ease, abnormal  sludging,  pheochromo- 
cytoma,  drugs  (ergot,  Sansert). 

What  is  the  prognosis  in  Raynaud's 
phenomenon? 

In  the  secondary  form,  the  prognosis 
is  that  of  the  underlying  disease.  In  the 
primary  form,  one-third  show  no 
change  over  the  years,  one-third  im- 
prove; about  one-sixth  become  worse, 
and  in  one-sixth  the  symptoms  disap- 
pear completely. 

■ William  G.  Teaman,  Jr.,  M.D., 
questions  Meyer  Naide,  M.D.,  Direc- 
tor, Division  of  Vascular  Diseases, 
Graduate  Hospital  of  the  University 
of  Pennsylvania,  and  David  Naide, 
M.D.,  Division  of  Vascular  Diseases, 
Graduate  Hospital  of  the  University 
of  Pennsylvania,  Philadelphia,  Pennsyl- 
vania. 

■ William  G.  Teaman,  Jr.,  M.D.,  Fel- 
low, Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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400,000  units  of  potassium  penicillin  V per  teaspoonful 


Now... twice  as  much  as  before  in  each  teaspoon 


New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Spigelian  Hernia 

The  entity  described  in  this  case  report  deserves  your  at- 
tention, for  it  is  probably  not  so  rare  as  is  the  diagnosis 

PHILIP  J.  HODES,  M.D.  and  MARK  PLISKIN,  M.D. 

Philadelphia,  Pennsylvania 


Spigelian  hernias  anatomically  lie 
along  the  iinea  semilunaris  in 
the  anterior  abdominal  wall, 
where  they  often  remain  unrecognized 
clinically.  The  purpose  of  this  report 
is  to  reemphasize  their  clinical  signifi- 
cance and  roentgen  manifestations. 

Approximately  two  hundred  Spi- 
gelian hernias  have  been  reported.1-  3 
None  except  the  recent  report  by 
Bryk  2 has  appeared  in  the  American 
radiologic  literature  despite  the  fact 
that  various  authors  3-  10  have  stressed 
the  importance  of  barium  enema  series 
in  the  diagnosis  of  this  hernia. 

According  to  the  literature,  inci- 
dence of  the  hernia  is  approximately 
equal  in  males  and  females.  If  Hib- 
bard and  Schumann 4 are  correct, 
actual  predisposition  to  the  hernia 
exists  in  10  per  cent  of  the  female 
population.  It  would  seem,  therefore, 
that  the  hernia  is  more  common  than 
most  physicians  believe,  else  why  is 
it  found  with  equal  frequency  in  both 
sexes? 

Large  Spigelian  hernias  are  fre- 
quently misdiagnosed  as  neoplasms. 
Barium  enema  or  survey  abdominal 
examinations  that  demonstrate  a loop 
of  bowel  outside  the  usual  confines 
of  the  peritoneal  cavity  are  invaluable 
aides  in  distinguishing  between  this 
type  of  hernia  and  neoplasm.  Their 
greatest  value  would  be  in  obese  per- 
sons in  whom  the  hernial  sac  could 
not  be  discovered  clinically. 

Read  10  found  barium  enema  studies 
to  be  of  value  in  confirming  the  diag- 
nosis of  Spigelian  hernia  in  three  of 
eight  cases  he  reported.  Harless  and 


■ At  Jefferson  Medical  College,  Dr. 
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Hirsch  3 also  identified  three  such  an- 
omalies in  barium  enema  series  in  a 
three  year  period,  and  Straus  and 
Alexander13  diagnosed  Spigelian 
hernia  after  barium  enema. 

Spigelian  hernia  occurs  along  the 
Iinea  semilunaris,  the  line  of  transi- 
tion between  the  muscle  bundles  and 
aponeurosis  of  the  transversus  ab- 
dominis muscle.  The  Iinea  semilunaris 
was  first  described  by  the  Flemish 
anatomist,  Adrian  van  der  Spiegel, 
in  the  17th  Century.'1  It  runs  from 
the  superior  pubic  ramus  to  the  costal 
margin.  Usually,  the  hernia  occurs  at 
the  junction  of  the  Iinea  semilunaris 
with  the  Iinea  semicircularis  (line  of 
Douglas),  which  represents  the  in- 
ferior border  of  the  posterior  rectus 
sheath.  It  is  this  fold  of  Douglas  that 
gives  the  sharp  superior  and  super- 
olateral margin  to  this  hernia.12  The 
hernial  sac  then  bulges  through  the 


aponeurosis  of  the  transversus  ab- 
dominis and  overlying  internal  oblique 
muscles  and  comes  to  rest  beneath  the 
external  oblique  muscle.  The  reader 
is  referred  to  Hibbard  and  Schumann  4 
for  an  excellent  description  and  dia- 
grams of  this  hernia. 

The  etiology  of  the  Spigelian  hernia 
remains  a puzzle.  In  1804,  Sir  Astley 
Cooper  proposed  that  the  hernia  de- 
veloped in  a vascular  hiatus  through 
the  transverse  and  internal  oblique 
muscles.7  The  most  widely  accepted 
explanation  was  advanced  by  Zimmer- 
man et  «/.,14  who  claimed  that  the 
inferomedial  extent  of  the  transversus 
abdominis  and  internal  oblique  mus- 
cles consists  of  interdigitating  muscle 
bands  interlaced  by  weak  aponeurotic 
spaces  which  act  as  potential  sites  of 
herniation.  In  addition,  many  au- 
thors 7-  8-  13  have  emphasized  the  fact 
that  the  parallel  position  of  the  muscle 


Fig.  1.  Portion  of  the  erect  survey  abdomen  examination  demonstrating  the 
fluid  levels  at  A,  and  the  extraperitoneal  portion  of  the  gut  beyond  the  hernia 

at  B. 
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Fig.  2.  Portion  of  the  barium  enema  which  demonstrates  the  site  of  the 
hernia  (arrows).  The  extraperitoneal  portion  of  the  herniated  ascending  colon 
is  noted  at  X,  with  the  cecum  within  the  abdomen  at  Y. 


fibers  of  the  transversus  abdominis 
and  internal  oblique  muscles  antero- 
laterally  below  the  umbilicus  allows 
the  previously  described  weak  apo- 
neurotic structures  to  be  superimposed 
on  one  another,  further  weakening  the 
abdominal  wall,  whereas  above  the 
umbilicus,  the  muscle  fibers  run  at 
angles  to  each  other,  thereby  reinforc- 
ing each  other. 

Roentgen  findings  alone  are  not 
the  only  means  by  which  these  hernias 
may  be  diagnosed.  Many  are  clinically 
obvious  if  only  the  possibility  of  hernia 
is  kept  in  mind.  However,  since  many 
of  these  hernias  are  masked  or  in- 
terstitial, that  is,  hidden  below  the  ex- 
ternal oblique  muscle  and  the  pan- 
niculus,  the  roentgen  examination  can 
be  of  value,  as  demonstrated  by  the 
following  case. 

Case  Report:  A seventy-five-year- 
old  white  male  was  admitted  to  the 
Jefferson  Medical  College  Hospital 
with  right  lower  quadrant  pain  of 
two  days’  duration.  He  denied  hav- 
ing nausea,  vomiting  and  melena.  He 
had  had  no  bowel  movements  for 
three  days.  Physical  examination  re- 
vealed an  obese  male  in  moderate 
distress  with  normal  vital  signs.  There 
was  tenderness  in  the  right  lower  quad- 
rant, where  a hard,  fixed,  slightly 
tender  mass  was  palpable.  Survey 
abdominal  roentgenograms  revealed  a 
loop  of  bowel  outside  the  usual  con- 
fines of  the  peritoneal  cavity  on  the 
right  side  (Fig.  1).  This  was  thought 
to  represent  a hernia,  which  was  dem- 
onstrated by  barium  enema  studies 
(Fig.  2).  Despite  obvious  roentgen 
findings,  the  preoperative  clinical  diag- 
nosis remained  carcinoma  of  the  ce- 
cum. At  operation,  a Spigelian  hernia 
with  strangulation  and  gangrene  of  the 
cecum  was  found.  A right  colectomy 
was  done  with  an  end-to-end  anas- 
tomosis, and  repair  of  the  hernia.  The 
patient  recovered  and  has  remained 
well. 

Summary  and  Comment 

The  incidence,  definition  and  etiol- 
ogy of  the  Spigelian  hernia  have  been 
discussed  and  the  role  of  radiology  in 
the  diagnosis  noted.  A case  is  pre- 
sented in  which  the  correct  diagnosis 
was  suggested  preoperatively  by  the 
radiologist.  Spigelian  hernias  probably 
are  more  common  than  has  been 
thought.  Survey  abdominal  roentgeno- 
grams and  barium  enema  study  can 
help  in  establishing  a diagnosis,  es- 
pecially in  the  obese  patient  in  whom 
the  hernia  is  frequently  overlooked 
or  misdiagnosed. 
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Suture  Line  Recurrence  from 


Carcinoma  of  the  Rectosigmoid 

Early  recognition  of  anastamotic  recurrence  is  pos- 
sible through  frequent  and  careful  sigmoidoscopy 

HARRY  E.  BACON,  M.D.  and  ANTHONY  R.  GENNARO,  M.D. 

Philadelphia,  Pennsylvania 


Various  factors  have  brought 
about  an  improvement  in  the 
five  year  survival  rate  of  cancer 
of  the  colon  and  rectum.  It  is,  how- 
ever. both  unfortunate  and  discour- 
aging when  one  contemplates  the  fact 
that  local  recurrence  constitutes  so 
great  a threat  to  the  success  of  the 
primary  procedure.  In  surgical  cases 
operated  upon  for  cure  and  in  whom 
recurrent  disease  is  found,  more  than 
50  percent  of  such  recurrences  are  at 
least  in  part  local,  being  close  to  or 
contiguous  with  the  borders  of  the 
initial  resection.  Requiring  special 
concern  is  the  anastomotic  recurrence; 
for  in  spite  of  various  techniques  de- 
vised to  prevent  this  misfortune,  many 
clinics  continue  to  report  an  incidence 
of  10-20  percent1  recurrence.  In  a 
recent  small  but  well  documented 
series  of  cases  the  rate  for  suture  line 
recurrence  was  36  percent.2  This  fig- 
ure is  most  significant  since  77  percent 
of  these  patients  were  considered  to 
have  had  a curative  procedure  by  the 
surgeon  who  performed  the  initial 
operation. 

It  has  been  shown  that  suture  line 
recurrence  represents  an  implantation 
problem  rather  than  a metastasis  or 
simply  the  result  of  an  inadequate  re- 
section. If  a recurrent  growth  at  the 
anastomosis  were  metastatic  in  origin, 
it  is  obvious  that  the  tumor  would  first 
appear  on  the  serosal  surface  of  the 
colon  and  then  compress  it  or  ulcerate 
into  the  wall  from  the  outside.  Al- 
though this  does  happen  it  is  much 
less  common  than  the  mucosal  re- 
currence at  the  anastomosis.  Also, 
since  in  the  colon  cancer  seldom  ex- 
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of  proctologic  surgery  and  Dr.  Gen- 
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tends  a significant  distance  in  the  wall 
as  it  does  in  gastric  carcinoma,  it  is 
unlikely  very  many  instances  are  due 
to  inadequate  resection.  Moreover, 
distal  lymphatic  spread  can  be  dis- 
regarded as  a significant  factor  since 
this  uistance  is  seldom  extensive.  Gil- 
christ and  David 3 found  that  lym- 
phatic spread  was  noted  1 to  5 cm. 
distal  to  the  lesion  in  only  4.6  percent 
of  cases.  Goligher  and  Dukes  * found 
lymphatic  spread  more  than  2 cm. 
distal  to  the  lesion  in  only  2 percent 
of  their  cases.  These  distances,  how- 
ever, may  be  increased  in  the  pres- 
ence of  a proximal  lymphatic  block 
due  to  tumor.  Cole  5 developed  these 
thoughts  very  convincingly  in  an  article 
which  appeared  in  1952. 

Two  factors  are  required  for  im- 
plantation. The  first  is  that  cancer 
cells  are  shed  from  a tumor  surface; 
and  second,  that  these  tumor  cells  are 
viable  and  capable  of  seeding  or  trans- 
plantation. The  fact  that  cancer  cells 
are  readily  shed  is  well  known  and  is, 
in  fact,  the  basis  of  the  “Pap  smear.” 
The  viability  of  these  cells  has  also 
been  well  known.  As  early  as  1896 
Lack11  mentioned  the  importance  of 
seeding  of  the  peritoneal  cavity  and 
surgical  wounds  following  gastroin- 
testinal operations.  Although  Willis  7 
and  others  have  expressed  the  opinion 
that  implantation  could  not  occur  on 
intact  surfaces,  it  does  not  seem  un- 
reasonable to  believe  that  tumor  cells 
can  thrive  on  a raw  cut  surface  of  the 
bowel.  In  reference  to  the  colon  and 
rectum  this  has  been  proven  in  the 
laboratory  on  experimental  models  us- 
ing the  Brown-Pearce  tumor  and  VX- 
2 carcinoma.8’ 9 In  1958  Bacon  and 
Berkley  10  emphasized  the  importance 
of  this  desquamation  of  viable  tumor 
cells  in  the  bowel  lumen,  and  repeated 
previous  observations  that  due  to  a 
decrease  in  the  normal  adhesive  bond 
between  tumor  cells  there  is  an  in- 
creased tendency  to  desquamate  as  a 


result  of  natural  or  manipulative 
forces. 

In  1936  Sapher  11  showed  that  viable 
tumor  cells  could  be  transferred  and 
implanted  by  the  surgical  knife.  Sub- 
sequently, Haverback  and  Smith  12 
demonstrated  the  same  could  happen 
by  suture  material. 

Elimination  of  one  or  both  of  these 
factors  is  necessary  to  prevent  an  anas- 
tomotic recurrence.  Methods  to  con- 
trol these  factors  have  developed  along 
two  obvious  means  of  a corollary  na- 
ture. In  controlling  the  intracolonic 
dissemination  of  viable  cells,  occlusive 
ties  are  placed  proximal  and  distal  to 
the  lesion  prior  to  any  manipulation. 
Further  effectiveness  is  obtained  by  the 
intraluminal  injection  of  a tumoricidal 
agent.  The  senior  author  of  this  paper 
obtained  a significant  decrease  in  the 
incidence  of  suture  line  recurrence  by 
utilizing  a clorpactin  XCB  pack  tied 
about  the  tumor  and  followed  by  the 
injection  of  the  solution  within  the 
bowel  lumen.13  More  recently  it  has 
been  found  convenient  and  useful  to 
give  a rectal  irrigation  with  this  agent 
just  prior  to  sending  the  patient  to  the 
operating  room.  For  the  control  of 
actual  implantation  Cohn  11  and  others 
have  advocated  the  closed  anastomosis 
technique  and  the  use  of  iodized  cat- 
gut sutures. 

Recurrence,  however,  is  a complica- 
tion potentially  inherent  in  all  cancer 
surgery  regardless  of  how  favorable 
the  circumstances.  Based  on  current 
knowledge  it  therefore  seems  unlikely 
that  the  way  will  be  found  to  eliminate 
this  problem  entirely.  Cancers  of  the 
lower  colon  and  rectum,  however, 
present  a remarkable  “second  chance” 
since  the  region  of  the  anastomosis  is 
usually  readily  accessible  for  direct 
visualization.  Regular  and  frequent 
sigmoidoscopic  examination  is  a val- 
uable procedure  and  should  not  be 
neglected,  especially  during  the  first 
two  post-operative  years.  Prospects 
for  improved  survival  rates  and  im- 
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proved  health  and  welfare  of  the  pa- 
tient may  he  anticipated  by  close  sur- 
veillance and  avoidance  of  the  errone- 
ous belief  that  recurrence  is  synony- 
mous with  inoperability  or  unresect- 
ability, or  both. 

In  a series  of  164  patients  with  re- 
current carcinoma  there  were  fifty- 
three  patients  in  whom  the  senior  au- 
thor of  this  paper  was  able  to  dem- 
onstrate, by  sigmoidoscopic  examina- 
tion, recurrence  at  the  suture  line  or 
its  immediate  vicinity.  At  exp'oration, 
twenty-nine  were  considered  to  be  in- 
operable. Reresection  was  performer 
on  the  remaining  twenty-four  patients 
(45.2  percent).  Of  these  twenty-four 


Fig.  1.  Gross  specimen  showing  0.5 
cm.  recurrence  at  site  of  anastomosis. 
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patients,  twelve  died  within  two  and 
one-half  years  of  reresection.  Five 
died  during  the  third  year;  three  died 
during  the  fourth  year.  However,  four 
patients  (16.6  percent)  are  living  five 
to  sixteen  years  following  reresection. 

We  would  like  to  present  a recent 
case  not  previously  reported  which, 
we  feel,  demonstrates  the  importance 
of  diligent  post-operative  follow-up 
examination  and  the  opportunity  for 
increasing  the  five  year  survival  rates. 

Case  History 

The  patient  is  a thirty-nine  year  old 
white  female  who  was  hospitalized  on 
June  8,  1966  because  of  a one  year 
history  of  bright  red  bleeding  at  stool. 
Roentgenographic  examination  had 
previously  revealed  a mucosal  irreg- 
ularity in  the  rectosigmoid.  This  area 
was  biopsied  and  the  lesion  was  re- 
ported to  be  invasive  adenocarcinoma. 
On  June  17,  1966  an  anterior  resection 
of  the  rectosigmoid  was  performed. 
Microscopic  examination  of  the  speci- 
men showed  well  differentiated  adeno- 
carcinoma infiltrating  the  intestinal 
wall  and  reaching  the  serosal  surface. 
The  edges  of  the  resection  were  free 
of  disease  and  there  was  no  involve- 
ment of  the  lymph  nodes. 

In  June  1967,  approximately  one 
year  later,  she  returned  for  one  of 
her  routine  clinic  visits.  At  this  time 
she  was  entirely  asymptomatic;  how- 
ever, sigmoidoscopic  examination  re- 
vealed a suspicious  0.5  cm.  nodule  at 


the  suture  line.  This  was  biopsied 
and  reported  to  be  a recurrent  adeno- 
carcinoma. She  was  readmitted  and 
on  July  7,  1967  a Miles  type  opera- 
tion was  performed.  At  surgery  there 
was  no  evidence  of  regional  or  dis- 
tant metastases.  The  anastomotic  re- 
currence itself  was  so  small  that  it 
was  not  palpable  through  the  bowel 
wall.  Examination  of  the  gross  speci- 
men revealed  the  previously  noted  re- 
currence on  the  mucosal  surface  (Fig. 
1).  Microscopic  sections  through  this 
area  show  ed  recurrent  superficially  in- 
vasive adenocarcinoma  of  the  colon 
(Fig.  2).  The  patient  had  an  unevent- 
ful convalescence  and  is  being  ex- 
amined periodically  in  the  clinic. 

Summary 

Recurrence  is  a complication  po- 
tentially inherent  in  all  cancer  surgery. 
Anastomotic  recurrence  is  especially 
discouraging  because  of  its  high  in- 
cidence. It  is  fortunate,  however,  that 
early  recognition  is  possible  through 
frequent  and  careful  sigmoidoscopy. 
We  have  presented  a case  that  dem- 
onstrates the  importance  of  such  an 
examination  and  clearly  reflects  our 
attitude  of  cautious  optimism  in  such 
cases.  For  while  indiscriminate  sur- 
gical procedures  must  never  be  con- 
doned, ultraconservatism  and  abandon- 
ment of  the  patient  to  terminal  medi- 
cal palliation  may  deny  the  patient  an 
opportunity  for  a comfortable  exis- 
tence and  useful  life. 


Fig.  2.  Section  from  anastomosis  (microscopic  description).  The  benign  colon 
epithelium  is  replaced  by  a superficially  invasive  collection  of  acini  evoking  a 
prominent  fibrous  stromal  reaction.  Invasion  seems  to  be  through  the  submucosa 
but  not  into  the  underlying  muscle  tissue. 
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Gardner  Calls  for  Greater  Control  of  Motor  Vehicle  Pollutants 


Tighter  Federal  standards  to  con- 
trol air  pollution  from  motor  vehicles 
— effective  with  the  1970  model-year 
— were  proposed  last  month  by  John 
W.  Gardner,  Secretary  of  Health,  Edu- 
cation, and  Welfare. 

The  1970  standards,  which  would 
replace  standards  effective  with  the 
1968  model  year,  would  lower  by 
about  one-third  the  1968  level  of  al- 
lowable automotive  exhaust  pollutants 
by  requiring  77  percent  control  of 
hydrocarbon  emissions  and  68  per- 
cent control  of  carbon  monoxide. 

In  addition,  the  1970  standards,  pub- 
lished in  the  Federal  Register,  would 
for  the  first  time: 

• Require  cars  and  light  trucks  to 
control  90  percent  of  the  evaporation 
of  hydrocarbons  from  gas  tanks  and 
carburetors. 

• Require  35  percent  control  of 
hydrocarbons  and  37  percent  control 
of  carbon  monoxide  in  exhaust  of 
gasoline-powered  heavy  trucks  and 
buses. 

• Limit  smoke  from  diesel-powered 
vehicles  to  a faint  plume. 

There  is  no  change  from  the  1968 
standard  which  requires  100  percent 
elimination  of  engine  crankcase  emis- 
sions from  automobiles  and  light 
trucks. 

Interested  individuals  and  organiza- 
tions had  thirty  days  in  which  to  sub- 
mit comments  on  the  proposed  stand- 
ards. After  that  period,  the  standards 
— reflecting  any  changes  which  may 
have  been  made  by  the  Secretary  on 
the  basis  of  comments  received — will 
be  republished  in  the  Federal  Register 
as  final  standards  for  1970  vehicles. 

As  proposed,  the  1970  standards 
would  limit  exhaust  emissions  from 
automobiles  and  light  trucks  to  2.2 
grams  of  hydrocarbons  and  23  grams 
of  carbon  monoxide  per  vehicle  mile. 


The  effect  of  the  1968-model  stand- 
ards is  to  limit  exhaust  hydrocarbons 
from  a typical  vehicle  to  3.2  grams 
per  mile,  and  carbon  monoxide  to  33 
grams.  A typical  uncontrolled  vehicle 
gives  off  9.7  grams  of  hydrocarbons 
and  7 1 grams  of  carbon  monoxide  per 
vehicle  mile. 

The  proposed  1970  standards  also 
incorporate  refinements  which  ensure 
a more  equitable  regulation  of  exhaust 
emissions.  The  1968  standards  are  ex- 
pressed as  maximum  pollutant  con- 
centrations in  exhaust  gas.  In  general, 
the  exhaust  from  small  motor  vehicles 
has  a higher  concentration  of  pol- 
lutants than  the  exhaust  from  large 
vehicles.  However,  the  large  vehicle 
discharges  a greater  volume  of  ex- 
haust than  the  small  vehicle,  and  in 
travelling  a given  distance  may  dis- 
charge an  equal  amount  of  pollution 
to  the  atmosphere.  As  a first  step  to- 
wards uniform  regulation  of  the 
amount  of  pollution  discharged  by 
vehicles  whatever  their  size,  the  1968 
standards  specify  different  exhaust  con- 
centration limitations  for  three  engine 
displacement  ranges,  imposing  the  least 
stringent  limitations  on  the  smallest 
engine  range.  The  concentration  limi- 
tations are  derived  from  the  relation- 
ship between  engine  displacement  and 
the  total  volume  of  exhaust  dis- 
charged per  mile.  This  relationship 
can  be  defined  only  roughly,  and  with- 
in a displacement  range  the  single  con- 
centration limitation  results  in  more 
stringent  control  of  the  smaller  engines 
in  the  range. 

Since  the  development  of  the  1968 
standards  the  Public  Health  Service’s 
National  Center  for  Air  Pollution  Con- 
trol has  been  able  to  define  a more  use- 
ful relationship  between  a vehicle’s 
weight  and  the  volume  of  exhaust  dis- 
charged by  the  vehicle  per  mile.  On 
the  basis  of  this  new  information,  the 
1970  standards  are  expressed  in  terms 


of  weight  of  pollution  per  mile,  rather 
than  as  concentrations,  and  are  applied 
equitably  to  1 1 weight  classifications 
of  vehicle. 

In  addition  to  imposing  more  strin- 
gent limitations  on  exhaust  emissions, 
the  proposed  standards  require  that 
evaporation  from  gas  tank  and  car- 
buretor of  cars  and  light  trucks  be 
limited  to  “6  grams  per  test.”  This 
test  simulates  evaporation  from  gas 
tank  and  carburetor  from  one  city 
trip  plus  the  evaporation  caused  by 
expansion  and  contraction  of  gas  tank 
vapor  during  one  day.  Control  of 
evaporation  will  contribute  about  15% 
to  the  total  reduction  of  hydrocarbons 
from  vehicles  and  will  noticeably  re- 
duce gasoline  odor  in  garages. 

For  diesel  engines,  the  proposed 
standards  would  limit  the  emission  of 
smoke  to  not  more  than  a 20  percent 
reduction  of  light  transmission. 

Vehicle  manufacturers  must  test 
representative  vehicles  in  accordance 
with  procedures  outlined  in  the  stand- 
ards to  insure  their  compliance  with 
the  standards  before  they  may  law- 
fully offer  1970-model-year  vehicles 
for  sale.  Although  they  are  not  re- 
quired to  do  so,  the  manufacturers 
may  request  the  Secretary  to  certify 
new  vehicles  and  engines  as  being  in 
compliance  with  the  Federal  standards. 
In  doing  this,  manufacturers  must 
make  available  to  the  Department  of 
Health,  Education,  and  Welfare  both 
the  results  of  their  own  testing  and 
representative  vehicles  for  testing  in 
Federal  facilities. 

The  standards  were  developed  under 
the  authority  of  the  Clean  Air  Act 
Amendments  of  1965,  which  empower 
the  Secretary  of  Health,  Education, 
and  Welfare  to  regulate  the  discharge 
of  any  substances  from  new  motor 
vehicles  or  engines  which,  in  his  judg- 
ment, may  be  a hazard  to  health  or 
welfare. 
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^et’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


new, 
evidence 


tor taoSsSU 


a 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen 
in  the  hospital. 


"Staphylococcus  aureus 


study  I Results  of  a 1967  in  vitro — in  vivo 

correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

98.0% 

of  the 
patients 

responded 

favorably 
to  TAO  (triacetyloleandomycin) 


‘In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


study  II  Effect  of  oral  therapy  with 

TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

‘Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  /■  ■ ■ i 

rx  (triacetyl- 
1AU  oleandomycin) 

was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent, and  of  par- 
ticular interest, "...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 

Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car-  cVTa s ^hze r° &Vcx>° ?n C 

lisle,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys.  235  east  42nd  street 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc.  new  YORK  n y 10017 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


LOMOTIL 

TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Halts  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■ Antibiotic-induced  diarrhea 

Lomotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
diets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
motility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
promptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
relieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


Precautions:  Lomotil  is  a Federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be 
kept  out  of  reach  of  children.  Should  acci- 
dental overdosage  occur  signs  may  include 
severe  respiratory  depression,  flushing, 
lethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia; 
continuous  observation  is  recommended. 
Lomotil  should  be  used  with  caution  in  pa- 
tients with  impaired  liver  function  or  those 
taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  rest- 
lessness, insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria,  depression 
and  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 


Children:  Total  Daily  Dosage 

3-6  mo.  . .Vi  tsp.*  t.i.d.  (3  mg.)  j|  | | 

6-12  mo.  .Vi  tsp.  q.i.d.  (4  mg.)  jj  jj  jj 

1- 2  yr.  . . .Vi  tsp.  5 times  daily  (5  mg.)  | jj  | jj  jj 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . . 2 tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 


06  GG  00  00 


*Based  on  4 cc.  per  teaspoonful. 


Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


When  the  agitated 
businessman 
goes  to  work... 


He  goes  home  at  night 
and  takes  it  out  on 
his  family. 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


for  moderate  to  severe  anxiety 

Mellaril* 

(thioridazine) 

25  mg.  t.i.d.  ^ 


SAN  DOZ 


HE 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyratnidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.  ^ 


SANDOZ 


mudhanje 


for 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


1 


IS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbetal,  Caution:  May  be  habit  forming.  . . 2 1 mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except— 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Senile  Dementia  — A Report  on  the 
Anticoagulant  Treatment  of 
Thirteen  Patients 

This  study  indicates  that  this  form  of  therapy  can  be  a practical  pro 
cedure  in  a large  hospital  if  a minimum  of  extra  facilities  is  supplied 

ARTHUR  C.  WALSH,  M.D. 

Pittsburgh,  Pennsylvania 


Thirteen  patients  with  senile  de- 
mentia were  treated  by  anti- 
coagulant therapy  in  a large  state 
hospital  over  a two  and  one-half  month 
period.  Although  this  was  a pilot 
study,  preparatory  to  treating  a larger 
j group  with  controls,  the  results  were 
; so  favorable  (TABLE  I)  that  they 
I are  worth  reporting  at  this  time.  In 
< addition,  the  outlining  of  the  prob- 
lems encountered  in  anticoagulant 
therapy  in  this  setting  might  be  of 
value  to  other  physicians  wishing  to 
try  this  form  of  treatment  in  patients 
suffering  from  a disease  which  carries 
a hopeless  prognosis  and  heretofore 
had  no  specific  therapy. 

The  rationale  for  the  use  of  an 
anticoagulant  in  patients  with  senile 
dementia  is  fully  discussed  in  a recent 
article  1 in  which  I proposed  that  senile 
dementia  (using  the  term  to  include 
chronic  brain  syndrome  due  to  arterio- 
i sclerosis,  senile  dementia,  presenile 
dementia,  and  Picks  disease)  was  due 
to  arterial  insufficiencv  of  the  brain 


i. 

■ Dr.  Walsh  is  associated  with  the 
Western  Pennsylvania  Psychiatric  In- 
stitute, Pittsburgh.  He  is  clinical  pro- 
fessor of  psychiatry  at  the  University 
of  Pittsburgh. 


which  resulted  from  sludging  or  clot- 
ting of  the  blood  in  stenosed  intra- 
cranial or  extracranial  arteries.  This 
hypothesis  was  based  on  previous  suc- 
cessful experiences  with  anticoagulant 
therapy  in  patients  having  recurrent 
strokes  and  transient  ischemic  attacks  2 
and  on  the  fact  that  40  percent  of  the 
people  over  fifty  years  of  age  have  sig- 
nificant narrowing  of  the  main  arteries 
to  the  brain.3  It  was  postulated  that 
we  might  expect  anticoagulant  therapy 
to  be  helpful  in  senile  dementia.  To 
test  this  theory  a large  group  of  pa- 
tients would  have  to  be  treated  and 
compared  to  untreated  controls. 

Before  embarking  on  such  a pro- 
gram it  was  felt  that  a pilot  study 
should  be  done  to  answer  two  ques- 
tions: 

1.  Can  we  demonstrate  any  bene- 
ficial effect  on  patients  with  senile 
dementia  by  treating  them  with  anti- 
coagulants? If  not,  there  would  be 
no  purpose  in  treating  a large  group 
with  controls,  which  would  involve 
considerable  time  and  expense  as  well 
as  risk  to  the  patients. 

2.  What  are  the  practical  problems 
of  anticoagulant  therapy  in  this  group 
of  senile  patients  in  a large  mental 
hospital? 

With  these  two  goals  in  mind,  thir- 
teen patients  were  selected  from  the 
New  Admissions  Building  of  Wood- 
ville  State  Hospital,  Carnegie,  Penn- 
sylvania. They  were  chosen  from  the 
two  male  and  female  wards  which  ad- 
mitted mostly  patients  over  sixty-five 
years  of  age  and  hence  were  populated 
almost  entirely  by  patients  diagnosed 
as  having  “chronic  brain  syndrome 
due  to  arteriosclerosis.”  Such  wards 
were  ideal  for  the  project  now  to  be 
described,  since  the  patients  were 
localized  and  easily  treated. 


A satisfactory  answer  to  both  ques- 
tions was  found. 

Selection  of  Patients 

Each  patient  was  interviewed;  his 
chart,  including  the  physical  examina- 
tion, was  reviewed;  a relative  was  in- 
terviewed to  discuss  the  treatment  and 
obtain  the  detailed  history  of  the  ill- 
ness; the  records  of  previous  hospital- 
ization with  pneumoencephalograms, 
consultant  reports,  etc.  were  studied 
when  available.  All  this  I did  per- 
sonally to  insure  as  standard  a selec- 
tion of  patients  as  possible. 

Indications  for  Admission  to  the  Treat- 
ment Group 

I chose  patients  who  were  most 
likely  to  show  noticeable  improvement 
in  the  short  period  of  six  weeks  al- 
lotted to  their  therapeutic  trial.  This 
involved  using  various  criteria  not  yet 
clearly  defined,  such  as: 

Younger  age  group  with  more  hope 
of  recovery  of  useful  function:  Seven 
patients  had  their  onset  of  illness  be- 
fore age  sixty.  Six  were  under  age 
sixty-five  at  the  time  of  this  study. 

Recent  deterioration:  Many  of  these 
patients  would  expect  to  continue  de- 
teriorating relatively  rapidly  so  that  the 
effectiveness  of  the  anticoagulant  treat- 
ment in  stopping  this  deterioration 
should  be  more  readily  observable.  In 
addition,  some  of  these  patients  will 
show  improvement  back  to  their  condi- 
tion prior  to  their  most  recent  episodes 
of  deterioration.  In  a way  most  of  the 
thirteen  patients  were  in  this  category 
since  they  all  had  been  able  to  carry- 
on  at  home  or  in  another  institution 
until  further  deterioration  in  their  be- 
havior necessitated  admission  to  a 
mental  hospital.  Some,  however,  had 
been  waiting  a long  time  for  admission 
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TABLE  I 

Results  of  Dicumarol  Therapy  in  Thirteen  Patients  with  Senile  Dementia. 
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and  three  had  been  in  Woodville 
for  over  ninety  days.  But  the  fact 
that  during  the  three  month  period  of 
observation  death  occurred  in  three 
patients  in  the  group  and  in  two  other 
patients  on  the  ward  shows  that  we 
were  dealing  with  a group  of  patients 
with  a progressive  condition.  In  the 
chronic  wards  of  the  hospital  it  might 
be  different:  most  of  the  patients  might 
show  no  deterioration  over  a three 
month  period  and  there  could  well  be 
no  deaths. 

Delirious  type  of  behavior:  These 
patients  were  rather  seriously  confused 
so  that  they  did  not  know  how  to  dress, 
how  to  use  the  bathroom  or  feed  them- 
selves. It  was  felt  that  this  was  a re- 
versible state  compared  to  the  de- 
lusional patient  who  thinks  he  is  still 
at  work  or  living  in  a club,  but  can 
still  tend  well  to  his  personal  hygiene, 
finding  the  bathroom  and  feeding  him- 
self, even  though  he  never  remembers 
the  nurse's  or  doctor's  name.  Five 
patients  were  in  this  category. 

Contraindications  for  Admission  to  the 
Treatment  Group 

There  were  other  factors  in  the  se- 
lection of  patients,  such  as  omitting 
those  with  medical  contraindications  to 
anticoagulant  therapy,  especially  those 
with  bleeding  tendencies.  Patient  # 3 
was  taken  off  therapy  after  thirteen 
days  because  he  was  so  frail,  so  un- 
steady and  apt  to  fall,  and  had  a hemo- 
globin of  only  ten  grams;  injury  prob- 
ably would  have  been  fatal  for  him. 
In  retrospect  he  should  not  have  been 
included  in  this  study;  but,  as  it 
turned  out,  after  the  therapy  had 
been  discontinued  for  six  days  he  died, 
so  perhaps  we  should  have  taken  a 
risk  and  kept  him  under  treatment 
longer — his  hemoglobin  actually  in- 
creased during  therapy. 

In  addition  to  the  above  medical 
contraindications  we  had  to  omit  any 
patient  whose  relatives  would  not  con- 
sent to  a trial  of  treatment  and  sign 
the  necessary  permission  form  indicat- 
ing that  they  were  aware  of  the  risk 


of  hemorrhage  involved  in  the  use  of 
the  anticoagulant.  Only  two  patients 
considered  for  the  study  were  omitted 
on  this  account.  One  because  the  wife 
did  not  want  any  "experiments”  on  her 
husband.  He  was  a severely  ill  old 
man,  falling  many  times  on  the  ward 
because  he  was  so  confused  and  weak. 
He  died  within  one  week  of  admission. 
The  relatives  of  the  second  patient 
were  so  fussy  about  the  danger  that 
1 feit  dealing  with  them  would  be 
too  strenuous  and  represent  too  much 
of  a legal  hazard.  Patient  # 13  should 
have  been  rejected  for  the  same  rea- 
son; her  husband's  fearful  attitude  re- 
sulted in  the  patient’s  receiving  too 
little  anticoagulant  to  constitute  a gen- 
uine trial  of  therapy.  She  showed  no 
improvement. 

Method  of  Proceeding  with  the 
Study 

Two  and  one-half  months  were  to 
be  devoted  to  the  selection  and  treat- 
ment of  patients.  After  selection,  an- 
ticoagulant therapy  was  to  be  started 
and  continued  to  the  middle  of  June, 
a period  of  about  two  months  of  treat- 
ment. Therapy  in  some  patients  was 
stopped  earlier,  some  new  patients 
were  included  later  in  the  series,  and 
a few  patients  were  continued  on  an- 
ticoagulant therapy  beyond  the  pro- 
posed cut-off  date. 

The  patients  were  observed  during 
and  at  the  end  of  therapy  for  the  as- 
sessment of  any  changes  in  their  con- 
dition. Two  weeks  after  treatment  was 
terminated  they  were  again  checked 
and  thereafter  at  weekly  intervals  to 
note  any  changes. 

Anticoagulant  Medication 

Dicumarol  ® * was  used  because  it 
is  a drug  with  which  I am  familiar,  be- 
cause it  may  have  a better  effect  than 
other  anticoagulants  in  relieving  plate- 
let adhesiveness  4 and  because  it  is  the 
anticoagulant  used  successfully  in  the 
initial  study.2  Only  the  50  mg  strength 
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was  used;  patients  who  could  not  swal- 
low the  capsule  were  given  the  powder 
from  the  capsule  suspended  in  fruit 
juice.  The  dose  was  regulated  to  keep 
the  prothrombin  at  two  to  two  and 
one-half  times  the  control  time. 

Problems  Encountered  and 
Their  Solution 

Laboratory  Problems 

The  patients  were  grouped  for  the 
taking  of  blood  to  reduce  the  work 
of  the  technicians  and  to  reduce  the 
time  lost  between  the  taking  of  blood 
and  performing  of  the  test.  We  re- 
corded the  control  time,  prothrombin 
time,  the  percentage  of  prothrombin 
activity  and  the  dose  of  Dicumarol  on 
one  sheet  for  each  patient  so  that  the 
data  was  available  at  a glance.  Ideally 
the  test  results  should  be  back  by  10:00 
or  11:00  a.m.;  we  received  them  by 
noon  or  1:00  p.m.,  because  of  the 
extra  work  load  thrown  upon  the  lab- 
oratory. This  problem  could  be  solved 
by  extra  personnel  and  better  trans- 
portation between  buildings.  Some 
days  the  patients  would  not  receive 
their  medication  until  2:30  or  3:00 
p.m.,  which  meant  that  they  did  not 
reflect  the  full  activity  of  the  Dicum- 
arol in  the  next  day’s  prothrombin 
time.  This  may  have  been  one  of  the 
reasons  it  took  so  long  to  stabilize  the 
dose  of  anticoagulant  and  space  the 
blood  tests  to  once  a week.  Not  being 
able  to  obtain  prothrombin  times  on 
Saturday  and  Sunday  also  made  it 
more  difficult  to  obtain  quick  and 
adequate  control  of  the  prothrombin 
time  but  did  not  basically  interfere 
with  the  treatment.  Ordinarily  by  the 
end  of  two  or  three  weeks  the  pro- 
thrombin time  would  be  needed  only 
once  a week.  Later  it  would  be  needed 
only  once  every  three  or  four  weeks. 
This  would  considerably  reduce  the 
work  load  of  the  laboratory  and  the 
needle  punctures  for  the  patients. 
There  was  a breakdown  of  laboratory 
equipment  towards  the  end  of  June 
so  that  control  was  lost  and  treatment 
terminated  in  four  patients  in  whom  it 
had  been  decided  to  continue  treat- 
ment beyond  the  prearranged  cut-off 
date.  Such  an  event  could  be  fore- 
stalled by  having  extra  equipment 
available  or  by  having  an  arrangement 
whereby  the  test  could  be  done  by 
another  laboratory.  In  the  early  weeks 
of  treatment  daily  prothrombin  times 
are  essential  to  the  safe  and  adequate 
control  of  anticoagulant  therapy. 

Ward  Problems 

Standing  orders  for  the  nurse  to  fol- 
low in  case  of  hemorrhage  were  posted 
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on  the  ward.  The  antidote.  Vitamin 
K-l  tablets  and  ampules,  was  readily 
available  on  the  ward  but  was  never 
needed:  there  were  no  hemorrhagic 

complications  though  several  patients 
had  open  ulcerations  and  one  had  some 
bleeding  from  an  anal  fissure. 

Swallowing  the  medication  was  diffi- 
cult at  first  for  many  patients,  necessi- 
tating emptying  the  powder  from  the 
capsule  into  fruit  juice.  Some  of  the 
powder  stuck  to  the  sides  of  the  cup 
so  that  the  patient  would  sometimes 
not  receive  the  exact  dosage,  especially 
when  25  mg  had  to  be  estimated. 
This  also  may  have  contributed  to  our 
inability  to  achieve  rapidly  a level  dose 
of  Dicumarol. 

Despite  the  fact  that  some  of  these 
patients  were  very  weak  and  appeared 
as  if  they  might  fall  any  minute,  no 
accident  occurred.  This  may  indicate 
that  I was  more  apprehensive  than  nec- 
essary or  simply  that  we  were  lucky, 
for  even  with  the  careful  watchfulness 
of  our  attendants  it  was  impossible  for 
them  to  be  with  each  patient  every 
minute  of  the  day.  It  should  be  noted 
that  when  the  patient  has  had  the  full 
influence  of  the  anticoagulant  he  often 
becomes  much  steadier  on  his  feet  so 
that  the  chances  of  falling  actually  be- 
come less  as  treatment  progresses,  but 
the  danger  from  falling  increases. 

Assessment  of  the  Mental  Function  of 
the  Patient 

This  was  a difficult  and  crucial  prob- 
lem. It  was  done  in  several  ways: 

1.  Psychological  Tests:  The  Grade 
Assessment  Questionaire  (GAQ)  as 
described  by  Whitman  5 was  adminis- 
tered to  all  patients  by  a psychologist 

; at  the  beginning,  at  the  end,  and  after 
the  effects  of  anticoagulant  therapy 
had  worn  off.  These  were  rather  sim- 
ple questions  such  as:  What  is  your 
name?,  What  is  your  address?,  Who  is 
President  of  the  United  States?,  etc. 
The  patients  ranged  from  those  who 
could  answer  all  questions  to  several 
who  could  answer  none  of  the  ques- 
tions. This  type  of  test  is  not  likely 
to  be  of  much  value  over  the  short 
term  that  these  patients  were  treated 
but  over  a period  of  a year  it  could 
prove  to  be  a very  useful  and  easily 
administered  test. 

2.  Nursing  Staff  Observations:  The 

v opinions  of  the  ward  personnel  in 

close  contact  with  the  patients  were 
obtained  from  personal  conversation 
as  well  as  from  notes  on  the  chart. 
Some  changes  were  especially  note- 
worthy: lessening  or  cessation  of  in- 
continence. regaining  the  ability  to 
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feed  oneself,  increased  ability  to  fol- 
low directions  and  a lessening  in  the 
degree  of  restlessness. 

3.  Physician’s  Clinical  Impression  of 
the  Mental  Status:  This  I did  myself 
by  checking  the  patient’s  ability  to 
reason,  to  converse,  and  to  do  simple 
tests  such  as  the  finger-nose  test,  the 
counting  of  fingers  and  naming  of  ob- 
jects. 

4.  Relatives’  Opinions:  These  were 
solicited  by  myself  on  visiting  days  or 
by  telephone.  When  the  relatives  no- 
ticed improvement,  it  was  usually  after 
we  had  detected  it  ourselves  but 
sometimes  they  would  notice  subtle 
changes  such  as  the  patient’s  ability  to 
use  friends’  names  which  he  had  not 
used  for  a long  time  or  to  perform 
some  small  task,  such  as  peeling  a 
banana,  which  he  had  not  been  able 
to  do  for  a long  time.  Sometimes  the 
relatives  noticed  no  improvement,  but 
we  observed  that  the  patient  was  less 
restless  and  able  to  co-operate  better 
on  the  ward,  even  though  his  tran- 
quilizer had  been  reduced  or  stopped 
entirely. 

5.  Social  Workers’  Observations: 
Social  service  workers  assessed  some 
of  the  patients  before,  during  and  after 
treatment  by  interviewing  patients  on 
the  ward  or  by  talking  with  their  rela- 
tives. This  information  was  not  avail- 
able on  all  patients,  but  was  sometimes 
valuable  as  corroboration  of  other  in- 
formation. 

6.  The  Amount  of  Major  Tranquil- 
izer Required  to  Keep  the  Patient's 
Behavior  Manageable:  As  the  patient 
seemed  less  confused,  less  disoriented 
and  more  co-operative  his  medication 
was  reduced.  One  fallacy  here  was 
that  the  patients  were  all  on  a tran- 
quilizer on  admission  and  no  one  had 
tried  reducing  the  dose  to  see  if  it 
was  still  needed.  Nevertheless,  most  of 
them  really  did  need  it  and  some  in- 
deed had  been  on  a larger  dose  before 
admission.  Some  patients  in  whom  I 
reduced  the  dose  had  to  have  it  in- 
creased again. 

7.  The  Effects  of  Other  Medications 
Taken  by  the  Patient:  This  could  only 
be  assessed  by  the  clinical  judgment  of 
a physician.  Tranquilizers,  hora  somni 
sedation,  digitalis,  and  antidiabetic 
medications  were  among  those  en- 
countered. Judging  the  effect  of  an 
intercurrent  infection,  the  onset  of 
atrial  fibrillation  or  a high  blood  sugar 
could  only  be  made  in  the  light  of 
medical  experience,  but  these  decisions 
were  not  commonly  crucial  to  the 
project  and  were  well  enough  con- 


trolled and  assessed  so  as  not  to  affect 
the  statistical  findings  here  reported. 
It  is  a very  important  area  of  study, 
though,  and  could  be  a source  of  con- 
siderable error  in  assessing  the  results 
of  treatment. 

Comments  on  Problems  Encountered 

We  had  no  problem  that  could  not 
be  overcome  with  ingenuity  and  extra 
effort.  There  were  no  bleeding  prob- 
lems but  this  was  a small,  short  series 
and  in  a larger  series  over  a long  period 
of  time,  there  would  likely  be  some 
serious  hemorrhages. 

Perhaps  more  patients  who  are  weak 
and  in  danger  of  falling  should  be 
given  the  benefit  of  a trial  of  therapy 
anyway,  for  it  is  likely  that  this  type  of 
patient  will  very  soon  become  bedrid- 
den and  die  without  it  and  may  be 
much  more  comfortable  and  more 
easily  cared  for  while  taking  an  anti- 
coagulant. 

The  Results  of  Treatment 

TABLE  I summarizes  the  results  in 
thirteen  patients  with  senile  dementia 
treated  at  Woodville  State  Hospital 
with  anticoagulant  therapy.  It  is  note- 
worthy that  no  patient  deteriorated 
while  under  treatment  and  that  three 
patients  who  had  been  improving  died 
shortly  after  therapy  was  discontinued. 
It  is  possible  that  these  patients  would 
have  died  anyway,  but  the  fact  is  they 
improved  on  anticoagulant  therapy 
and  probably  would  have  remained 
alive  under  treatment.  Tending  to  con- 
firm this  impression  was  an  accidental 
control  which  was  introduced  into  the 
series  in  the  form  of  a patient  who  was 
admitted  to  the  ward  while  the  study 
was  under  progress  but  whose  wife 
refused  permission  for  anticoagulant 
treatment.  He  was  dead  within  a week 
of  admission.  Judging  from  previous 
experience,  this  patient  would  have 
responded  to  anticoagulants  by  ceasing 
to  deteriorate,  would  have  resumed  his 
deterioration  after  the  anticoagulant 
had  been  discontinued  and  have  died 
within  a week  after  discontinuation  of 
therapy.  It  would  appear,  even  in  this 
small,  short  study,  that  Dicumarol  does 
indeed  prevent  mental  and  physical 
deterioration  in  patients  with  senile 
dementia. 

A point  that  may  be  even  more  im- 
pressive than  the  prevention  of  de- 
terioration is  that  eleven  patients  im- 
proved on  therapy  and  that  eight  of 
the  eleven  lost  much  of  this  inprove- 
ment  when  treatment  was  stopped.  It 
is  true  that  some  of  the  improvement 
was  minor  and  required  close  examina- 
tion to  detect,  but  it  was  rather  objec- 
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lively  demonstrated  in  the  reduction 
of  the  need  for  major  tranquilizers 
in  nine  out  of  the  thirteen  patients. 
In  fact,  in  seven  patients  the  tran- 
quilizer was  discontinued  entirely. 
Details  of  this  are  included  in  TABLE 
II.  Dramatic  and  quite  objective  im- 
provement was  seen  in  several  pa- 
tients: three  (patients  #8,  #10,  #11) 
became  able  to  feed  themselves,  and 
one  (patient  #10)  became  continent. 

Detailed  Histories  of  the  Thirteen 

Patients  and  Their  Assessment 
Five  Months  after  the  Investigation 
Was  Begun 

TABLE  II  was  drawn  up  July  5, 
1967  after  all  patients  had  been  off 
anticoagulant  therapy  and  their  con- 
dition reassessed.  The  latter  was  done 
by  personal  interview  with  the  patient, 
interview  or  telephone  conversation 
with  a close  relative  and  discussions 
with  ward  personnel  who  had  been  in 
close  contact  with  the  patient. 

There  were  nine  men  and  four 
women  and  their  ages  ranged  from 
fifty-three  to  eighty-one.  In  seven  the 
illness  had  begun  before  age  sixty. 
The  longest  period  of  treatment  was 
sixty-two  days  and  the  shortest  four- 
teen days.  Two  patients  (#3  and  #11), 
in  whom  the  anticoagulant  had  been 
discontinued,  died  before  this  pre- 
planned assessment  date.  For  them 
the  number  of  days  after  treatment 
was  stopped  is  related  to  their  date  of 
death,  not  to  July  5. 

The  number  of  days  after  treatment 
was  stopped  was  recorded  so  that  we 
would  know  how  long  after  the  action 
of  the  anticoagulant  ceased  that  de- 


terioration took  place.  Patient  #3  died 
six  days  after  and  patient  #11  seven 
days  after  the  anticoagulant  was 
stopped — that  is,  shortly  after  the  ef- 
fect of  the  anticoagulant  was  lost.  In 
patient  #2,  who  did  not  die  until  five 
weeks  after  anticoagulant  was  stopped, 
deterioration  began  in  one  week. 

A short  description  of  each  patient 
and  his  response  to  treatment  follows. 
The  reader  will  see  from  these  his- 
tories, and  should  fully  consider  this 
fact,  that  these  are  severely  ill  patients. 
They  are  in  the  terminal  stages  of  a 
long  illness  in  which  deterioration, 
not  improvement,  is  to  be  expected. 
The  objective  of  the  anticoagulant 
treatment  is  not  to  cure  them — it  was 
not  expected  that  they  would  walk 
out  of  the  hospital  as  well  persons. 
Rather  the  hope  was  that  in  all  patients 
the  deterioration  would  be  stopped  and 
in  a few  some  improvement  would 
take  place:  the  patient  would  be  more 
comfortable  and  more  easily  cared  for. 
This  proved  to  be  the  case. 

An  unexpected  and  unpredictable 
phenomenon  occurred— some  patients 
continued  to  improve  after  the  anti- 
coagulant had  been  discontinued.  This 
I shall  refer  to  as  the  "coasting  effect:” 
a car  parked  on  a gravel  road  with  a 
slight  downhill  slope  refuses  to  start, 
several  people  push  it  and  once  rolling 
the  car  continues  to  coast  down  the 
hill.  In  a similar  way  the  anticoagulant 
may  stop  the  sludging  of  the  blood, 
break  up  the  clumps  of  red  blood  cells 
and  re-establish  a free,  faster  flow  of 
blood  through  the  arteries  and  this 
regained  momentum  keeps  the  blood 
from  resludging  despite  the  discontinu- 


ance of  the  anticoagulant.  Whether  the 
blood  will  sludge  again  will  to  a great 
extent  depend  upon  the  presence  or 
absence  of  the  original  cause  of  the 
sludging.  The  factors  involved  in  this 
process  have  been  thoroughly  investi- 
gated by  Knisely.6  They  are  rather 
complex  and  unpredictable  as  we  shall 
find  from  the  histories  of  these  patients. 

#1,  J.C.:  The  patient  is  a seventy- 
three  year  old  white  male  who  retired 
as  a professor  of  metallurgy  three  years 
prior  to  admission  and  had  written 
textbooks  on  the  subject.  His  illness 
started  two  years  ago  with  confusion 
and  memory  impairment  following  sur- 
gery for  a hernia.  Because  of  increas- 
ing forgetfullness  and  loss  of  weight 
from  185  to  150  pounds  his  wife  took 
him  to  a physician  September  29, 
1966  for  an  examination  and  he  was 
treated  with  hormones  and  a vasodila- 
tor. In  October,  1966  he  could  still 
drive  his  car  but  by  November  he 
did  not  always  recognize  his  wife  and 
had  deteriorated  markedly,  with  de- 
lusions that  his  home  was  a house  of 
prostitution.  He  went  into  a general 
hospital  for  tests  in  November  and 
was  transferred  to  the  Western  Psy- 
chiatric Institute  November  30  because 
he  had  become  unmanageable.  On 
February  8,  1967  he  was  transferred  to 
Woodville  with  a diagnosis  of  “chronic 
brain  syndrome,  due  to  cerebral  de- 
terioration (Alzheimer’s  Disease)  and 
cerebral  arteriosclerosis.”  His  prog- 
nosis was  "very  poor.”  While  in  West- 
ern Psychiatric  Institute  and  Clinic  he 
had  to  be  secluded  four  times  for  agi- 
tation and  confusion,  and  on  one  oc- 
casion he  attempted  to  break  a window 
and  a lamp. 

It  was  planned  to  include  this  patient 
in  the  series  in  the  beginning  but  he 
was  inadvertently  transferred  to  an- 
other building  so  he  was  not  begun  on 
anticoagulant  therapy  till  May  3,  1967. 
At  this  time  he  was  usually  very 
pleasant,  very  well  spoken  but  not 
always  making  good  sense.  He  could 
not  name  the  watch  hands  but  could 
count  fingers  and  remember  that  I 
was  “Doctor”  but  not  my  name.  Dur- 
ing the  interview  he  became  angry 
about  having  an  identifying  wrist  band 
and  tore  it  off  later  that  day.  By  May 
22  he  was  less  restless,  slept  in  the 
afternoons,  and  we  were  able  to  reduce 
his  Thorazine  ®*  from  75  to  25  mg 
four  times  a day.  On  June  14,  he  could 
tell  the  time  and  name  the  minute, 
hour,  and  second  hands  but  was  still 
confused  as  to  where  he  was  and  why, 
but  he  did  try  to  sort  things  out  in  his 
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TABLE  II 


Summary  of  Data  on  thirteen  Patients  with  Senile  Dementia  Treated 

with  Dicumarol. 
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73 
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85 

53 
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X 
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9 

X 
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74 
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8 

39 
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? 
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29 

X 

3.  M.G. 

73 
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4 

14 

♦ 

X 

X 

X 

Died 

6 

X 

4.  W.K. 

53 
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in 

42 
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X 
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14 

X 
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81 
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50 

40 

+ 

X 

X 

X 
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29 

X 
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88 
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44 

47 

X 
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29 

7.  G.S. 

62 
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24 

45 

♦ 

X 
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30 

X 
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66 
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24 

62 
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X 

X 
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10 
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72 
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X 
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14 
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60 
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X 

X 
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X 
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68 
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27 

42 
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X 

X 

X 

X 
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7 

» 
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59 
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18 
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X 

X 

X 

X 

X 
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10 

13.  M.H. 

61 

Obsessive  Compulsive  Re- 
action, Early  Organicity 
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39 

0 

X 

No  Change 

5 

* Slight  **  Moderate  ***  Marked 
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PENNSYLVANIA  MEDICINE: 


mind.  He  thought  he  had  two  wives. 
The  Dicumarol  was  stopped  June  26. 

On  July  5 he  could  not  tell  the  time 
nor  name  the  hands  of  the  watch.  He 
was  more  restless,  spilled  some  milk, 
was  upset  over  things  and  wanted  to 
go  to  bed  at  the  time  of  the  interview. 

July  17  he  was  started  on  warfarin 
sodium  when  it  was  decided  to  con- 
tinue anticoagulant  treatment.  Sep- 
tember 8 he  was  quiet,  polite,  but 
still  disoriented.  He  incorrectly  told 
the  time  as  “thirteen  minutes  after 
seven”  whereas  it  was  twenty  minutes 
to  three.  He  perseuated  with  profes- 
sorial detail  when  trying  to  name  the 
watch  hands,  but  co-operated  well  dur- 
ing the  tests  and  did  try  to  reason 
things  out.  His  wife  reports  the  visits 
as  improved,  that  the  patient  could 
now  “walk  as  fast  as  I could.”  She 
was  pleased  that  he  was  improved, 
having  expected  more  deterioration. 


< 


#2,  D.B.:  The  patient  was  a seventy- 
four  year  old  former  brick  layer  of 
Italian  birth,  in  good  health  until  his 
first  stroke  in  1961  while  on  a visit  to 
Italy.  He  was  in  the  hospital  there  for 
two  weeks  and  his  speech  returned, 
but  he  had  some  slight  weakness  in  his 
arm.  He  had  repeated  “little  strokes,” 
especially  in  the  past  two  or  three  years 
but  none  since  he  has  been  bedfast 
recently.  He  has  been  paralyzed  in 
the  left  arm  and  leg  for  the  past  one 
and  one-half  years.  His  wife  died 
three  months  ago  and  he  has  had  no 
one  to  care  for  him.  He  gradually  be- 
came too  depressed  and  confused  and 
agitated  for  the  nursing  home  to 
handle  him.  Prior  to  this,  on  October 
29,  1964  he  had  an  unsuccessful 

thrombendarterectomy  of  the  right 
internal  cartrol  artery  following  a bi- 
lateral arteriogram,  which  showed 
slight  narrowing  of  the  left  and  great 
narrowing  of  the  right  internal  cartrol 
artery.  He  was  admitted  to  Wood- 
ville  April  17,  1967  from  Suburban 
General  Hospital  where  he  was  re- 
ported as  being  “very  confused,  mem- 
ory severely  impaired,  disoriented  as 
to  time  and  place,  loud  and  noisy  at 
times  with  considerable  senile  agitation 
and  confusion  at  times  approaching 
senile  psychosis.” 

He  spoke  little  English  but  I saw 
him  with  his  daughter  April  19  and  she 
stated  that  he  recognized  his  family 
but  was  confused,  thinking  his  wife 
was  still  living,  and  that  he  was  still 
in  the  First  World  War.  He  remem- 
bered things  twenty  years  ago  but  not 
yesterday.  He  could  not  name  the 
thumb  but  he  knew  the  President  was 
Lyndon  B.  Johnson. 
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He  was  given  the  first  dose  of 
Dicumarol  on  April  25,  1967  and  was 
rather  sensitive  to  the  medication, 
maintaining  a low  prothrombin  time 
for  five  or  six  days  without  more 
medicine.  May  22  his  daughter  said 
his  mind  was  much  clearer.  He  did 
sit  much  more  quietly  in  his  wheelchair 
on  the  ward,  drooled  less  though  he 
still  had  a vacant  look  on  his  face.  He 
was  able  to  identify  the  thumb  as 
“pollicis”  and  to  count  fingers  though 
he  appeared  dull  and  apathetic.  June 
1 he  counted  fingers  well,  was  less 
noisy  and  more  alert.  June  3 he  re- 
ceived his  last  dose  of  Dicumarol  and 
on  June  9 his  prothrombin  time  was 
still  over  two  times  the  normal.  June 
13  he  became  bedridden  and  developed 
a temperature  of  101  and  had  to  be 
transferred  to  the  infirmary.  July  5 he 
was  bedridden  in  the  infirmary  with  an 
intermittent  fever  and  had  to  be  fed. 
Despite  the  physical  deterioration  his 
daughter  said  his  mind  remained 
clearer,  he  realized  his  wife  was  dead 
and  he  no  longer  saw  rats  or  mice  on 
the  bed  or  felt  “ants  in  his  legs"  as  he 
had  for  the  previous  few  months.  He 
died  July  10. 

This  patient  improved  on  anticoagu- 
lant therapy — both  mentally  and  phy- 
sically. When  it  was  stopped,  he  de- 
teriorated rapidly  physically,  less  so 
mentally.  It  is  likely  that  he  would 
have  continued  to  improve  had  we 
continued  anticoagulant  therapy. 

At  the  autopsy  the  right  front 
parietal  region  of  the  brain  was  atro- 
phied, the  left  side  was  normal,  and 
the  ventricles  were  not  enlarged.  The 
basilar  artery  was  moderately  athero- 
sclerotic with  irregular  narrowing  of 
the  lumen.  The  internal  carotid  arteries 
were  not  removed  but  their  sigmoidal 
portions  showed  a fairly  marked  degree 
of  arteriosclerosis;  the  lumens  were 
patent. 

#3,  M.G.:  The  patient  was  a seven- 
ty-three year  old  white  male  who.  ac- 
cording to  his  daughter,  began  to  de- 
teriorate in  November,  1966  when  he 
sometimes  did  not  recognize  her  and 
kept  thinking  he  had  to  go  to  work. 
Once  he  ran  away  at  1:00  a.m.  and 
almost  got  lost.  He  was  admitted  to 
Woodvilie  April  17,  1967.  He  was 
very  confused,  often  picking  at  the 
window  of  the  nurses  station  and  un- 
able to  touch  my  finger  on  request. 
He  was  taking  Thorazine  Spansules 
25  mg  two  times  a day,  had  a hemo- 
globin of  10  grams  and  was  on  iron 
medication.  He  was  very  unsteady  on 
his  feet  and  had  difficulty  getting  seated 
in  a chair. 

He  was  given  his  first  dose  of 


Dicumarol  April  21,  1967.  By  May  1 
his  prothrombin  time  was  over  twice 
the  normal,  he  was  less  confused  and 
was  quiet  and  co-operative.  By  May 
5 he  no  longer  was  picking  at  the  win- 
dow, required  no  sedation,  but  was  in- 
continent and  still  unstable  on  the 
chair.  Because  of  the  danger  of  falling 
and  the  fact  that  he  had  slight  rectal 
bleeding  the  previous  night  it  was  de- 
cided to  discontinue  the  anticoagulant 
for  fear  that  bleeding  might  bring  on 
a dangerous  anemia.  The  last  dose  of 
anticoagulant  was  given  May  3 and 
by  May  8 his  prothrombin  time  was 
well  outside  the  therapeutic  range. 
When  seen  May  7 he  was  bedridden, 
barely  conscious  and  able  to  say  only 
a few  words.  The  hemoglobin  on  May 
8 was  14.6  gm  but  he  had  developed 
pneumonia  May  5 and  despite  peni- 
cillin, he  died  May  9,  1967. 

It  seemed  that  his  decreased  con- 
fusion and  discontinuance  of  picking  at 
the  window  indicated  some  improve- 
ment from  anticoagulant  therapy  but 
not  enough  to  warrant  the  risks  of 
continuing  it.  The  onset  of  pneumonia 
may  well  have  been  related  to  the  dis- 
continuance of  the  anticoagulant  two 
days  previously — in  fact  he  might  have 
had  microthrombin  in  the  lungs  rather 
than  infection.  Or  his  lungs  may  have 
been  infected  and  his  resistance  low- 
ered because  the  anticoagulant  was 
stopped,  predisposing  him  to  throm- 
bosis. We  have  no  way  of  knowing 
whether  or  not  he  would  have  lived 
had  the  anticoagulant  been  continued 
but  he  did  improve  while  under  treat- 
ment and  he  did  follow  the  pattern  of 
other  patients  who  have  been  treated 
longer  but  died  soon  after  discontinu- 
ance of  therapy. 

#5,  W.L. : The  patient  is  an  eighty- 
one  year  old  widower  admitted  to 
Woodvilie  March  1,  1967  with  a diag- 
nosis of  chronic  brain  syndrome  as- 
sociated with  arteriosclerosis.  The 
first  symptom  of  illness  occurred  in 
October,  1953  when  returning  by  him- 
self from  a Florida  vacation  he  had 
“a  little  stroke”  on  the  train  and  got 
off  at  the  wrong  place.  His  daughter 
and  her  husband  moved  in  with  the 
patient  when  his  wife  died  in  1952  and 
the  daughter  says  the  patient  gradually 
gave  up  more  and  more  interests 
and  changed  from  a very  outgoing, 
unselfish  man  to  a selfish  man.  In 
1964-65  the  decline  was  more  rapid 
with  increased  memory  loss  and  “little 
strokes”  according  to  the  family  doc- 
tor. At  times  his  eyes  were  glassy  and 
stary  and  he  would  have  wild  ideas 
such  as  “he  knew  where  a young  boy 
was  who  got  a girl  pregnant  and  he  was 
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going  to  get  him.”  The  daughter  talked 
him  out  of  this  just  as  he  was  going  out 
to  drive  the  car  in  pursuit.  He  had  al- 
ready voluntarily  turned  in  his  driver’s 
license  in  1961  following  a car  accident 
and  court  hearing — he  was  having  little 
spells  of  confusion  and  the  daughter 
felt  he  should  not  drive  the  car.  In 
September,  1966,  having  been  up  at 
night  for  weeks,  he  fell  at  5:00  a.m., 
and  was  taken  to  Mercy  Hospital 
where  he  remained  for  two  weeks.  Oc- 
tober 9 he  was  placed  in  a nursing 
home  but  had  to  be  transferred  January 
24,  1967  to  the  mental  ward  of  St. 
Francis  General  Hospital  because  he 
had  become  too  combative,  confused 
and  uncooperative.  While  there  he 
remained  confused,  talked  to  imagin- 
ary people,  was  restless  and  required 
spoon-feeding.  He  was  transferred  to 
Woodville  March  1,  1967  for  long 
term  care. 

When  examined  April  19,  1967,  the 
patient  was  confused,  did  not  know 
where  he  was,  was  incontinent  at  times, 
was  careless  at  counting  fingers  but  did 
recognize  the  thumb.  He  was  super- 
ficially pleasant  and  able  to  make 
some  simple  jokes.  He  had  his  first 
dose  of  Dicumarol  April  21,  1967.  On 
May  12  the  Thorazine  was  reduced  to 
a 75  mg  Spansule  once  daily  and  by 
June  1,  he  was  on  no  tranquilizer  at 
all.  He  was  still  careless  at  counting 
fingers  but  seemed  more  pleasant, 
quieter  and  had  no  angry  spells.  He 
sat  quietly  by  himself  most  of  the  time, 
not  realizing  he  was  in  a mental  hos- 
pital. He  had  his  last  dose  of  Dicu- 
marol June  5.  When  examined  July 
5 he  had  the  delusion  that  he  was  at  a 
“sick  benefit  meeting,”  he  was  able  to 
count  fingers,  name  the  thumb  and 
little  finger  but  could  not  name  the 
Hospital,  “Woodville,”  and  was  very 
poor  at  interpreting  proverbs. 

There  was  no  dramatic  improvement 
with  this  patient  on  Dicumarol  but  he 
seemed  to  reason  a little  better,  was 
calmer  and  was  able  to  be  taken  off 
tranquilizers  entirely  and  he  was  a 
little  less  incontinent  though  not  com- 
pletely continent.  Following  discon- 
tinuance of  Dicumarol,  he  was  a little 
quieter  and  less  inclined  to  reason 
things  out.  He  remained  quiet  on  the 
ward,  answering  with  his  usual  pleas- 
antries and  the  usual  polite  joke.  I felt 
there  was  some  definite  improvement 
in  his  mental  status  while  on  the  anti- 
coagulant and  some  of  this  was  main- 
tained even  after  treatment  was  discon- 
tinued and  he  did  not  have  to  be  re- 
started on  a tranquilizer. 

#6,  M.M.:  The  patient  is  a fifty- 
eight  year  old,  single,  laborer  who  lived 


at  home  with  his  family  until  admitted 
to  Woodville  March  6,  1967.  His  ill- 
ness started  eight  years  ago  with  in- 
ability to  reason  and  remember  recent 
events.  Six  years  ago  he  had  “a  nerv- 
ous breakdown”  and  was  slowly  be- 
coming worse  until  November  1,  1966 
when  he  had,  according  to  the  family 
doctor,  a mild  stroke.  He  was  ad- 
mitted to  Western  Psychiatric  Institute 
where  a note  was  made  December  9, 
1966  that  his  mental  condition  had 
“become  worse  over  the  past  several 
years  but  in  the  last  four  or  five  weeks 
had  deteriorated  50  percent.  He  needed 
hospitalization  for  two  years  but  had 
refused  to  go.”  He  was  in  the  local 
Veterans  Administration  Hospital  in 
February,  1967  and  the  following  note 
was  made  by  the  psychiatrist,  “Marked 
disorientation  to  time  and  loss  of  re- 
cent memory.  Periodically  confused. 
No  localized  lesion,  brain  scan  normal, 
EEG  diffusely  abnormal,  pneumoen- 
cephalogram showed  hydrocephalus  in 
the  lateral  and  third  ventricals.  Impres- 
sion: chronic  brain  syndrome  (de- 

mentia) probably  secondary  to  cortical 
atrophy.”  The  patient  had  been  in  good 
physical  condition  but  at  age  three 
had  suffered  carbon  monoxide  poison- 
ing and  required  efforts  to  revive  him. 
so  he  may  have  had  some  brain  damage 
then. 

The  patient  was  seen  April  14,  1967. 
He  had  a rather  vacant  expression  to 
his  face,  smiled  rather  automatically, 
was  able  to  count  fingers  and  name  the 
thumb;  he  recognized  the  name  of 
Shafer  as  Governor  of  Pennsylvania, 
named  a pencil  and  a tie  clasp  and  did 
very  simple  arithmetic  such  as  4 x 4= 
16.  He  was  poor  in  the  differentiation 
of  fruit  and  could  not  interpret  the 
simplest  proverb  such  as  “no  use 
crying  over  spilt  milk.”  He  was  very 
poor  on  the  finger-nose  test — some- 
times touching  my  nose  instead  of  his 
own.  He  was  given  his  first  dose  of 
Dicumarol  April  20,  1967.  On  May  1 
Thorazine  had  been  discontinued,  he 
was  still  poor  at  touching  his  nose  and 
showed  no  improvement  in  his  be- 
havior on  the  ward.  June  5 the 
Dicumarol  was  discontinued.  His  rela- 
tives noticed  no  improvement  when  he 
was  home  on  Sundays;  the  staff  noticed 
little  improvement  though  one  nurse 
thought  he  could  follow  directions 
better.  I could  see  little  change  in  his 
condition  apart  from  slight  indications 
that  he  was  making  more  effort  to 
understand  his  environment. 

On  July  5 he  was  about  the  same 
with  a very  poor  memory,  being  unable 
to  tell  what  he  did  on  his  day  home; 


but  he  did  wonder  why  he  was  here  in 
the  hospital  which  may  indicate  some 
attempt  at  reasoning  things  out. 

In  summary,  there  was  little  if  any 
effect  from  anticoagulant  therapy  and 
it  might  have  been  possible  to  discon- 
tinue Thorazine  without  putting  him 
on  Dicumarol  since  he  had  shown  no 
signs  of  agitation  for  some  time. 

#7,  G.S.:  The  patient  is  a sixty-two 
year  old  white  male  admittd  to  Wood- 
ville March  27,  1967  from  McKees- 
port Hospital  where  he  was  described 
as  “confused,  deteriorated,  showing 
evidence  of  some  aphasia  and  mod- 
erate pseudobulbar  palsy.”  The  pa- 
tient’s medical  history  reveals  that  in 
February,  1949  his  heart  stopped  dur- 
ing a cholecystectomy  and  he  had  to  be 
given  adrenalin;  he  has  gout  and  atrial 
fibrillation  for  which  he  takes  Di- 
goxin;*  he  has  had  some  low  blood 
pressure  readings  (85/65  to  130/80). 
He  has  shown  progressive  mental  de- 
terioration for  two  years  but  his  wife 
said,  “it  hit  him  last  July”  when  his 
employer  called  her  to  say  he  was 
mentally  exhausted  and  confused.  He 
had  had  no  vacation  for  ten  years 
from  his  job  in  a parts  department 
where  he  filled  orders  for  retail  outlets. 
Because  of  restlessness  he  was  referred 
by  his  family  physician  to  a psychia- 
trist and  by  December,  1966  he  was  so 
deteriorated  that  his  doctor  had  to  lead 
him  to  the  consulting  room  whereas  a 
month  before  that  the  patient  knew 
how  to  go  to  the  room  by  himself.  Be- 
cause of  his  “roaming”  he  had  been 
taking  Thorazine  200  mg  daily  but 
despite  this  he  became  unmanageable 
and  was  admitted  to  a mental  ward 
February,  1967.  He  was  transferred 
to  Woodville  because  of  the  expense 
prolonged  custodial  care  would  entail. 

When  examined  April  19,  1967  he 
appeared  older  than  his  stated  age  and 
was  totally  disoriented  as  to  time  and 
place.  He  was  confused  on  the  finger- 
nose  test — could  not  do  it  with  the  left 
hand  at  all,  thought  he  was  still  wo-k- 
ing  at  his  former  place  of  employment, 
and  was  occasionally  incontinent.  He 
was  given  the  first  dose  of  Dicumarol 
April  21,  1967  and  by  May  4 he 
touched  my  fingers  well,  was  almost 
able  to  tell  the  correct  time  but  could 
not  name  the  hands  of  the  watch  and 
still  did  not  realize  for  sure  that  he  was 
in  a hospital.  By  May  26  he  could  do 
the  finger-nose  test  with  both  hands, 
also  with  his  eyes  closed  with  some 
coaching.  By  this  time  he  was  off  the 
Thorazine  which  resulted  in  some  in- 
crease in  restlessness  for  which  he  was 

* Rexall  Drug  Company 
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given  meprobamate  400  mg  three  times 
a day.  His  wife  could  not  see  much 
change — he  was  still  confused  and 
thought  he  was  at  work — but  despite 
the  reduction  in  his  tranquilizer,  he 
did  stay  longer  with  her  during  visiting 
hours,  sometimes  up  to  an  hour,  where- 
as before  he  almost  immediately 
“wanted  to  get  back  to  work.” 

The  last  dose  of  Dicumarol  was 
given  June  4 and  by  June  9 his  pro- 
thrombin time  was  nearly  normal  and 
he  seemed  more  confused.  He  now  ac- 
tively talked  to  me  about  “getting 
orders  out"  whereas  while  on  the  anti- 
coagulant he  gradually  had  dropped 
the  subject. 

On  July  5 he  had  a small  bruise  on 
his  head  resulting  from  a fall  while 
getting  into  bed,  he  was  still  confused, 
thinking  the  building  he  was  in  was 
used  for  production  and  was  part  of 
his  plant.  He  could  not  tell  the  time 
or  name  the  hands  of  the  watch  and 
seemed  incapable  of  reasoning  as  well 
as  he  did  while  he  was  on  the  anti- 
coagulant. While  he  had  become  more 
agitated  on  the  ward  and  bothered 
other  patients  about  doing  more  work, 
it  was  not  necessary  yet  to  increase  his 
tranquilizer. 

Examination  on  September  8,  1967 
showed  that  he  had  continued  to  lose 
weight  and  still  had  some  episodes  of 
agitation  when  he  would  annoy  other 
patients  about  doing  the  work  in  his 
imagined  factory;  but  these  were  not 
as  severe  as  they  were  the  previous 
month  when  he  had  first  come  off 
anticoagulant  therapy.  At  that  time  it 
was  almost  necessary  to  put  him  back 
on  Thorazine. 

This  patient's  mental  functioning  im- 
proved while  on  Dicumarol  but  he  did 
lose  some  of  this  improvement  when 
the  treatment  was  stopped. 

#8,  W.S.:  The  patient  was  a sixty- 
six  year  old,  white,  married  male  ad- 
mitted to  Woodville  March  30,  1967 
with  a diagnosis  from  Presbyterian- 
University  Hospital  of  Alzheimer’s  dis- 
ease: "The  pneumoencephalogram 

showed  severe  cerebral  cortical  atro- 
phy. He  has  an  organic  psychosis  and 
periodically  is  severely  confused  and 
agitated.”  The  neurologist  recom- 
mended admission  to  Woodville  as 
soon  as  possible.  His  wife  said  his 
illness  started  with  a little  forgetfullness 
five  years  ago  beginning  when  his  son 
was  killed  in  a plane  crash.  He  would 
never  talk  about  him.  Three  years  ago 
he  was  so  forgetful  that  he  had  to  re- 
tire in  June  from  his  job  as  a pumper 
in  a coal  mine.  Gradually  he  became 
worse — more  forgetful  and  contrary 
and  showed  sudden  angry  spells,  which 
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he  never  had  before.  One  and  one- 
half  years  ago  he  was  able  to  read  and 
sign  his  name.  He  has  been  on  tran- 
quilizers for  two  years.  In  January, 

1 967  he  had  “a  real  bad  spell — real 
noisy,  hammering  on  the  table,  talk- 
ing to  himself  in  the  mirror,  not  sleep- 
ing, bathing  or  changing  his  clothes.” 
Ever  since  his  admission  his  speech 
has  become  more  stuttering  and  un- 
intelligible except  for  a few  words  and 
in  the  past  week  he  has  begun  to  walk 
in  a stooped  position. 

When  seen  April  18,  1967  this  thin, 
gaunt  man  was  walking  doubled  over 
and  even  crawled  on  the  floor  the  pre- 
ceeding  night.  He  was  very  confused, 
muttered  unintelligibly,  could  not  count 
fingers  and  was  quite  restless.  He  was 
given  his  first  dose  of  Dicumarol  April 
25,  1967.  May  2 he  still  stuttered  and 
walked  stooped  over;  the  Thorazine 
was  reduced  to  50  mg  twice  a day.  By 
May  26  he  was  a little  brighter,  looked 
up  and  smiled,  his  speech  was  still  not 
clear  but  there  was  now  very  little 
mumbling.  He  was  now  able  to  swal- 
low the  pill  and  to  dress  himself  piece 
by  piece  but  still  walked  stooped  over. 
By  June  13  he  was  feeding  himself  in 
the  cafeteria  and  able  to  drink  from 
the  fountain  on  the  ward  and  his  wife 
said  he  was  much  quieter  and  able  to 
feed  himself  at  visiting  hours  when  she 
brought  some  food. 

The  Dicumarol  was  gradually  tap- 
ered off  until  his  last  dose  on  June  25, 
1967.  July  5 he  was  still  stooped  over 
but  still  feeding  himself,  could  not  con- 
verse but  was  not  stuttering  as  much. 
He  did  say  some  short  recognizable 
sentences. 

By  September  8,  1967  the  patient 
had  shown  great  improvement:  he  was 
walking  better  but  still  stuttering  some. 
He  fed  himself  and  helped  in  his  own 
dressing  but  was  still  at  times  in- 
continent of  urine,  though  not  as  often 
as  before  treatment.  Maintenance  of 
this  improvement  may  be  partly  due 
to  the  Atarax®*  and  vitamins  pre- 
scribed for  him  in  the  past  one  and 
one-half  months,  after  the  anticoagu- 
lant was  discontinued,  but  he  did  not 
start  to  feed  and  dress  himself  until  he 
had  been  on  the  anticoagulant,  so  I 
feel  he  was  still  benefiting  from  a 
“coasting  effect”  of  the  anticoagulant 
therapy. 

#9,  J.Z. : The  patient  is  a seventy-two 
year  old  white,  married  male  admitted 
to  Woodville  April  10,  1966.  He  was 
regularly  committed  with  a note  from 
the  psychiatrist  that  he  was  depressed, 
confused  with  marked  memory  defect 
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and  disoriented,  not  knowing  which 
Veterans  Administration  Hospital  he 
was  in,  and  they  felt  he  would  need 
long  term  hospitalization.  The  history 
from  his  relatives  revealed  that  eight 
years  ago  he  had  had  a heart  attack 
with  dizzy  spells  and  headaches,  with 
his  blood  pressure  going  as  high  as 
240  mm.  Hg  before  treatment  was 
given.  He  had  always  been  a hard 
worker  in  the  mill  and  in  the  tavern 
he  had  owned.  Having  to  quit  work 
and  having  nothing  to  do  depressed 
him,  especially  in  the  winter.  His 
memory  had  been  failing  a little  and 
in  the  past  year  he  would  complain 
about  forgetting  names.  He  volun- 
tarily gave  up  driving  one  year  ago. 
He  had  emergency  surgery  for  a hernia 
under  spinal  anesthesia  two  months  be- 
fore his  present  illness  started  and, 
though  he  was  bright  before  his  re- 
lease from  the  hospital,  he  was  worse 
after  that.  Six  weeks  before  admission 
he  went  for  a walk  at  3:00  a.m.,  then 
tried  to  set  rags  on  fire  in  the  kitchen, 
broke  up  a table,  punched  the  glass 
out  of  a window  and  required  fourteen 
stitches  after  being  taken  to  the  VA 
Hospital  in  an  ambulance  by  the 
police.  After  his  admission  there  his 
mind  “was  not  right — he  raved  and 
had  to  be  strapped  down.”  He  knows 
his  relatives  now  but  feels  they  have 
“false  faces  on”  and  feels  bad  about 
being  in  a state  hospital  and,  unneces- 
sarily, according  to  his  son.  worries 
about  owing  hospital  bills. 

When  examined  April  14,  this  thin 
wiry  man  was  strapped  in  a wheel 
chair,  would  not  or  could  not  count 
fingers,  was  able  to  name  a pen  but 
called  a cigar  a pen.  He  was  given  his 
first  dose  of  Dicumarol  April  21,  1967 
at  which  time  he  was  able  to  name  my 
thumb,  knew  the  name  “Woodville.” 
was  able  to  touch  my  fingers  but  with 
a moderate  tremor.  By  April  28  the 
nurses  said  he  was  very  good,  the 
patient  said  he  felt  well  too,  he  looked 
well  and  was  very  clear  mentally. 
While  he  had  been  improving  since  his 
admission  to  the  hospital  this  im- 
provement seems  to  have  been  more 
rapid,  since  the  anticoagulant  had  been 
started.  By  May  3 he  was  very  alert, 
helping  with  the  other  patients,  and 
the  Thorazine  was  discontinued  the 
preceeding  day.  He  had  attended  Oc- 
cupational Therapy,  remembered  all 
he  had  eaten  for  lunch,  but  could  not 
remember  my  name,  thinking  I was  “a 
social  worker.”  His  improvement  con- 
tinued and  he  was  allowed  home  for 
weekend  visits  which  were  satisfactory. 
May  19,  because  of  slight  hyper- 
activity, he  was  put  on  meprobamate 
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400  mg  three  times  a day  which 
calmed  him  satisfactorily.  On  that  day 
also,  he  showed  atrial  fibrillation  with 
a pulse  of  120  per  second  and  a blood 
pressure  of  160/90,  which  was  con- 
trolled by  digitalization. 

The  Dicumarol  was  gradually  dis- 
continued so  that  he  was  free  of  the 
effect  of  it  by  June  26.  He  knew  my 
name,  was  well  oriented  and  had  all 
the  appearances  of  being  “normal.” 
He  has  since  been  discharged  from  the 
hospital  maintaining  his  improvement 
without  the  use  of  anticoagulant  and 
under  the  care  of  his  own  physician. 
September  8 he  was  reported  as  doing 
well  at  home. 

This  patient  showed  the  most  dra- 
matic improvement.  While  he  was 
slowly  improving  prior  to  treatment, 
the  anticoagulant  seemed  at  least  to 
speed  up  the  process  and  make  it  more 
complete.  In  fact,  judging  from  the 
relatives’  description,  the  patient  im- 
proved beyond  his  condition  before  his 
acute  illness  occurred,  so  that  he  was 
actually  better  than  he  had  been  a year 
ago.  Like  patient  #7,  he  continued  to 
benefit  from  the  “coasting  effect”  of 
the  anticoagulant,  improving  after  the 
treatment  had  been  discontinued. 

#10,  F.G.:  Mrs.  G.  is  a white,  sixty 
year  old  widow  admitted  to  Woodville 
March  17,  1967  with  a diagnosis  of 
presenile  dementia.  According  to  a 
sister,  the  patient’s  illness  started  about 

1964  when  she  began  to  get  her  words 
mixed  up  and  gradually  lost  her  speech 
until  she  could  say  only  the  word 
"good.”  Her  mother  died  in  Woodville 
of  “hardening  of  the  arteries”  at  a 
relatively  early  age.  The  sister  said  the 
patient  had  been  deteriorating  rapidly 
the  last  seven  to  eight  weeks  prior  to 
admission.  She  was  seen  at  the  Pitts- 
burgh Diagnostic  Clinic  January  19, 

1965  and  diagnosed  as  having  presenile 
dementia.  She  was  referred  to  the  hos- 
pital in  February,  1965  for  neurologi- 
cal investigation  which  revealed  a nor- 
mal spinal  fluid  and  a pneumoenceph- 
alogram showing  “mild  cerebral  at- 
rophy.” Prior  to  her  illness  she  had 
been  a very  capable  business  woman, 
managing  her  own  business  machine 
store  until  her  mental  confusion  re- 
sulted in  a serious  mix-up  in  her  affairs. 

When  examined  April  19,  1967  the 
patient  had  a blank  stare,  could  only 
say  the  word  “good,”  could  not  on 
request  touch  my  fingers  or  her  own 
nose,  nor  put  out  her  tongue.  The  first 
dose  of  Dicumarol  was  given  April 
21,  1967  and  on  May  3 she  appeared 
much  brighter  with  more  expression  in 
her  face,  was  able  to  say  "fine,”  her 
own  name  and  to  repeat  my  name,  to 


hold  a cup  by  herself  and  eat  her 
breakfast  for  the  first  time  by  herself. 
By  May  26,  1967  she  was  not  confused 
about  following  commands,  fed  her- 
self entirely,  was  able  to  sing  a whole 
song  with  other  patients  but  still  could 
not  make  original  sentences  by  herself. 
She  was  able  to  count  to  six  and  go  to 
the  bathroom  by  herself  and  walk 
about  the  hall  on  her  own  initiative, 
which  she  had  never  done  before. 
By  May  25  the  sister  told  me  the  pa- 
tient was  much  brighter,  was  able  to 
walk  much  better  and  could  be  taken 
on  the  grounds  for  a walk. 

She  had  her  last  dose  of  Dicumarol 
on  June  6 when  it  was  decided  to  see 
if  she  would  continue  her  improvement 
without  the  anticoagulant.  By  June  13 
she  was  not  going  to  the  bathroom  by 
herself,  but  had  not  yet  become  incon- 
tinent again.  She  still  fed  herself  but 
more  slowly.  On  July  1 1 the  sister 
reported  that  the  patient  was  “going 
down  hill  again,  just  sits  and  makes  no 
sound  at  all,  often  ignoring  us  at  visit- 
ing hours.”  Later  in  July  the  patient 
was  transferred  to  a general  hospital 
for  an  investigation  for  minor  rectal 
bleeding  and  upon  return  was  inad- 
vertently transferred  to  the  chronic 
ward.  On  September  8 the  sister  re- 
ported that  the  patient  did  not  talk  at 
all  to  her  and  paid  almost  no  attention 
to  them  at  visiting  hours  but  still  was 
spry  at  walking,  having  not  returned 
to  her  shuffling  gait.  She  lost  control 
of  her  bowels  three  different  visiting 
hours  while  the  sister  was  present. 
When  I examined  her  on  September  8, 
1967,  she  did  not  recognize  me,  smiled 
very  little  compared  to  when  she  was 
on  the  anticoagulant.  She  said  “good” 
only,  shook  hands  with  her  left  hand, 
would  not  touch  my  hand  on  request 
and  was  reluctant  to  even  sit  in  the 
chair.  The  attendant  said  she  feeds 
herself  only  occasionally. 

This  patient  made  a remarkable  and 
unexpected  improvement  while  on  anti- 
coagulant therapy,  surprising  the  en- 
tire staff.  She  regressed  considerably, 
though  not  to  her  original  state,  when 
the  Dicumarol  was  discontinued.  Her 
improvement  was  the  most  striking  of 
all  the  thirteen  patients.  Had  we  been 
able  to  continue  therapy,  I think  she 
would  have  continued  to  improve, 
though  probably  not  to  the  point  of 
complete  rehabilitation. 

#11,  S.C.:  The  patient  was  a sixty- 
eight  year  old,  married,  white  mother 
of  eleven  children  admitted  to  Wood- 
ville April  17,  1967  from  St.  Francis 
Hospital  in  a noisy,  confused,  dis- 
oriented condition.  Her  diagnoses 
were:  generalized  arteriosclerosis  with 


some  chronic  brain  syndrome,  varicose 
veins,  arteriosclerotic  heart  disease, 
diabetes  mellitus  and  some  deafness. 
Her  daughter  told  me  the  patient  began 
to  deteriorate  three  or  four  years  ago 
but  the  patient’s  husband  kept  her 
going  by  dressing  her,  taking  her  out 
for  walks  and  doing  the  cooking.  This 
past  year  she  was  much  worse;  she  was  ! 
hard  to  control,  and  had  to  be  locked 
in  to  keep  her  from  running  away. 
Three  years  ago  she  had  a hyster- 
ectomy and  was  worse  after  discharge 
from  the  hospital.  She  did  not  agree  it 
was  her  house,  was  confused,  relived 
her  childhood  and  did  not  acknowledge 
her  children  as  her  own.  She  was  “es- 
sentially dead  to  us  for  two  years.”  I 
The  last  year  she  scratched  her  head 
to  the  point  of  bleeding,  ran  away  and 
so  had  to  be  taken  to  St.  Francis  Hos-  I 
pital.  While  there  she  developed  pneu-  I 
monia  and  became  bedridden  and  thus  I 
ended  the  almost  continuous  walking 
which  was  a habit  before  hospitaliza-  I 
tion. 


When  examined  May  4,  1967  she 
was  sitting  tied  in  a chair,  did  not  re- 
spond to  my  taking  her  pulse  and  was 
incontinent  all  the  time.  She  was  a 
frail,  gray-haired  lady  with  a vague, 
confused  look  on  her  face,  conversing 
not  at  all.  The  first  dose  of  Dicumarol 
was  given  May  4,  1967.  On  May  7 
she  was  brighter,  smiled  a little  and 
talked  to  me  a little.  By  May  16  she 
was  able  to  feed  herself  with  little  help, 
tried  to  be  pleasant  and  converse,  but 
was  extremely  confused.  The  Thora- 
zine was  reduced  to  25  mg  four  times 
a day  on  May  9 as  she  had  not  been 
shouting  as  much.  At  the  same  time 
her  tolbutamide  was  increased  to  give 
better  control  of  her  diabetes,  which 
was  difficult  because  it  was  of  the 
high  renal  threshold  type  and  had  to 
be  controlled  by  blood  sugars  rather 
than  urinalyses.  On  May  26  the  daugh- 
ter reported  her  mother  as  being  “tre 
mendously  better — the  same  as  last 
summer.”  While  in  St.  Francis  she 
said  her  mother  had  said  no  words, 
just  made  sounds. 

The  last  dose  of  Dicumarol  was 
given  June  14  when  it  was  thought  the 
patient  had  gained  the  maximum  bene- 
fit from  therapy.  She  became  drowsy, 
developed  pneumonia  and  was  trans 
ferred  to  the  infirmary  where  she  died 
June  22,  1967.  This  patient  improved 
considerably  while  on  Dicumarol  and 
rapidly  deteriorated  when  it  was  dis 
continued.  Doubtless  some  of  the  im- 
provement was  due  to  improved  con- 
trol of  the  diabetes  but  she  had  im- 
proved greatly  even  before  such  effort 
was  made  and  she  deteriorated  despite 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  lmg.  c mestranol  0 05mg.)  * 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  puimonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur-  | 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The  I 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when  I 
relevant  specimens  are  submitted.  , 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving  I 
oral  contraceptives:  nausea,  vomit-  1 
ing,  gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor-  | 
rhea,  edema,  chloasma  or  melasma,  fl 
breast  changes  (tenderness,  enlarge- 1 
ment  and  secretion),  change  in  weigh 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretion 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  I 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect  1 
relationship  has  been  established:  : 

anovulation  post-treatment, 
premenstrual-like  syndrome,  change: 
in  libido,  changes  in  appetite,  cystitis 
like  syndrome,  headache,  nervousnei 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair,  * 

erythema  multiforme,  erythema  node 
sum,  hemorrhagic  eruption,  itching 
The  following  occurrences  have  beer 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis 
proved) : thrombophlebitis,  pulmona 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin,  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  an 
decrease  in  TJ  values),  metyrapone 
test,  pregnanediol  determination,  r 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 
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Spermatozoa  appear  healthy,  active,  freemoving. 
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Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


(norethindrone  lmg 
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Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn 
barkeit  of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
i lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


W id 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025?  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01?—  15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 ? — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025?—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5?  [0.35?  neomycin  base],  fluocinolone  acetonide 
0.025?)  Cream  — 5,15  and  60  Gm.  tubes. 
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Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2Vi,  Aspirin  gr.  31/2,  Caffeine  gr.  Vi. 

I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 
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maintenance  of  diabetic  control.  She 
probably  would  have  continued  to  im- 
prove on  therapy  but  not  to  the  point 
of  making  rehabilitation  possible.  The 
improvement  in  her  mental  condition 
resulting  from  the  administration  of 
Dicumarol  probably  helped  to  control 
the  diabetes,  for  she  ate  better,  moved 
about  better  and  was  able  to  get  out 
of  bed  into  a chair  a good  part  of  the 
day. 

#12,  M.D.:  The  patient  is  a fifty- 
eight  year  old,  white,  married  mother 
of  two  grown  children  admitted  Sep- 
tember 22,  1966  with  a diagnosis  of 
presenile  dementia.  She  was  con- 
sidered for  treatment  in  the  series  at 
that  time  but  it  was  not  possible  to  be- 
gin the  study  then.  She  was  transferred 
June  6,  1967  from  the  chronic  building 
to  our  ward  to  undergo  treatment.  Her 
husband  said  the  illness  took  two  to 
three  years  to  develop  and  that  even 
one  and  one-half  years  ago  she  was 
well  enough  to  walk  about  the  farm 
but  would  get  up  at  midnight  and  say, 
“Let’s  get  out  of  this  place,”  where- 
upon he  would  take  her  for  a ride  in 
the  car;  also  she  put  her  dress  on  back- 
wards and  was  incompetent  in  many 
other  ways.  At  the  time  of  admission 
she  was  unable  to  do  simple,  familiar 
tasks  such  as  routine  housekeeping, 
was  delusional  and  could  not  care  for 
her  personal  hygiene.  She  had  no 
mental  trouble  before  the  present  ill- 
ness and  had  raised  her  two  children, 
taught  Sunday  School  and  “raised 
half  the  kids  in  town,”  according  to 
her  husband. 

Her  transfer  to  our  ward  was  de- 

(layed  until  June  6 because  she  had 
been  sick  with  a fever  for  one  week 
and  was  under  treatment  with  an 
antibiotic.  Her  daughter  said  she  had 
been  unable  to  walk  for  three  weeks 
before  the  transfer,  hadn’t  known 
any  of  the  family  since  Christmas  and 
said  not  one  word. 

When  examined  June  7,  1967  the 
patient,  a thin  gray-haired  woman, 
could  not  put  her  tongue  out  on  re- 
quest, did  not  talk  and  was  very  un- 
steady on  her  feet  when  she  was  out 
of  bed,  appearing  about  to  fall  at  any 
minute.  The  first  dose  of  Dicumarol 
was  given  June  7,  1967.  June  13  she 
was  walking  better,  more  steady  on 
her  feet,  fed  herself  but  was  incon- 
tinent at  times.  Thorazine  50  mg 
I three  times  a day  was  stopped  as  she 
" had  become  quieter.  She  then  be- 
came more  restless  and  had  to  be 
given  Mellaril  ®*  three  times  a day. 


* Sandoz  Pharmaceuticals 

**  Coumarin,  Endo  Laboratories 


The  last  dose  of  Dicumarol  was  given 
June  25.  July  5,  1967  she  was  trying 
to  say  a few  words,  tried  to  get  out  of 
the  door,  being  very  fast  on  her  feet 
now  and  steady.  She  was  still  incon- 
tinent. 

It  was  decided  to  include  her  in  a 
trial  with  a few  other  patients  who 
were  to  be  restarted  on  anticoagulant 
and  on  July  17  she  had  her  first  dose  of 
warfarin  sodium.**  The  prothrombin 
time  was  not  in  the  therapeutic  range 
until  August  2.  When  seen  September 
8,  she  was  no  longer  combative  (she 
had  started  pushing  other  patients 
around  in  August),  was  feeding  her- 
self, was  able  to  say  a few  words, 
and  behaved  very  well  when  she  went 
to  the  hairdresser,  but  she  would 
urinate  in  the  middle  of  the  ward 
floor  at  times.  She  walked  with  me 
down  the  corridor  and  would  scarcely 
let  go  of  my  arm  when  I had  to  leave. 
She  still  could  not  talk  to  me  except  for 
occasional  words.  August  21  her  hus- 
band told  me  he  thought  his  wife  was 
improving:  “She  looks  better  than 

when  she  was  admitted  a year  ago  and 
could  open  a can  of  soft  drink  and 
peel  a banana.” 

Although  this  patient  is  severely 
deteriorated  she  did  seem  to  respond 
to  anticoagulant  therapy  by  improv- 
ing, whereas  in  the  ordinary  course  of 
events  she  would  have  deteriorated 
even  more.  The  anticoagulant  will  be 
discontinued  shortly  and  her  condition 
will  be  followed. 

#13,  M.H.:  The  patient,  a sixty-one 
year  old  mother  of  one  married  son 
whose  husband  is  twelve  years  her 
junior,  was  admitted  to  Woodville  Oc- 
tober 18,  1966,  because  of  “depres- 
sion.” She  complained  of  confusion 
and  inability  to  organize  enough  to  pre- 
pare a meal.  An  x-ray  revealed  an  en- 
larged heart  and  arthritis  of  the  spine 
with  “moderate  encroachment  on  the 
intervertebral  foramen;”  physical  ex- 
amination showed  an  aortic  systolic 
murmur  and  bruits  over  the  carotid  ar- 
teries in  the  neck.  She  had  been  a 
capable  person  until  August,  1965 
when  she  was  in  a car  accident,  strik- 
ing her  head  against  the  glass.  She  was 
not  unconscious  and  was  in  the  hos- 
pital only  for  x-rays  and  not  over- 
night. 

In  September  she  was  depressed, 
had  no  appetite,  and  felt  the  phone  was 
tapped  and  people  were  watching  her. 
By  November,  1965  she  was  worse 
and  could  not  make  up  her  mind 
while  shopping  and  could  not  decide 
on  a guest  list  for  her  son’s  wedding. 
She  was  in  the  psychiatric  ward  of 
St.  Francis  Hospital  from  January  21 


to  February  26,  1966  and  readmitted 
April  9,  1966  for  six  electro-shock 
treatments.  Her  personal  hygiene  be- 
came worse;  she  did  not  clean  her 
spectacles  nor  keep  her  undergarments 
clean.  She  attended  a chiropractor  in 
between  the  St.  Francis  Hospital  ad- 
missions and  intermittently  on  her 
visits  out  from  Woodville  with  no 
improvement  from  the  neck  manipula- 
tions. She  has  shown  little  improve- 
ment since  admission  to  Woodville, 
still  being  unable  to  do  the  housework 
on  her  home  visit  days. 

When  examined  May  3,  1967  this 
gray-haired,  pleasant  lady,  appearing 
more  seventy  than  sixty-one,  was  well 
spoken  and  cooperative,  complaining 
only  of  some  confusion  of  thoughts 
and  inability  to  prepare  meals  more 
complicated  than  the  simple  “soup 
and  hamburger”  type.  She  repeatedly 
complained  of  this  disability  and  won- 
dered if  she  would  ever  get  better. 
She  was  poor  at  proverb  interpretation 
and  at  comparisons:  “I  just  can’t  ex- 
plain it.”  She  could  not  describe  the 
pills  that  she  took  each  morning,  but 
she  was  good  at  serial  seven  addition 
though  slow  in  subtractions;  design 
copying  was  rather  poor.  Although 
her  diagnosis  seemed  mainly  to  be 
reactive  depression,  the  staff  confer- 
ence also  included  chronic  brain  syn- 
drome secondary  to  arteriosclerosis 
and  her  Rorschack  test  suggested  early 
organic  changes,  so  it  was  decided  to 
give  her  a trial  on  Dicumarol.  The 
first  dose  was  given  May  23,  1967.  I 
was  overly  cautious  due  to  the  pa- 
tient’s and  her  husband’s  expressed 
fear  of  hemorrhage  so  that  when  treat- 
ment was  ended  June  14,  the  patient’s 
prothrombin  time  had  been  in  the 
therapeutic  range  (over  twice  the  con- 
trol time)  on  only  four  days,  hence 
I do  not  consider  this  a fair  trial  of 
therapy.  There  was  no  change  in  her 
condition.  She  still  remained  depressed 
and  unable  to  improve  in  her  thinking 
or  in  her  performance  of  her  house- 
hold tasks. 

September  8 the  social  worker  re- 
ported that  the  patient  had  been  trans- 
ferred to  the  chronic  building  and  al- 
though she  showed  little  change  her 
husband  was  thinking  in  terms  of  dis- 
charge with  someone  to  help  at  home. 

The  organicity  appears  to  play  a 
minor  part  in  her  symptoms  and  was 
unaffected  by  the  Dicumarol  although 
this  could  not  be  considered  an  ade- 
quate trial  of  therapy.  Such  a patient 
would  not  normally  be  chosen  for  a 
test  of  effectiveness  of  anticoagulant 
therapy  because  of  the  degree  of  func- 
tional as  opposed  to  organic  symptoms. 
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She  was  included  because  part  of  the 
purpose  of  the  study  was  to  determine 
the  problems  of  therapy  in  different 
types  of  patients  and  to  see  if  elimina- 
tion of  minor  organicity  would  help 
the  functional  aspects  of  the  patient’s 
illness. 

The  clinical  course  of  the  thirteen 
patients  can  he  summarized  as  fol- 
lows: 

#1,  J.C. : Some  improvement  while 
on  anticoagulant  therapy,  some  de- 
terioration when  therapy  was  discon- 
tinued. improvement  again  when  ther- 
apy was  reinstituted,  deterioration 
often  when  therapy  was  discontinued 
September  9,  1967. 

#2,  D.B.:  This  patient’s  mental  and 
physical  condition  improved  on  anti- 
coagulant therapy.  He  deteriorated 
within  one  week  of  discontinuance  of 
the  anticoagulant  and  died  five  weeks 
after  the  last  dose  of  Dicumarol,  but 
some  of  the  improvement  in  his  mental 
status  was  maintained  until  shortly 
before  his  death. 

#3,  M.G.:  This  patient  improved 
slightly  on  anticoagulant  therapy  and 
died  shortly  after  discontinuance  of 
treatment. 

#4,  W.K.:  This  patient  improved  on 
therapy,  deteriorated  when  therapy  was 
discontinued,  improved  again  when 
therapy  was  restarted. 

#5,  W.L.:  This  patient  improved 

slightly  on  therapy,  lost  some  but  not 
all  of  his  improvement  when  therapy 
was  discontinued. 

#6,  M.M.:  This  patient  possibly  im- 
proved slightly  in  his  reasoning  ability 
while  on  anticoagulant  therapy  but 
this  was  not  very  definite  and  there 
were  no  grossly  noticeable  differences 
while  on  or  off  anticoagulant  therapy. 

#7,  G.S. : This  patient  improved  on 
anticoagulant  therapy,  but  deteriorated 
on  discontinuance  of  treatment  with 
gradual  return  almost  to  pretreatment 
status. 

#8,  W.S.:  This  patient  improved 

moderately  with  anticoagulant  therapy, 
showed  no  gross  deterioration  for  the 
first  month  after  it  was  discontinued 
and  continued  to  improve  slightly  in 
the  second  and  third  months  after  dis- 
continuance of  therapy. 

#9,  J.Z. : This  patient  made  remark- 
able improvement  while  on  anticoagu- 
lant therapy,  maintained  this  improve- 
ment when  the  medication  was  discon- 
tinued and  was  able  to  be  discharged 
from  the  hospital. 

#10,  F.G.:  Remarkable  improve- 

ment. She  regained  the  ability  when  on 


anticoagulant  therapy  to  control  her 
bladder  and  to  feed  herself  and  to  fol- 
low directions.  She  very  noticeably 
deteriorated  when  the  anticoagulant 
was  discontinuel. 

#11,  S.C.:  This  patient  showed 

noticeable  improvement  in  her  mental 
status  while  on  anticoagulant  therapy 
and  rapidly  deteriorated  and  died  after 
the  medication  was  discontinued. 

#12,  M.D.:  This  severely  deterior- 
ated patient  improved  moderately  on 
anticoagulant  therapy,  continued  to 
improve  after  it  was  discontinued  and 
showed  slow  but  continuous  improve- 
ment when  the  anticoagulant  was  re- 
started. After  the  last  time  it  was 
stopped  she  deteriorated  noticeably. 

#13,  M.H.:  This  patient  showed  no 
improvement  on  anticoagulant  therapy 
but  was  in  the  therapeutic  range  for 
only  four  days. 

Projected  Course  of  the  Thirteen 
Patients  Without  Anticoagulant 
Therapy 

Since  for  this  series  there  is  no  con- 
trol group,  it  might  be  of  interest  to 
project  what,  judging  from  previous 
experience  with  such  patients,  their 
clinical  course  would  have  been  with- 
out therapy.  This  is  outlined  in  TABLE 
III.  One  patient  (#9)  began  improv- 
ing on  hospitalization  and  before  ther- 
apy had  begun.  There  is  a slim  possi- 
bility that  he  could  have  improved 
enough  to  be  sent  home  on  long  visits 
without  the  anticoagulant  treatment 
but  his  relatives  told  me  that  his 
memory  following  treatment  had  be- 
come better  than  it  was  even  six 
months  prior  to  hospitalization.  This 
would  not  likely  have  occurred  in  the 
normal  course  of  events  without  anti- 
coagulant therapy.  As  for  the  other 
patients,  if  we  had  tried  reducing  the 
tranquilizer  without  instituting  anti- 
coagulant therapy  there  might  have 


been  four  or  five  who  could  have  tol- 
erated such  a reduction  and  had  im- 
provement in  their  mental  functioning 
without  the  anticoagulant.  The  series 
probably  would  not  have  reached  the 
figure  of  eleven  who  actually  did  im- 
prove under  therapy  enough  to  allow 
a reduction  and  even  in  some  a com- 
plete discontinuance  of  the  tranquil- 
izer. 

Without  treatment  I would  have 
expected  four  to  deteriorate  (#2,  #3, 
#8,  #11)  almost  certainly,  and  prob- 
ably also  #1,  #4,  #7,  #8,  and  #12. 
Under  anticoagulant  therapy  none  de- 
teriorated; in  fact,  many  showed 
definite  improvement.  The  fact  that 
three  died  soon  after  therapy  was  dis- 
continued tends  tu  confirm  my  find- 
ing that  anticoagulant  therapy  does 
prevent  deterioration.  Under  twelve 
months  of  observation  and  without 
anticoagulant  therapy  I feel  that  twelve 
will  almost  certainly  deteriorate:  #9 
might  maintain  his  improvement  but 
even  he  is  in  a precarious  situation 
and  is  in  constant  danger  of  a re- 
currence. These  patients  will  be  fol- 
lowed for  the  next  year  with  this  in 
mind. 

Of  the  five  patients  who  were  in- 
continent, I would  have  expected  none 
to  become  fully  continent  without 
therapy.  Under  therapy,  one  patient 
did  become  fully  continent  and  she  had 
been  on  the  ward  for  thirty-five  days 
prior  to  treatment  without  showing  any 
improvement.  The  possibility  of  im- 
provement being  due  to  psychological 
factors  seems  remote  since  she  was 
so  deteriorated  that  she  could  say 
only  one  word,  “good,”  and  could  not 
even  respond  to  her  name  until  after 
anticoagulant  therapy  was  begun. 

At  the  beginning  of  treatment  four 
patients  were  unable  to  feed  them- 
selves; at  the  end  of  treatment  three 
were  able  to  feed  themselves  due  to 


TABLE  III 


Comparison  of  course  of  thirteen  patients  with  senile  dementia  treated  with 
Dicumarol  with  projected  course  of  same  patients  if  left  untreated,  judging 
from  previous  clinical  experience. 


ANTICIPATED  COURSE  WITHOUT 
ANTICOAGULANT  THERAPY 

RESULTS  WITH 
ANTICOAGULANT  THERAPY 

NUMBER  OF  PATIENTS 

13 

13 

NUMBER  TREATED 

NUMBER  IN  WHOM  SOME  IMPROVEMENT  MIGHT  BE  EXPECTED 

4 

11 

NUMBER  IMPROVED 

NUMBER  EXPECTED  TO  DETERIORATE  IN  SIX  WEEK  PERIOD 
(#  2,  #3,  #8,  and#  11) 

4 

0 

NUMBER  DETERIORATED 

NUMBER  EXPECTED  TO  DETERIORATE  IN  12  MONTHS  PERIOD 

12 

— 

NONE  TREATED  THIS  LONG 

NUMBER  EXPECTED  TO  BECOME  CONTINENT  (of  5 Incontinent) 

0 

1 

NUMBER  BECAME  CONTINENT 

NUMBER  EXPECTED  TO  FEED  SELF  (of  4 so  afflicted) 

0 

3 

NUMBER  BECAME  ABLE  TO  FEED  SELVES 

NUMBER  POSSIBLY  COULD  USELESS  MAJOR  TRANQUILIZER 

5 

9 

NUMBER  USING  LESS  TRANQUILIZER 
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their  improved  mental  functioning. 
Without  treatment,  I doubt  if  any  of 
these  patients  would  have  become  able 
to  feed  themselves. 

Discussion 

The  very  high  percentage  of  im- 
provement and  the  100  percent  lack 
of  deterioration  in  these  patients  with 
senile  dementia  while  on  Dicuniarol 
is  impressive.  Such  optimistic  findings 
are  likely  to  create  immediate  skep- 
ticism in  the  minds  of  most  readers. 
Few  treatments,  especially  those  in- 
! volving  drugs,  produce  this  type  of 
result.  And  where  senile  dementia  is 
: concerned,  heretofore  a rather  hope- 
; less  and  poorly  understood  condition. 
' eyebrows  will  certainly  be  raised.  Yet 
the  results  are  very  similar  to  those 
of  my  first  series  of  eleven  patients 
with  arterial  insufficiency  of  the  brain 
also  treated  with  Dicuniarol.2 

Such  results  demand  an  explanation 
for  they  strain  the  credulity  of  the 
most  optimistic  clinician.  Can  we,  in 
our  present  state  of  knowledge,  ex- 
plain the  reasons  for  such  encourag- 
ing results?  Let  us  examine  some  pos- 
sibilities. First,  we  are  using  a specific 
treatment  ( prevention  of  blood  coag- 
ulation) to  combat  a specific  patholog- 
I ical  condition  (the  intravascular  co- 
agulation of  blood).  If  we  did  not 
find  such  results,  if  only  50  percent 
stopped  deteriorating,  we  would  be 
very  suspicious  of  the  etiological 
hypothesis.  We  can  compare  this 
specificity  to  the  action  of  insulin  in 
reducing  hyperglycemia  in  patients 
with  diabetes.  The  comparison,  though 
not  perfect,  seems  rather  good  in  that 
; insulin  can  lower  the  blood  sugar 
below  normal  and  to  a dangerous  level, 
as  the  anticoagulant  can  lower  the 
prothrombin  in  the  blood  to  exces- 
sively dangerous  levels.  But  despite 
the  specificity  of  the  treatment,  I 
would  not  be  so  foolish  as  to  suggest 
that  all  senile  dementia  patients  in 
a mental  hospital  will  recover  on  anti- 
coagulant therapy.  They  will  all  cease 
to  deteriorate,  but  many  will  not  im- 
prove because  of  irreversible  brain 
damage.  This  again  is  similar  to  dia- 
betes: the  blood  sugar  of  a patient 

with  neglected  diabetes  will  always 
improve  with  insulin,  but  despite  this 
he  may  still  be  left  with  a residual 
disability  such  as  a retinal  degenera- 
tion or  gangrene  of  the  foot. 

( The  reader  may  not  have  too  much 
difficulty,  then,  accepting  this  factor 
of  specificity  of  treatment  to  account 
for  the  prevention  of  deterioration;  but 
how  does  one  explain  the  large  per- 
centage of  patients  showing  improve- 


ment? The  answer  is  that  this  study 
was  carefully  designed  to  include  main- 
ly patients  who  had  a good  chance 
to  improve  with  anticoagulant  therapy. 
The  criteria  used  for  this  selection 
have  been  discussed  earlier.  Again 
let  us  make  a comparison  with  dia- 
betes. An  aged,  neglected  diabetic  with 
gangrene  of  the  leg  and  retinal  de- 
terioration will  not  improve  as  dra- 
matically as  will  a young,  new  dia- 
betic when  first  started  on  insulin. 
Though  in  both  patients  the  blood 
sugar  will  be  adequately  controlled, 
the  neglected  diabetic  will  remain  dis- 
abled, whereas  the  new  diabetic  will 
function  almost  normally.  In  a like 
manner  we  could  expect  better  re- 
sults in  patients  with  senile  dementia 
if  we  could  treat  them  in  the  early 
stages  of  the  disease,  before  hospitali- 
zation was  needed.  Stopping  deteriora- 
tion at  that  level  would  mean  preserv- 
ing useful  function. 

Now  the  reader  may  ask  a more 
difficult  question,  one  which  puzzled 
me  for  several  years:  How  can  pa- 

tients improve  when  they  have  already 
suffered  brain  damage,  for  we  know 
that  nerve  tissue  cannot  be  regen- 
erated? A partial  answer  appears  to 
be  that  these  patients  must  have  some 
viable  but  nonfunctioning  areas  of 
brain  tissue  which  exist  in  such  a state 
because  sludging  of  the  blood  in  a 
narrowed  artery  will  not  allow  suffi- 
cient circulation  to  permit  this  brain 
tissue  to  function  fully,  yet  there  is 
enough  blood  supply  to  prevent  actual 
death  of  this  tissue.  There  are  vari- 
ous reports  in  the  literature  to  support 
this  theory.  Very  illustrative  is  that 
of  Debaker  and  Lockard  7 who  work 
with  Knisely,  the  originator  of  the 
term  “blood  sludging.”  These  work- 
ers studied  twenty-two  patients  with 
cerebral  vascular  insufficiency  and 
were  able  to  correlate  decreased  neuro- 
logic signs  and  symptoms  with  a dem- 
onstrable decrease  in  the  sludging  of 
the  blood,  which  was  accomplished 
by  antimalarial  drugs.  Other  reports 
confirm  this  relationship  between  blood 
sludging  and  brain  function  but  what 
has  not  been  documented  is  the  corol- 
lary: that  the  sludging  may  be  con- 
fined to  one  area — distal  to  a constric- 
tion in  an  artery  (Fig.  1).  Such  a 
stenosis  may  be  in  an  internal  carotid 
artery  in  the  neck,  in  a smaller  artery 
inside  the  skull  or  a combination  of 
both,  or  even  many  other  areas  com- 
bined. The  effects  will  be  harmful, 
though  more  localized  than  if  sludg- 
ing is  generalized  throughout  the  body. 
In  such  localized  conditions,  however, 
the  sludging  will  not  be  visible  outside 


the  skull,  as  in  the  scleral  vessels  for 
example.  It  could  be  present  in  the 
meningeal  vessels  as  demonstrated  by 
Meyer 8 using  a method  which  can- 
not be  used  clinically.  In  most  pa- 
tients with  senile  dementia,  partic- 
ularly in  the  younger  age  group,  the 
blood  in  general  is  normal,  but  I have 
little  doubt  that  if  we  could  place  a 
plastic  window  in  an  internal  carotid 
artery,  distal  to  a stenosis  blocking 
over  50  percent  of  the  lumen,  we 
would  see  turbulance,  stagnation  and 
blood  sludging  in  various  degrees.  This 
sludged  blood  must  flow  distally  into 
the  smaller  arterioles  and  capillaries 
of  the  brain  where  it  may  plug  the 
vessels  in  various  areas  with  varying 
degrees  of  damage.  If  there  happens 
to  be  a second  stenosis,  say  in  the 
anterior  cerebral  artery,  then  the  effect 
may  be  compounded  distal  to  the  sec- 
ond stricture  (Fig.  2).  If  a motor 
area  of  the  brain  is  affected,  paresis, 
tremor,  incoordination  or  rigidity  may 
result.  If  a so  called  “mental  area” 
of  the  brain,  such  as  the  frontal  lobe, 
is  affected  mental  symptoms  will  re- 
sult. If  a sensory  area  is  affected, 
such  as  the  occipital  lobe,  visual  re- 
ception or  its  interpretation  will  be 
disturbed.  The  second  type  of  lesion, 
perhaps  combined  with  the  third,  is 
likely  the  primary  lesion  in  senile 
dementia;  but  the  combinations  and 
permutations  of  the  brain  areas  which 
may  be  affected  are  almost  endless. 
This  theory  fits  well  with  the  clinical 
picture  of  senile  dementia  in  which 
there  are  numerous  variations  in  pa- 
tients’ signs  and  symptoms,  so  much 
so  that  it  is  next  to  impossible  to  find 
two  patients  alike. 

Senile  dementia,  then,  may  repre- 
sent an  example  of  a condition  called 
“diaschisis”  by  von  Monakow  and 
described  by  Kampinsky 0 as  a “de- 
pression of  function  of  one  region  of 
the  central  nervous  system  due  to  a 
localized  injury  in  another  region.” 
There  is  a blocking  of  synaptic  trans- 
mission between  regions  connected  by 
fiber  tracts.  Clinically  the  phenomenon 
may  be  observed  as  the  initial  flaccid 
weakness  and  depressed  consciousness 
relieved  when  other  tracts  take  over 
the  function.  This  is  an  alternative 
explanation  to  relief  of  sludging  as  an 
explanation  of  improvement,  but  there 
seems  to  be  no  reason  why  both  can- 
not occur,  either  separately  or  to- 
gether. 

This  raises  practical  problems  in 
assigning  diagnostic  labels.  Often 
enough  similar  combinations  of  symp- 
toms and  signs  occur  so  that  the  pa- 
tients can  be  grouped.  Those  ex- 
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Fig.  I . Abstract  anatomical  demonstration  of  the  main  arterial  supply  to  the 
brain,  showing  various  sites  and  combinations  of  stenosis  and  occlusion. 


hibiting  a certain  such  combination  of 
symptoms  are  then  said  to  be  suffering 
from  a certain  syndrome  or  disease, 
such  as  Alzheimer’s  disease.  Pick’s  dis- 
ease or  Jakob-Creutzfeldt  disease.  Or 
the  name  may  refer  to  the  type  of 
pathological  lesion,  such  as  “spastic 
pseudosclerosis,”  the  synonym  for 
Jakob-Creutzfeldt  disease.10  Such 
names  and  syndromes  are  very  useful 
to  the  diagnostic,  prognostic  and  re- 
search work  of  medicine,  allowing  the 
organization  and  comparison  of  knowl- 
edge by  various  workers.  There  comes 
a time,  however,  when  these  names 
are  apt  to  impede  progress  by  giving 
us  the  feeling  that  we  know  a great 
deal  about  the  condition.  A good  ex- 


ample is  the  diagnosis  “acroparesthe- 
sia,” a formerly  untreatable  condition 
which  now  has  become  the  “carpal 
tunnel  syndrome,”  an  easily  cured 
condition.10 

It  seems  to  me  that  some  of  the  diag- 
nostic labels  of  brain  lesion  may  have 
diverted  our  attention  from  the  main 
problem — the  inadequacy  of  the  circ- 
ulation of  the  brain.  When  we  think 
of  the  many  arteries  supplying  the 
brain,  the  individual  variations  and 
anomalies  of  these  arteries,  the  many 
possible  sites  of  narrowing  or  oc- 
clusion, the  variations  in  efficiency  of 
the  collateral  blood  supply,  the  changes 
in  blood  pressure,  the  changes  in  the 
blood  constituents  themselves,  (from 


anemia  to  polycythemia,  from  less  vis- 
cous to  very  viscous  sludged  blood), 
we  can  begin  to  appreciate  that  a great 
variation  in  symptoms  might  result 
from  an  infinite  combination  of  brain 
lesions.  As  if  this  were  not  enough, 
the  damage  to  the  brain  tissue  initiates 
the  phenomenon  of  diaschisis.  But 
we  have  still  not  reached  the  end  of 
this  complicated  situation  for  we  must 
add  to  the  picture  the  patient’s  emo- 
tional reaction  to  his  tissue  damage 
and  this  may  overshadow  all  his  other 
symptoms.  This  emotional  reaction 
may  vary  from  calm  acceptance 
through  hysterical  anxiety  to  a psy- 
chotic delusional  reaction  with  para- 
noid ideation.  We  can  now  realize 
that  a host  of  complicated  and  seem- 
ingly unrelated  symptoms  can  arise 
from  a single  physiological  dysfunc- 
tion— arterial  insufficiency  of  the 
brain. 

This  would  appear  to  be  a useful 
diagnostic  label:  “Arterial  Insuffi- 

ciency of  the  Brain”  (A.I.B.).  It  has 
a sound  physiological  and  pathological 
basis  and  puts  the  blame  where  it  orig- 
inally belongs — on  the  arteries.  Not 
that  the  patient  does  not  have  a para- 
noid delusional  reaction,  or  a de- 
mentia, or  a severe  anxiety  reaction — 
these  he  may  have.  The  diagnosis 
of  A.I.B.  stresses  the  primary  origin 
of  these  symptoms — a deficient  ar- 
terial blood  supply  to  the  brain.  We 
can  now  proceed  to  attack  the  disease 
at  its  source,  which  is  the  clotting  or 
sludging  of  the  blood  beyond  the  nar- 
rowed or  occluded  arteries. 

Other  similar  terms  are  used  but 
do  not  seem  quite  as  applicable  as 
A.I.B.  “Ischemia  of  the  brain”  is 
shorter  and  accurate  but  seems  to 
switch  the  attention  from  the  arteries 
to  the  brain  itself.  “Cerebrovascular 
insufficiency”  may  be  more  accurate 
in  that  it  includes  the  venous  drainage, 
which  may  be  important  in  a small 
percentage  of  patients,  but  it  does  not 
in  practice  focus  much  attention  on 
the  veins  and  it  neglects  an  emphasis 
on  the  arteries  and  the  rest  of  the 
brain,  being  concerned  only  with  the 
“cerebrum”  whereas  the  primary  le- 
sion may  be  in  the  cerebellum  or  some 
other  part  of  the  brain. 

In  the  final  analysis  it  seems  best  to 
consider  A.I.B.  and  its  clinical  coun- 
terparts as  a type  of  pluricausal  disease 
so  well  described  by  Selye  in  his  book 
on  thrombohemorrhagic  phenomena.11 
Each  patient  may  be  considered  from 
a primary  etiologic  viewpoint  (arterial 
stenosis),  a secondary  etiological  view- 
point (blood  sludging,  thrombosis, 
anemia,  polycythemia,  weak  heart  ac- 
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Fig.  2.  The  effects  of  multiple,  stenotic  arterial  lesions  on  the  flow  of  blood: 
reduction  in  pressure,  sludging  of  the  cellular  elements,  clotting  of  the  blood 

and  embolus  formation. 


tion),  and  from  a symptomatic  view- 
point (psychologic:  paranoid,  anxiety, 
denial  reactions).  Therapeutically,  one 
or  more  of  the  causes  may  then  be  at- 
tacked— excise  the  stenosis,  anticoagu- 
late the  blood,  tranquilize  the  mind  or 
reduce  the  mental  stress. 

The  approach  in  the  series  of  pa- 
tients presented  in  this  paper  was  with 
these  principles  in  mind  with  the  ex- 
ception that  surgery  was  not  con- 
templated. Ideally  these  patients  should 
have  a four-artery  arteriogram  to  dis- 
close any  surgically  correctable  lesion 
of  the  carotid  or  vertebral  arteries.  So 
far  as  I know,  no  one  has  studied  de- 
mentia from  the  surgical  viewpoint — 
it  might  be  worth  doing.  The  general 
condition  of  the  patients  is  important 
too — including  digitalization,  control 
of  diabetes  where  necessary  and  ade- 
quate exercise:  all  of  these  influence 
the  circulation  and  nutrition  of  the 
brain.  For  this  reason  I think  these 
patients  should  primarily  be  under  the 
care  of  a general  physician  who  can 
look  after  these  factors  at  the  same 
time  that  he  controls  the  anticoagulant 
therapy,  where  this  is  necessary.  Such 
an  arrangement  could  be  the  most  ef- 
ficient for  the  doctor  and  the  patient, 
and  the  most  economic  in  terms  of 
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both  money  and  doctor-time.  We  must 
not,  however,  neglect  “mental  exercise” 
for  the  patient  by  having  him  in  con- 
tact with  normal  people  and  perform- 
ing normal  functions  so  as  to  reorient 
him  to  reality  situations. 

Placebo  Effect,  Tranquilizer  Effect, 
Prothrombin  Level  Control 

There  are  three  other  aspects  of  this 
particular  series  that  warrant  discus- 
sion: the  placebo  effect  of  treatment, 
the  beneficial  effect  on  mental  function 
of  reduction  in  the  tranquilizer  dosage 
and  the  type  of  anticoagulant  and  de- 
gree of  control  of  the  prothrombin 
time. 

There  is  no  doubt  that  the  extra 
attention  given  the  patient  in  the  form 
of  daily  blood  tests,  frequent  inter- 
viewing, possible  change  in  attitude 
on  the  part  of  the  staff  and  so  forth 
could  alter  the  patients’  behavior. 
This  is  the  reason  many  people  ask 
for  controls  and  for  large  numbers  of 
patients,  which  at  first  thought  is  a 
most  logical  request.  But  since  equi- 
valent controls  are  most  difficult  if 
not  impossible  to  find,  we  might  first 
ask:  what  can  we  do  to  understand 
these  various  factors  and  how  can  we 
limit  their  influence  on  our  results? 


First,  it  seems  to  me  that  most  of  our 
patients  were  too  confused  to  be  very 
much  influenced  by  venesection  and 
interviewing,  since  they  forgot  about 
it  almost  immediately  and  had  no 
understanding  of  what  the  purpose 
was.  Such  procedures  might  make  a 
patient  worse  rather  than  better  by 
adding  to  his  confusion.  As  for  the 
attitude  of  the  staff,  with  most  it  was 
great  skepticism  rather  than  enthusi- 
asm; again  more  likely  to  interfere 
with  than  to  stimulate  improvement. 
The  best  way  of  dealing  with  this 
problem,  it  seems  to  me,  is  to  assess 
the  effect  of  these  multiple  factors 
on  an  individual  basis  using  clinical 
judgment.  While  there  is  always  room 
for  error,  accepting  this  risk  seems  pre- 
ferable to  using  no  judgment  at  all,  re- 
lying solely  on  mass  statistics.  It  is 
usually  not  difficult  to  distinguish  the 
difference  between  a patient  who 
realizes  what  the  medicine  he  is  getting 
is  for  and  imagines  it  is  helping  him, 
from  a patient  who  takes  orange  juice, 
not  knowing  there  is  any  medicine  in 
it,  and  becomes  continent  and  able  to 
feed  himself  after  four  weeks  of  treat- 
ment. As  for  the  extra  attention  of 
the  staff,  they  were  so  busy  that  one 
could  say  that  little  extra  care  was 
given;  in  fact  the  patients  who  became 
able  to  feed  themselves  received  much 
less  attention. 

The  beneficial  results  in  mental 
function  which  may  occur  from  a re- 
duction in  the  dose  or  elimination 
altogether  of  a major  tranquilizer  is 
a different  problem.  The  medicine 
could  reduce  mental  alertness,  hence 
the  patient  would  tend  to  be  more 
alert  when  not  taking  it.  But  he  could 
also  become  more  agitated  and  anx- 
ious, thus  negating  the  beneficial  effects 
of  increased  alertness.  I feel  that  the 
anticoagulant,  by  improving  mental 
function,  reduced  the  confusion  and 
anxiety  enough  to  allow  reduction  in 
the  dose  of  tranquilizer,  thus  produc- 
ing a doubly  beneficial  effect. 

As  for  the  anticoagulant  treatment 
itself,  warfarin  sodium  may  be  used  in 
future  trials  since  it  has  several  ad- 
vantages: it  is  water  soluble  and  can 
be  given  by  injection  when  the  patient 
is  unable  to  swallow;  it  is  now  more 
widely  used  so  that  more  doctors  are 
familiar  with  its  use;  it  is  said  to  have 
a more  reliable  action  and  thus  makes 
control  easier;  its  action  is  faster — 
within  twenty-four  hours  as  compared 
to  forty-eight  to  seventy-two  hours  for 
Dicumarol;  it  comes  in  a variety  of 
strength  tablets  allowing  more  accurate 
dosage.  The  last  two  may  also  be  dis- 
advantages: if  a patient  misses  a dose 
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he  will  lose  the  anticoagulant  action 
faster,  the  increased  number  of  tablet 
strengths  can  lead  to  confusion  over 
which  strength  the  patient  took,  al- 
though this  is  avoided  to  some  extent 
hy  the  different  strengths  tablets  be- 
ing of  distinctive  colors  and  having  the 
number  of  mg.  marked  clearly  on  the 
tablet.  There  is  a chance,  however, 
that  warfarin  sodium  may  not  be  as  ef- 
fective as  Dicumarol  in  reducing  blood 
sludging;  no  studies  have  been  done  on 
this  problem.  The  failure  of  a warfarin 
sodium  treated  series  of  patients  to 
show  beneficial  results  would  not 
negate  the  results  with  Dicumarol 
herein  reported.  At  present  three  of 
the  thirteen  patients  have  been  re- 
started on  anticoagulant  therapy,  this 
time  using  warfarin  sodium*,  so  that 
we  shall  have  some  chance  to  compare 
the  therapeutic  action  of  the  two  drugs. 

The  optimum  level  at  which  the  pro- 
thrombin time  should  be  kept  is  still 
not  agreed  upon  for  coronary  artery 
disease  and  it  may  be  different  for 
senile  dementia.  I chose  the  level  of 
two  to  two  and  one-half  times  the 
control  time  because  this  had  been  the 
level  used  in  the  successfully  treated 
eleven  patients  mentioned  earlier  2 and 
is  the  level  recommended  by  most 
clinicians  treating  coronary  artery  di- 
sease or  transient  ischemic  attacks. 
When  we  have  sufficient  number  of 
patients  under  therapy  for  a long 
period,  different  levels  of  control  may 
be  tried  to  discover  if  a higher  level 
would  be  effective  since  it  would  give 
less  chance  of  hemorrhagic  complica- 
tions. It  may  be,  however,  that  some 
patients  will  require  even  lower  levels 
such  as  the  "bleeding  close”  technique 
described  by  Per  Udden.  12 

It  is  not  always  easy  to  keep  the 
prothrombin  time  in  the  therapeutic 
range.  This  was  emphasized  by  Hutton 
et  a!.,  13  whose  study  revealed  that  of 
a group  of  hospitalized  patients  on 
anticoagulant  therapy,  less  than  50 
percent  were  well  controlled.  Ob- 
viously the  effectiveness  of  control  will 
have  a great  influence  on  the  results 
of  anticoagulant  treatment. 

We  may  also  change  to  the  throrn- 
botest  instead  of  the  prothrombin 
time,  since  it  offers  certain  advantages 
as  outlined  by  Vigran  14  in  his  com- 
prehensive book  on  anticoagulant 
therapy,  that  is,  greater  safety  and 
more  flexibility  in  doing  the  test. 

Conclusions 

The  results  of  treatment  with  Di- 
cumarol in  these  thirteen  patients  with 
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senile  dementia  confirms  the  earlier 
impression  that  it  may  be  possible  to 
arrest  the  progress  of  this  disease. 
Furthermore,  the  improvement  in  this 
selected  group  indicates  that  in  certain 
patients  the  condition  is  to  some  de- 
gree reversible.  If  these  two  findings 
can  be  confirmed  it  means  that  patients 
developing  senile  dementia,  if  treated 
early  enough  with  Dicumarol,  may 
never  develop  the  disease  to  a serious 
degree,  and  hence  may  never  become 
disabled  by  it.  In  others,  already  dis- 
abled but  having  some  viable  though 
non-functioning  tissue,  worthwhile  im- 
provement might  be  possible.  In  a third 
group,  already  disabled  by  irreversibly 
damaged  brain  tissue,  improvement 
could  not  be  expected  but  prevention  of 
further  progress  of  the  disease  could 
make  worthwhile  their  limited  rehabili- 
tation by  maximum  development  of 
their  remaining  mental  abilities,  similar 
to  the  way  in  which  a patient  with 
hemiplegia  is  rehabilitated. 

This  study  also  shows  that  anti- 
coagulant therapy  can  be  a practical 
procedure  in  a large  mental  hospital 
if  a minimum  of  extra  facilities  is  sup- 
plied. The  extra  cost  should  be  more 
than  offset  by  the  need  for  less  burden- 
some forms  of  care  in  the  form  of  feed- 
ing patients  and  cleaning  up  after 
their  incontinence,  as  well  as  by  the 
greatly  reduced  amount  of  tranquilizer 
requirements.  Besides  the  direct  bene- 
fits, the  availability  of  a treatment 
which  offers  prevention  of  further 
deterioration  and  even  the  possibility 
of  improvement  will  greatly  reduce 
the  hopelessness  often  felt  by  the  nurs- 
ing staff  who  have  to  care  for  this  type 
of  patient.15  Their  increased  enthusi- 
asm may  not  only  be  beneficial  to 
the  treatment  of  the  patient  but  may 
also  aid  in  the  recruitment  of  more 
staff. 

A longer  trial  of  therapy  in  a larger 
number  of  patients,  with  controls  if 
possible,  will  be  required  to  confirm 
these  conclusions.  In  a small  number 
of  patients  in  such  a study  I think  it 
would  be  advisable  to  do  four-artery 
angiograms.  Another  promising  area 
of  investigation  would  be  the  evalu- 
ation of  the  circulation  time  through 
the  hrain.  In  this  regard  Oldendorf 
and  Kitano 16  have  shown  that  in  a 
group  of  normals  over  age  forty  the 
mean  turnover  time  for  the  blood  in 
the  brain  is  9.75  seconds,  whereas  for 
a group  with  a history  of  cerebral  in- 
farction it  is  14.3  seconds.  A seventy 
year  old  senile  man  had  a time  of  29 
seconds,  which  indicates  a severe  inter- 
ference with  the  circulation  of  the 
brain.  Such  tests  might  show  clearly 


and  objectively  increased  efficiency  of 
the  brain  circulation  resulting  from 
anticoagulant  therapy  in  patients  with 
senile  dementia  and  could  also  be  of 
diagnostic  value. 

At  this  point  it  seems  pertinent  to 
refer  to  the  study  of  Whittier  et  al.,  17 
on  the  use  of  Dicumarol  in  the  pre- 
vention of  degenerative  disease:  even 
though  it  was  done  with  a different 
purpose  in  mind  it  involves  much  the 
same  type  of  patient  and  a similar  in- 
stitution but  it  has  the  advantage  of 
having  a control  group  and  of  being 
carried  on  over  a longer  period.  Their 
results  show  a very  definitely  beneficial 
effect  of  Dicumarol  in  preventing  de- 
generation: the  mortality  rate  in  the 
treated  group  was  1 1 percent  com- 
pared to  28  percent  in  the  placebo 
group — (a  50  percent  reduction)  — 
and  the  survival  time  was  over  twice 
as  long  in  the  treated  group.  Although 
our  studies  differ  in  many  respects  they 
both  show  that  Dicumarol  definitely 
delayed  what  we  may  refer  to  as  the 
“degenerative  process,”  unsatisfactory 
as  the  term  is.  And  we  must  note  that 
Whittier’s  patients  were  not  selected — 
careful  selection  might  result  in  even 
more  impressive  beneficial  results. 

Finally,  it  should  be  mentioned  that 
other  and  safer  drugs  than  the  anti- 
coagulant may  be  worth  a trial.  Their 
use  can  be  based  on  the  same  principles 
— to  improve  the  blood  supply  to  the 
brain.  Vasodialators  have  been  used 
with  very  little  success  and  have  fallen 
into  disrepute,  but  they  may  have  a 
beneficial  effect  in  a few  patients.  What 
has  not  been  tried  are  the  antimalarial 
drugs  which  have  been  shown  to  break 
up  the  sludge  in  the  hlood.  7 In  a 
patient  in  whom  sludging  is  the  main 
problem  they  might  be  effective. 

Summary 

The  beneficial  results  of  continuous 
anticoagulant  therapy  in  eleven  of 
thirteen  patients  with  senile  dementia 
are  described.  Various  features  of  the 
etiology,  diagnosis  and  treatment  are 
discussed  in  view  of  the  controversial 
nature  of  the  subject  and  the  newness 
of  some  of  the  concepts  such  as  the 
sludging  of  the  blood  and  the  stenosis 
of  the  carotid  and  vertebral  arteries. 
The  fact  that  no  patient  deteriorated 
while  on  anticoagulant  therapy  and 
eleven  improved  during  treatment  is 
further  confirmation  of  the  hypothesis 
that  the  various  senile  dementias  are 
due  to  arterial  insufficiency  of  the 
brain.  The  theory  that  this  insuffi- 
ciency is  partly  due  to  coagulation  or 
sludging  of  the  blood  beyond  the 
stenosed  arteries  leading  to  the  brain 
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seems  to  be  confirmed  by  the  beneficial 
effects  of  anticoagulant  therapy.  The 
resumption  of  deterioration  in  many 
of  the  patients  after  the  anticoagulant 
therapy  is  stopped  offers  further  con- 
firmation that  this  theory  is  correct. 
The  logical  implication,  that  senile 
dementia  can  now  be  prevented  in 
some  patients  and  improved  or  ar- 
rested in  others,  is  discussed. 
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Medical  Societies  Are 
Encouraged  to  Sponsor 
Medical  Explorer  Posts 

Since  Medical  Explorer  Posts  in  the 
Boy  Scout  program  are  comprised  of 
youths  having  a strong  interest  in 
entering  medicine  or  an  allied  field, 
they  can  serve  as  an  ideal  medium  for 
providing  advanced  first  aid  training. 

The  AMA’s  Council  on  Rural 
Health,  as  part  of  a five-point  pro- 
gram, has  stressed  the  need  for  at  least 
one  member  of  every  rural  family  to 
be  trained  in  first  aid  procedures. 

As  one  means  of  attaining  this  goal, 
the  Council  is  encouraging  those  medi- 
cal societies  which  sponsor  Medical 
Explorer  Posts  as  well  as  those  which 
initiate  new  posts  to  provide  experi- 
ence in  training  for  advanced  first  aid 
treatment  in  addition  to  vocational 
experience.  Such  training  would  be 
particularly  appropriate  for  those  posts 
which  have  hospitals  or  other  medical 
facilities  as  their  central  meeting 
places,  have  physicians  and  other 
health  professionals  as  advisors  and 
can  capitalize  upon  the  availability  of 
health  personnel  and  aides  who  are 
on  the  scene. 

The  Medical  Explorer  Post  move- 
ment has  expanded  greatly  since  June, 
1965,  when  the  AMA’s  House  of  Dele- 
gates, at  the  Annual  Convention, 
adopted  a resolution  urging  state  and 
local  medical  societies  to  encourage 
widespread  community  development 
of  the  Explorer  Scout  program  for 
Medical  Specialty  Posts  throughout 
the  nation. 
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PMS 


OFFICIALLY 

ENDORSED 


DISABILITY  INSURANCE  PROGRAMS 


ACCIDENT 
AND  HEALTH 
PROTECTION 


Indemnities  up  to  $250.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 
pital benefits  and  surgical  protection  available  for  both 
members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 


MAJOR 
HOSPITAL  EXPENSE 
PROTECTION 


$7,500  Maximum  Benefits  after  $500  deductible  for  both 
members  and  dependents. 

This  protection  may  be  retained  for  life! 


HIGH  LIMIT 
ACCIDENTAL  DEATH, 
DISMEMBERMENT  AND 
PERMANENT  TOTAL 
DISABILITY 


Maximum  limit  $150,000  members;  $75,000  wife  of  member. 
New  low  cost  of  $.85  per  thousand  per  year.  Full  principal 
sum  paid  for  permanent  and  total  disability  from  bodily 
injury. 


• BERTHOLON-ROWEAND  AGENCIES  • 


WESTERN  PENNSYLVANIA 


EASTERN  PENNSYLVANIA 


1518  Frick  Building,  Pittsburgh,  Pa.  15219 

471-9552 

(area  code  412) 


Public  Ledger  Bldg.,  Philadelphia,  Pa.  19106 
WAInut  5-7045 
(area  code  215) 


* THE  MAN  WHO  PLANS  AHEAD  INSURES  WHILE  HE  IS  INSURABLE  * 
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PENNSYLVANIA  MEDICINE 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


and 


Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 


In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 


consider 


LETTER* 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 


Synthetic  Thyroid  Replacement  Therapy 


ISB  ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  O,  ILLINOIS 


The  full  74  grain  of  phenobarb  in  the  formula  ^ 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


naphen 


® 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (21/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 

y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . . 

AHDOBINS 

A.  H.  ROBINS  CO..  INC.,  Richmond,  Va.  23220  I \ 


For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

NTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


NASAL  SPRAY 

relieves 
nasal  symptom 
on  contact 


Thenfadil®  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 


Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


W/'/Mrop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 
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a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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Ploughshares  to  Life  Shares 


Nathan  Sussman,  M.D.,  Medical  Director  of  Dauphin  County  Hospital, 
discusses  the  social  and  economic  factors  influencing  the  new  concept 
of  county  hospitals 


An  interview  by 

CLARENCE  A.  TINSMAN,  M.D. 
Harrisburg,  Pennsylvania 


Dr.  Tinsman:  Dr.  Sussman,  what 
is  the  change  between  the  old  county 
home  concept  and  the  county  hospital 
concept  as  we  have  it  in  Dauphin 
County  today? 

Dr.  Sussman:  This  change  has 

been  a very  dramatic  one  and  is  predi- 
cated on  many  factors,  both  social 
and  economic.  For  example,  many 
years  ago  when  the  county  home  was 
first  conceived,  healthy  indigent  peo- 
ple went  there  as  guests  and  worked 
according  to  their  skill  at  whatever 
discipline  they  brought  with  them.  But 
with  the  advent  of  Social  Security  and 
other  retirement  programs,  the  po- 
tential applicants  will  remain  in  the 
community  for  much  longer  periods. 
Consequently,  by  the  time  they  be- 
come applicants  for  admission,  these 
people  are  older  and  bring  with  them 
a host  of  chronic,  progressive  dis- 
eases. As  a result,  the  county  home 
has  undergone  a transition  in  services. 
From  merely  providing  room  and 
board  or  simple  custodial  care,  it  is 
now  in  a position  to  provide  total 
medical  professional  services  to  meet 
the  existing  needs. 

Dr.  Tinsman:  I understand  your 
care  is  quite  comprehensive.  Would 
you  care  to  cover  that? 

Dr.  Sussman:  The  services  pres- 
ently available  for  any  given  patient 
consist  of  comprehensive  medical  care 
.as  basic.  This  is  fortified  by  physi- 
cal therapy,  occupational  therapy,  and 
The  entire  gamut  of  available  volun- 
teer services.  Of  course,  other  fac- 
ers that  may  be  brought  into  the 
cicture  will  be  predicated  upon  in- 
iividual  need. 

Dr.  Tinsman:  You  spend  a good 


deal  of  time  on  rehabilitation,  do  you 
not? 

Dr.  Sussman:  This  we  do  because 
many  of  the  patients  that  are  being 
admitted  come  from  general  hospitals 
and  as  an  extended  care  facility,  the 
continuum  of  services  is  uninter- 
rupted in  an  environment  devoid  of 
the  crisis  element.  Here  they  are  ex- 
posed to  physical  therapy,  occupa- 
tional therapy,  plus  whatever  suppor- 
tive measures  will  hasten  their  re- 
turn to  the  community.  However, 
for  the  total  spectrum  of  guests  that 
reside  here,  we  set  our  goals  for  re- 
habilitation at  a different  level  than 
that  entertained  by  a rehabilitation 
center.  The  reason  for  this  is  that 
the  objectives  for  the  elderly  who 
have  rehabilitation  problems  is  not  to 
reach  a plateau  of  efficiency  where 
they  can  go  back  into  the  community 
and  compete  economically  for  a job. 
If  we  can  improve  their  level  of  self- 
care  to  a point  where  they  will  not 
require  the  services  of  a registered 
nurse  or  a licensed  practical  nurse, 
but  can  manage  for  themselves,  it  is 
felt  we  have  accomplished  a realistic 
goal  for  that  individual.  Another  ob- 
jective in  rehabilitation  services  for 
these  people  would  be  to  preserve  the 
integrity  of  their  muscles,  joints  and 
their  functions  so  that  the  process  of 
deterioration  is  decelerated  and  there- 
by makes  life  a little  more  meaning- 
ful for  a longer  period. 

Dr.  Tinsman:  Once  you  have  at- 
tained your  medical  goals,  I under- 
stand that  you  return  these  people  to 
the  community  in  a large  number  of 
cases — not  necessarily  to  their  homes, 
but  that  you  have  some  other  inno- 
vations that  you  use  at  the  Dauphin 


County  Home.  Would  you  comment 
on  this? 

Dr.  Sussman:  This  has  been  an 
interesting  and  productive  experience 
— in  the  establishment  of  foster  home 
care  services  for  elderly  people.  We 
may  look  upon  this  as  an  act  of 
many  effects:  Number  One — We 

should  assume  that  institutional  living 
is  not  a way  of  life.  All  individuals 
who  have  exercised  total  self-care  and 
exhibit  good  social  behavior  patterns 
should  have  the  opportunity  to  return 
to  the  community  for  meaningful  and 
full  living.  However,  we  do  not  sever 
our  relationship  with  any  patient  who 
enters  a foster  home  care  program 
because,  should  their  status  undergo 
deterioration,  we  will  have  them  re- 
turn to  our  institution  for  necessary 
care  or  channeled  into  a general  hos- 
pital if  their  need  requires.  Further- 
more, if  the  patient  has  a chronic 
process — diabetes,  for  example,  and 
should  be  seen  by  a physician  peri- 
odically, before  the  patient  leaves  our 
area  a contact  is  made  with  a physi- 
cian or  clinic  on  the  outside  so  this 
patient  may  be  under  continued  super- 
vision for  his  problem. 

Dr.  Tinsman:  You  use  other  com- 
munity services,  in  addition  to  purely 
medical  ones,  do  you  not? 

Dr.  Sussman:  We  try  to  include 
all  available  community  services  to 
meet  existing  needs  of  patients.  When- 
ever we  have  an  applicant  for  review, 
the  committee,  very  objectively,  tries 
to  establish  the  specific  needs.  If  it 
is  their  consensus  that  the  existing 
deficits  can  be  corrected  by  various 
community  agencies  appropriate  re- 
ferrals are  made. 
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Therapy — Both  occupational  and  physical  therapy  are  vital  contributing  factors 
to  rehabilitation  at  a point  where  the  patient  can  manage  for  himself  when  re- 
turned to  the  community. 


Dr.  Tinsman:  What  are  the  re- 

quirements for  admission  to  the 
Dauphin  County  Hospital — geograph- 
ically, economically,  medically — ? 

Dr.  Sussman:  There  are  several 

requirements  for  admission,  but  basi- 
cally the  patient  must  be  a resident 
of  Dauphin  County.  In  the  area  of 
economics,  it  is  felt  that  irrespective 
of  financial  status,  all  patients  whose 
problem  can  best  be  met  within  the 
institution  are  eligible  for  admission, 
or  consideration  for  admission,  to  the 
Dauphin  County  Hospital.  Further- 
more, if  the  patient's  economic  status 
is  such  that  he  can  purchase  neces- 
sary nursing  and  ancillary  services  in 
any  other  area,  we  would  recommend 
that  patient  seek  the  other  areas  to 
meet  their  specific  needs.  However, 
irrespective  of  his  economic  status,  the 
committee  very  seriously  considers 
him  as  a potential  guest  predicated 
on  need  and  available  services. 

Dr.  Tinsman:  What  are  the  age 

requirements? 

Dr.  Sussman:  We  have  no  cut-off 
point  for  age  admission,  but  it  has 
been  our  experience  to  consider  those 
applicants  who  fall  into  the  geriatric 
segment  of  our  life  span.  Chrono- 
logically, we  might  say  60  or  65.  We 
have  a few  residents  who  fall  below 
this,  but  more  than  90  percent  of  the 
patients  in  the  County  Hospital  today 
are  over  65. 

Dr.  Tinsman:  Are  there  any  limi- 
tations as  to  your  disease  condition? 
Must  you  have  a rehabilitation  po- 
tential, in  other  words? 

Dr.  Sussman:  Since  the  Dauphin 
County  Hospital  is  not  a general  hos- 
pital acute  medical  problems  are  not 
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admitted.  Prior  to  the  advent  of 
medicare  most  admissions  came  di- 
rectly from  the  community,  and  eli- 
gibility was  predicated  on  medical 
need  plus  socio-economic  deficits  of 
such  magnitude  that  community  living 
was  impossible.  Now  that  medicare 
is  an  established  pattern  it  brought 
with  it  the  expansion  of  extended  care 
services.  Hence  many  of  our  recent 
admissions  come  from  the  general  hos- 
pitals. Those  patients  who  qualify 
either  by  being  in  the  hospital  three 
or  more  days,  or  being  at  home  not 
more  than  fourteen  days  after  dis- 
charge are  admitted,  and  the  thera- 
peutic program  previously  initiated  is 
continued  until  discharged  from  the 
extended  care  service.  In  addition,  all 
applicants  are  screened  for  possible 
communicable  or  contagious  prob- 
lems. For  example — patients  with 
skin  lesions  or  ulcers  are  denied  ad- 
mission until  three  negative  cultures 
are  obtained;  and  the  same  is  true 
for  active  tuberculosis.  The  behav- 
ioral manifestations  may  bar  admis- 
sion for  some.  This  institution  is  not 
prepared  to  manage  those  with  marked 
antisocial  patterns  that  are  character- 
ized by  screaming,  belligerence,  deri- 
sive and  destructive  activities.  To  ad- 
mit such  a patient  would  not  only 
be  a disservice  to  him  but  would  of 
necessity  deprive  others  of  necessary 
care. 

Dr.  Tinsman:  What  is  the  average 
census  of  your  hospital? 

Dr.  Sussman:  At  present,  it  is  in 
a state  of  flux  because  of  a building 
program  that  currently  is  taking  place. 
Our  average  census  is  approximately 
500. 

Dr.  Tinsman:  What  is  the  aver- 

age age  of  your  patients? 


Dr.  Sussman:  The  average  age 

would  be  between  75  and  80.  We 
have  some  patients  who  are  between 
90  and  105. 

Dr.  Tinsman:  What  percentage  of 
your  patients  do  you  return  to  the 
community,  either  to  their  homes  or 
to  the  foster  homes? 

Dr.  Sussman:  Since  the  foster 

home  program  is  a very  new  one, 
there  are  roughly  twenty  to  twenty- 
five  patients  today  residing  in  foster 
homes.  In  our  experience  thus  far  a 
few  had  to  be  admitted  to  a general 
hospital  because  of  an  acute  problem 
acquired  while  in  the  foster  home  pro- 
gram, or  their  situation  deteriorated 
to  a point  where  they  were  no  longer 
able  to  reside  in  a foster  home  en- 
vironment and  brought  back  to  the 
county  facility. 

Dr.  Tinsman:  How  does  a sick 

person  get  from  the  community  to 
the  hospital?  I understand  inter- 
agency transfers,  but  a good  number 
of  candidates  for  admission  would  not. 
How  would  they  get  to  the  Dauphin 
County  Hospital? 

Dr.  Sussman:  Admission  to  the 

Dauphin  County  Hospital  is  initiated 
by  an  application  via  the  members  of 
the  family  or  the  patient.  On  occa- 
sion the  patient  is  unable  to  make 
application,  or  may  not  even  desire 
admission,  but  others  in  the  commu- 
nity such  as  neighbors  feel  that  this 
individual  possesses  those  deficits  that 
make  it  impossible  for  him  to  live 
alone,  they  will  contact  someone  who 
will  make  the  initial  overture  for  an 
application. 

Dr.  Tinsman:  Who  do  they  apply 
to,  the  hospital  staff,  the  County  Com- 
missioners, or  who? 

Dr.  Sussman:  No,  direct  applica- 
tion is  made  to  the  Admitting  Office 
at  the  County  Hospital.  Then  a social  j 
worker  will  help  expedite  the  admis- 
sion procedure  for  the  applicant  and  i 
will  visit  the  applicant  if  necessary  for 
explanation  and  signature.  Unless  the  i 
patient  or  a responsible  member  of 
the  family  signs,  we  will  not  consider 
this  patient  for  admission. 

Dr.  Tinsman:  Dr.  Sussman,  what 
has  the  impact  of  medicare  done  by  | 
way  of  the  services  you  provide  at  U 
the  County  Hospital? 

Dr.  Sussman:  The  impact  has  been  | 
in  the  source  of  patient  referral.  Ever 
since  medicare  has  become  a reality,  | 
the  general  hospitals  are  currently 
carrying  a large  census  of  patients 
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" . . . Does  the  patient  at  the 
County  Hospital  have 
a choice  of  physician?  . . . 


who  are  medicare  eligible.  By  this  I 
refer  to  those  patients  who  are  cur- 
rently in  a hospital  necessitating  addi- 
tional extended  care  services  and,  as 
such,  we  receive  many  applications 
from  these  people  who  no  longer  need 
the  services  of  a general  hospital,  but 
still  need  extended  care.  These  are 
the  people  who  are  frequently  being 
referred  to  the  Dauphin  County  Home 
and  Hospital.  Medicare  will  endorse 
these  people  for  admission.  If  I might 
reiterate,  from  a general  hospital  if 
they  have  been  there  no  less  than 
three  days,  or  if  they  have  been  dis- 
charged and  are  in  a community  for 
a period  no  longer  than  fourteen  days. 
Then  the  right  of  eligibility  still  per- 
sists. And  once  admitted  to  the 
Dauphin  County  Hospital,  the  con- 
tinuum of  care  is  brought  into  the 
picture.  Whatever  rehabilitative  ser- 
vices they  may  need  are  titrated  ac- 
cording to  their  problem.  Once  a 
month,  again,  according  to  the  rules 
of  medicare,  a utilization  committee 
will  review  the  patient’s  history  and 
physical  findings  and  either  recertify 
or  deny  recertification  for  an  addi- 
tional thirty  days  of  extended  care 
services.  The  law,  according  to  this 
program,  will  guarantee  ninety  to  one 
hundred  days  of  extended  care  ser- 
vices. Once  this  period  of  time  has 
been  exhausted  and  the  patient  hasn't 
progressed  sufficiently  to  permit  him 
to  return  to  the  community,  we  will 
still  continue  giving  necessary  services, 
but  it  will  not  be  under  the  auspices 
of  the  Medicare  Program.  As  the 
law  is  written,  it  is  anticipated  that 
these  people  should  return  to  the  com- 
munity prior  to  the  expiration  of  the 
one  hundred  days  extended  care  ser- 
vice. 

Dr.  Tinsman:  Does  a patient  at 

the  County  Hospital  have  choice  of 
physician? 

Dr.  Sussman:  Due  to  the  com- 

plexity of  the  set-up,  the  County  Hos- 
pital has  on  its  staff  a group  of  physi- 
cians to  cover  all  the  services  that  the 
patient  may  require.  Currently,  we 
have  three  pavilions  in  operation  and 


all  patients  who  are  admitted  go 
through  an  admission  ward.  While  in 
this  area,  they  are  evaluated  to  ascer- 
tain their  total  needs  and  also  to  deter- 
mine in  which  pavilion  their  needs 
might  be  best  resolved.  It  is  in  the 
admission  ward  that  they  are  reviewed 
medically  with  a complete  history  and 
physical  examination  and  have  an  elec- 
tro cardiographic  study,  necessary 
x-rays  and  laboratory  workup.  Also 
a physician  reviews  their  needs  from 
a rehabilitation  standpoint.  The  latter 
is  instituted  while  they  are  in  the  ad- 
mission ward  and  when  transferred  to 
another  pavilion  these  services  are  con- 
tinued from  that  particular  place  until 
discharged  or  relocated  within  the  in- 
stitution. This  is  purely  a matter  of 
classification.  Whether  they  are  going 
to  remain  a medicare  patient  on  ex- 
tended care  eligibility  or  whether  they 
have  out-lived  their  medicare  eligibil- 
ity but  still  cannot  return  to  the  com- 
munity, the  pavilion  they  reside  in 
will  become  their  permanent  residence. 

Dr.  Tinsman:  Do  you  as  yet  have 
figures  on  any  fluctuation  which  might 
have  occurred  in  the  cost-per-patient- 
day  under  this  new  concept  as  com- 
pared to  the  services  provided  by  the 
County  Home  as  it  was? 

Dr.  Sussman:  I can't  give  you  any 
specific  figures.  However  I do  know 
that  there  has  been  an  appreciable  in- 
crease in  patient-cost-per-day  because 
of  added  services.  Two  to  three  years 
ago  these  services  were  non-existent, 
but  due  to  the  enthusiastic  and  recep- 
tive efforts  on  the  part  of  the  County 
Commissioners  and  the  staff  at  the 
institution,  these  changes  have  become 
a reality  today.  There  are  many  other 
things  on  the  drawing  board  right  now 
to  improve  and  extend  the  scope  of 
services,  but  it  is  important  to  appre- 
ciate that  the  County  institution 
merely  offers  one  small  segment  of  the 
total  continuum  of  patient  care.  It  is 
imperative  for  the  community  to  as- 
sume responsibility  and  recognize  that 
it  isn't  a matter  of  limited  utilization 
of  a general  hospital  or  a county  hos- 
pital facility.  The  answer  comes  from 


Laboratory  Services — The  services  of 
a well-equipped  laboratory , operated 
by  student  technicians  under  compe- 
tent supervision,  are  provided  by  a 
local  medical  education  facility. 


Finite  Care — The  services  of  a 
group  of  physicians  as  well  as  an  oph- 
thalmologist, dental  surgeon  and  podi- 
atrist are  only  the  beginning  of  what 
is  planned  as  a total  medical  care  ser- 
vice for  the  near  future. 


To  a Man’s  Heart — Gastronomic  ther- 
apy figures  significantly  in  the  reha- 
bilitation of  Dauphin  County  patients, 
as  exemplified  by  the  hospital  kitchen 
deemed  one  of  the  finest  in  the  Com- 
monwealth. 
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. . . The  volunteer  workers  who 
come  establish  a desirable  bond 
with  many  of  the  patients  . . . 


total  community  utilization.  Once  this 
is  achieved  in  its  completeness,  we  will 
he  able  to  provide  the  entire  spectrum 
of  services  an  individual  may  need — 
irrespective  of  age,  irrespective  of 
economic  status,  or  medicare  eligibil- 
ity. We  know  that  we  have  a com- 
munity that  will  offer  the  best  pos- 
sible health  services  to  anyone. 

Dr.  Tinsman:  How  did  this  chang- 
ing concept  from  home  to  hospital 
come  about? 

Dr.  Sussman:  If  we  can  project 
ourselves  backward  into  time  when  the 
creation  of  the  county  home,  or 
county  poor  farm  took  place,  the 
healthy  indigent  had  to  have  a home 
and  the  county  assumed  responsibility 
for  providing  such  a domicile.  It  was 
here  that  the  indigent  individual  would 
be  funneled.  He  remained  there 
for  the  duration  of  his  or  her  life. 
But  as  our  socio-economic  pattern 
underwent  a change  with  the  advent 
of  Social  Security,  retirement  pro- 
grams offered  by  various  industries, 
etc.,  the  indigent  number  became 
reduced  and  the  individual  remained 
in  the  community  until  the  infirmities 
of  age  and  the  deficits  of  chronic, 
progressive  diseases  had  taken  their  toll 
and  they  then  became  eligible  candi- 
dates for  admission  to  the  county  fa- 
cility. Also,  because  of  the  now  older 
age  group  of  applicants,  fortified  or 
over-burdened  by  their  added  illnesses, 
it  became  necessary  for  the  county 
facility  to  provide  more  finite  medical 
services. 

Dr.  Tinsman:  Dr.  Sussman,  is 

there  any  place  in  the  Dauphin  County 
Hospital  for  community  effort  such  as 
Gray  Ladies  or  hospital  auxiliary? 

Dr.  Sussman:  Yes,  there  is  a 

definite  place  for  volunteer  services  of 
the  Gray  Ladies  or  any  group  or  in- 
dividual who  has  a service  and  a 
sympathetic  feeling  towards  the  guests 
of  the  County  institution.  We  have 
Gray  Ladies,  volunteers  from  church 
and  other  organizations  attending  with 
laudable  regularity,  and  the  guests 
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look  forward  to  these  people  coming 
in.  Of  interest  is  the  fact  that  some 
of  the  volunteer  services  provide  a 
holiday  for  those  patients  who  are  able 
to  leave  the  institution  for  a day  or 
an  afternoon  or  two  days.  There  are 
volunteers  who  come  to  the  institution 
and  take  a guest  out  to  a shopping 
center,  a movie,  a ball  game,  or  even 
into  their  own  home.  This  has  a tre- 
mendous morale  building  impact  on 
the  patient.  The  volunteers  who  come 
to  the  institution  establish  a desirable 
bond  with  many  of  these  patients  and 
they  say  that  their  services  here  mean 
more  to  them  than  if  they  try  to  pro- 
vide similar  services  in  general  hos- 
pitals where  the  patients  are  short- 
stay  and  never  have  an  opportunity 
to  establish  a relationship  with  them. 
But  here  they  get  to  know  them,  they 
become  intimately  acquainted  with 
them  and  look  forward  to  seeing  these 
patients  just  as  much  as  the  patients 
look  forward  to  their  visits. 

Dr.  Tinsman:  This  should  help  the 
patients  and  the  volunteers.  If  a vol- 
unteer or  fraternal  organization  or  a 
church  group  wanted  to  do  something 
in  this  line,  who  would  they  contact? 

Dr.  Sussman:  They  should  contact 
Mrs.  Cooper,  who  at  present  is  the 
director  of  volunteer  services.  She  has 


performed  a “Yeoman's”  job  in  this 
area. 

Dr.  Tinsman:  Dr.  Sussman,  would 
you  care  to  tell  us  of  any  plans  there 
are  for  expanding  the  services  of  the 
plant  at  the  Dauphin  County  Hospital? 

Dr.  Sussman:  Currently  there  is  a 
building  program  underway  that, 
when  completed,  will  increase  the 
number  of  patients  who  will  be  under 
roof  for  finite  care.  It  is  hoped  that 
in  the  not  too  distant  future  the  entire 
spectrum  of  services  required  by  a 
patient  having  a chronic  disease  pro- 
cess would  be  met  in  this  institution. 
Numerically,  taking  an  educated 
guess,  I might  say  that  approximately 
seven  hundred  patients  might  be  an 
average  census  after  the  building  pro- 
gram is  completed.  This  will  prob- 
ably take  place  in  about  two  years. 

Dr.  Tinsman:  And  you  are  under 
construction  at  this  time? 

Dr.  Sussman:  We  are  now  under 
construction.  One  building  has  been 
completely  eviscerated  and  making  | 
way  for  current  concepts  in  patient 
care  by  remodeling  the  physical  set- 
up. Another  building,  an  original 
structure — that  goes  back  many  years 
— is  being  prepared  for  demolition. 

It  will  be  replaced  by  a brand  new  | 
structure. 

Dr.  Tinsman:  What  professional  I 

services  are  presently  available? 

Dr.  Sussman:  At  present  the  fol- 
lowing services  are  offered:  Specific 

medical  care  by  a group  of  physicians 
and  this  is  supplemented  by  the  ser- 
vices of  an  ophthalmologist,  a dental 
surgeon,  and  a podiatrist.  The  staff 
will  be  increased  as  patient  care 
demands. 


The  Old  and  the  New — Nearly  100  years  old,  one  of  the  original  Dauphin 
County  Home  buildings  (left)  will  be  demolished  for  replacement  by  a new 
structure  to  provide  additional  bed  space  in  a continuing  building  program. 
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DORSEY  "FLU-GRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 


WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 


CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 


MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 


REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 


I 

| clip  and  file  under  “flu” 

For  relief  of  “flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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The  Media  trie®  Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . . vague  aches  and  pains. 

Mediatric®  can  help  them  lead  a more  active,  useful  life. 


Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geriatric  pa- 
tients may  indicate  an  underlying  disorder  that  may 
require  immediate  attention— and  definitive  therapy. 
But,  with  or  without  an  underlying  functional  illness, 
the  patients’  physical  and  emotional  well-being  may 
be  enhanced  by  adjunctive  steroid-nutritional  ther- 
apy. That’s  why  so  many  patients  just  like  these  are 
suitable  candidates  for  MEDIATRIC  from  their  very 
first  visit. 

“A  steroid-nutritional  compound  (Mediatric)  was 
used  in  100  patients  to  relieve  some  of  the  symptoms 

caused  by  degenerative  changes  of  aging ” This 

therapy  resulted  in  improvement  of  75  per  cent  of  the 
patients. 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


The  estrogen  component  is  PREMARIN®  (conju- 
gated estrogens  — equine),  the  orally  active,  natural 
estrogen  most  widely  prescribed  for  its  physiologic 
and  metabolic  benefits.  The  combination  of  estrogen 
and  methyltestosterone  can  help  maintain  an  anabolic 
balance  to  forestall  premature  estrogen-related  de- 
generative changes. 

MEDIATRIC  also  supplies  a small  amount  of 
methamphetamine  to  provide  a gentle  mood  uplift; 
and  nutritional  supplements  specially  selected  to 
meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients  alert 
and  active;  helps  relieve  general  malaise,  easy  fatiga- 
bility, vague  pains  in  the  bones  and  joints,  and  lack  of 
interest  so  often  associated  with  declining  gonadal 
hormone  secretion. 


contraindication:  Carcinoma  of  the 
prostate,  due  to  methyltestosterone 
component. 

warning:  Some  patients  with  pernicious 
anemia  may  not  respond  to  treatment 
with  the  Tablets  or  Capsules,  nor  is  ces- 
sation of  response  predictable.  Periodic 
l examinations  and  laboratory  studies  of 
pernicious  anemia  patients  are  essential 
ind  recommended. 

side  effects:  In  addition  to  withdrawal 


bleeding,  breast  tenderness  or  hirsutism 
may  occur. 

suggested  dosages:  Male  and  female: 
1 Tablet  or  Capsule,  or  3 teaspoonfuls 
Liquid,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stim- 
ulation of  breast  and  uterus,  cyclic  ther- 
apy is  recommended  (3  week  regimen 
with  1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this  1 week 
rest  period). 


In  the  male:  A careful  check  should  be 
made  on  the  status  of  the  prostate  gland 
when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  752  — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 

No.  252  - MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910  — MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces  and  1 gallon. 


1 


Each 

Each  15  cc. 

Steroid-nutritional  compound 

MEDIATRIC 
TABLET  or 

(3  teaspoonfuls) 
of  MEDIATRIC 

CAPSULE 

LIQUID 

contains: 

contains: 

Conjugated  estrogens— equine  ( PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HC1 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HC1 

_ 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

- 

Riboflavin 

5.0  mg. 

- 

Niacinamide 

50.0  mg. 

- 

Pyridoxine  HC1 

3.0  mg. 

- 

Calcium  pantothenate 

20.0  mg. 

- 

Ferrous  sulfate  exsiccated 

30.0  mg. 

- 

Ascorbic  acid 

100.0  mg. 

- 

(Contains 
15%  alcohol) 
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Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.Y.  10017  • Montreal,  Canada 


Conducted  by 


PHILADELPHIA  COUNTY  MEDICAL  SOCIETY 


FEBRUARY  20-23,  1968 
Bellevue-Stratford  Hotel,  Philadelphia 


Subjects  to  be  Covered  and  Guest  Speakers 


Tuesday,  February  20,  1968 
9:30  A.M.— 12:30  P.M. 

“Alcoholism — The  Invisible  Disease” 

Donald  J.  Ottenberg,  M.D.,  Chairman 
Eagleville  Hospital  and  Rehabilitation  Center 

Guest  Speakers 

Joseph  Adelstein,  M.D.,  Commissioner  of  Mental  Health, 
Commonwealth  of  Pennsylvania. 

Stanley  E.  Gitlow,  M.D.,  Mount  Sinai  Hospital,  New  York. 
Ebbe  Hoff,  M.D.,  College  of  Virginia  Hospital, 
Richmond,  Virginia. 

Tuesday  Afternoon 
2:00  P.M.— 5:00  P.M. 

“Shock” 

R.  Robert  Tyson,  M.D.,  Chairman 
Temple  University  Hospital 

Guest  Speaker 

William  C.  Shoemaker,  M.D.,  Cook  County  Hospital, 
Chicago,  Illinois 

Wednesday,  February  21,  1968 
9:00  A.M.— 12:30  P.M. 

“Arteriosclerosis  and  the  Heart” 

William  Likoff,  M.D.,  Chairman 
Hahnemann  Medical  College  Hospital 

Wednesday  Afternoon 
2:00  P.M.— 5:00  P.M. 

“Newer  Concepts  in  the  Theory  and  Practice  of  Allergy 
and  Immunology” 

George  I.  Blumstein,  M.D.,  Chairman 
Einstein  Medical  Center 

Guest  Speakers 

Bernard  B.  Levine,  M.D.,  Bellevue  Hospital,  New  York 
Elliott  Middleton,  Jr.,  M.D.,  Roosevelt  Hospital, 
New  York 


Thursday,  February  22,  1968 
9:00  A.M.— 10:30  A.M. 

“Office  Gynecology” 

Alvin  F.  Goldfarb,  M.D.,  Moderator 
Jefferson  Medical  College  Hospital 

11:00  A.M.— 12:30  P.M. 

“Ear,  Nose  and  Throat  Problems  of  Interest  to  the  General 
Practitioner” 

David  Myers,  M.D.,  Moderator 
Presbyterian-University  Medical  Center  Hospital 

1'hursday  Afternoon 
2:00  P.M.— 5:00  P.M. 

“Evaluation  and  Preparation  of  the  Patient  for  Surgery” 
Donald  R.  Cooper,  M.D.,  Moderator 
Woman’s  Medical  College  Hospital 

Guest  Speaker 

John  M.  Kinney,  M.D.,  Presbyterian  Hospital,  New  York 

Friday,  February  23,  1968 
9:00  A.M.— 12:30  P.M. 

“Newer  Techniques  in  Diagnosis” 

Mark  M.  Mishkin,  M.D.,  Chairman 
Hospital  of  University  of  Pennsylvania 

Guest  Speaker 
Ernest  H.  Wood,  M.D. 

Neurological  Institute,  New  York 

Friday  Afternoon 
2:00  P.M.— 5:00  P.M. 

“Infectious  Diseases” 

Francis  J.  Sweeney,  Jr.,  M.D.,  Chairman 
Jefferson  Medical  College  Hospital 

Guest  Speakers 

Calvin  M.  Kunin,  M.D.,  University  of  Virginia  Hospital 
Jerome  Rudnitzky,  M.D.,  Valley  Forge  General  Hospital 


In  Addition  to  the  Above  Guest  Speakers  An  Excellent  Array  of 
Local  Physicians  Will  Participate  in  the  Program 
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POSTGRADUATE  INSTITUTE 

Robert  L.  Mayock,  M.D.,  Director 
Charles  R.  Shuman,  M.D.,  Associate  Director 
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EDITORIALS 


The  Physician  s Clinical  Record 


The  physician's  clinical  record  is 
becoming  a subject  for  review  and 
evaluation  by  third  parties  involved 
in  medical  care.  The  "ethical  accom- 
modations” presently  used  by  physi- 
cians revolve  around  a complex  sys- 
tem of  quality  control  outlined  by 
hospitals  and  medical  societies.  This 
flexible  system  is  unusually  effective 
in  accurately  identifying  the  physician 
to  his  colleagues.  The  layman,  how- 
ever, has  little  direct  knowledge  of 
this  system  and  he  may  feel  third 
party  supervision  to  be  necessary  for 
the  control  of  ethical  standards  in 
medical  practice.  It  is  inevitable  that 
this  would  produce  rigid  rules  and 
regulations  which  would  seriously 

I I handicap  the  patient-doctor  relation- 
ship. 

Most  men  have  their  work  judged 
periodically  by  others  in  their  field. 
Physicians  are  different.  They  are  usu- 
ally subject  to  professional  scrutiny 
only  in  the  hospital  and  not,  as  yet, 
in  the  office. 

I For  example,  Ted  Brown  is  a sales- 
man for  a road  equipment  company. 
His  sales  manager  evaluates  his  work 
II  almost  daily.  If  deficient  skills  are 
noted,  criticism  comes  forth  from  his 
j boss,  and  if  he  doesn't  perform  satis- 
i factorily,  he  might  get  fired. 

A single  unhappy  personal  experi- 
ence may  reinforce  the  layman's  re- 
sentfulness of  the  entire  medical  guild. 
Daily,  physicians  are  accused  of  many 

I exaggerated  acts  and  many  times  we 
over-react  to  these  criticisms.  In  de- 
fense of  the  physician,  however,  the 
modern  world  is  creating  progressive 
concrete  desires  which  are  difficult  to 
•j i satisfy,  resulting  in  an  overwhelming 
demand  for  treatment  of  neuroses. 
Since  the  medical  people  have  not 
effectively  communicated  the  preroga- 
tives of  the  power  of  the  practicing 
physician,  he  is  then  blamed  for  not 
being  able  to  eradicate  the  new  ill- 
nesses society  produces.  Often  the 
physician  may  go  beyond  his  knowl- 
edge on  privileges  and  inivte  lay  criti- 
cism. 


Who  should  evaluate  physicians' 
performances?  Unlike  the  layman, 
the  physician  traditionally  has  been  a 
free  agent  in  establishing  his  own 
trademark  for  his  own  professional 
competence.  He  individually  can  per- 
form to  his  own  office  standards  and 
in  some  situations,  at  the  hospital 
level.  These  standards  are  governed 
usually  on  ( 1 ) the  skills  and  training 
of  the  physician,  (2)  the  usual,  pre- 
vailing and  customary  standards  of 
medical  care  in  the  community  and 
(3)  the  evaluation  and  demands  of 
the  patient. 

Presently  there  is  pressure  for  a 
change  inasmuch  as  those  who  finance 
medical  care  are  seeking  ways  to  audit 
the  quality  of  that  care.  Methods  to 
determine  the  value  of  physicians’ 
services  are  being  sought.  The  physi- 
cian's own  subjective  appraisal  of  how 
he  is  doing,  or  his  professional  col- 
leagues' opinions,  or  patient  satisfac- 
tion is  being  over-pressured  by  other 
forces.  The  government  shares  this 
concern,  especially  in  its  Title  XIX 
and  medicare  programs,  both  of 
which  are  involved  in  the  office  and 
out-patient  and  in-patient  hospital  ser- 
vice. Health  insurance  companies  are 
now  competing  realistically  with  the 
Blue  Plans  and  are  becoming  more 
concerned  with  the  type  of  medical 
care  being  rendered,  for  they  must 
account  for  the  monies  involved.  For 
example,  in  New  York  State,  the 
Health  Department  has  the  right,  by 
law,  to  examine  any  patient’s  office 
record.  We  will  have  to  prove  our 
case,  as  internists,  that  we  are  really 
practicing  first-rate  medicine. 

The  office  clinical  records  were 
studied  by  the  New  York  Society  of 
Internal  Medicine  and  recorded  in  the 
Journal  of  the  American  Medical  As- 
sociation. The  School  of  Public 
Health,  University  of  Pittsburgh,  will 
provide  a copy  upon  request.  A few 
facts:  the  “chief  complaint”  was  re- 
corded as  such  in  only  40%  of  the 
records.  A “systemic  review”  was 
recorded  in  only  two-thirds  of  the 


charts.  The  diagnosis  was  listed  in 
only  60%  of  the  records  reviewed. 
An  ECG  and  X-ray  or  fluoroscopic 
examination  of  the  chest  were  re- 
corded in  only  40%  of  the  records. 
In  many  records,  it  was  most  diffi- 
cult to  be  sure  of  the  current  drugs 
or  therapy.  Also,  a majority  of  the 
office  records  neglected  to  include  the 
hospital  information.  This  study 
pointed  to  a need  for  adequate  office 
record  keeping  in  order  to  be  practic- 
ing really  first-rate  medicine. 

This  “Pittsburgh  Study”  makes  us 
all  feel  the  need  for  better  stream- 
lined record-keeping  techniques.  Per- 
haps a form  system  technique,  tailored 
to  the  individual  internist,  may  be  a 
possible  solution.  We,  as  internists, 
should  examine  and  strive  to  main- 
tain our  own  highly  adequate  office 
records. 

The  Social  Security  Amendments  of 
1965  make  it  increasingly  important 
that  physicians  adequately  identify  and 
code  their  services.  This  can  be  done 
by  using  the  American  Society  of  In- 
ternal Medicine  (A.S.I.M.)  “Coding 
and  Relative  Value  of  Internists’s 
Services — 1967.”  A logical  outgrowth 
of  this  effort  may  be  improvement  in 
doctor’s  office  care  (only  10%  of  all 
patient  care  is  provided  in  the  hos- 
pital). The  concern  of  third  parties 
now  is  to  evaluate  the  quality  of  care. 
An  audit  of  office  records  must  sub- 
stantiate the  identifying  service  as 
listed  in  the  A.S.I.M.  Coding  and 
Terminology. 

We  urge  all  physicians,  particularly 
internists,  to  be  concerned  with  their 
clinical  office  records.  The  value  of 
our  services,  as  well  as  our  actions, 
may  be  judged  by  an  audit  office  pro- 
vided under  a third  party  or  govern- 
mental program. 

Alexander  M.  Minno.  M.D.. 
Pittsburgh 

President,  Pennsylvania 
Society  of  Internal 
Medicine 
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Mail  Call 

Art  Therapy 
Is  Widespread 

I am  writing  in  reference  to  a re- 
cent article,  Art  Therapy — A New 
Discipline  which  appeared  in  Penn- 
sylvania Medicine,  November, 
1967.  Being  an  Occupational  Thera- 
pist. I read  the  article  with  great  in- 
terest and  would  like  to  correct  the 
misconception  regarding  the  back- 
ground of  an  Occupational  Therapist. 
The  Essentials  of  an  accredited  Occu- 
pational Therapy  Curriculum  as  out- 
lined by  the  American  Medical  As- 
sociation and  American  Occupational 
Therapy  Association  include  the  fol- 
lowing: 

Biological  Sciences 

9 Semester  Credits 
Behavioral  Sciences 

9 Semester  Credits 
Physical  & Psychosocial 
Dysfunctions 

6 Semester  Credits 


This  is  all  offered  on  a bacca- 
laureate level.  At  the  completion  of 
this  didactic  material,  the  student  is 
required  to  complete  6-9  months  of 
clinical  training  which  is  designated 
as  a minimum  of  3 months  in  psy- 
chosocial dysfunction  and  3 months  in 
physical  dysfunction. 

Although  1 am  primarily  concerned 
with  Occupational  Therapy  as  it  re- 
lates to  physical  medicine  and  re- 
habilitation, I feel  it  is  important  to 
bring  this  to  your  attention  since  there 
are  many  outstanding  occupational 


therapists  in  this  country  performing 
precisely  the  role  outlined  in  this  article 
by  Dr.  Fink  and  his  associates  at 
Hahnemann  Medical  College.  Sev- 
eral of  these  therapists  are  located  in 
Philadelphia  at  the  Eastern  Psychiatric 
Institute. 

I would  appreciate  your  bringing 
this  to  the  attention  of  your  readers. 

Nancy  Rae  Altland,  O.T.R., 
Chief,  Occupational  Therapist, 
Temple  University  Health 
Sciences  Center. 


Annual  Session  Proceedings 

In  the  Proceedings  of  the  House  of  Delegates  of  the  One  Hundred 
Eighteenth  Annual  Session  printed  in  the  December  1967  issue  of  Penn- 
sylvania Medicine,  a sentence  was  inadvertently  omitted  from  the 
wording  of  Section  4.  Chapter  XVI,  of  the  By-laws  when  it  was  printed 
in  its  entirety  in  the  third  column  of  page  1 13. 

In  the  eleventh  line  from  the  end  of  Section  4.  Membership  Records, 
preceding  the  sentence  beginning  “The  Secretary  . . . ,”  a sentence 
should  have  been  inserted  reading  as  follows:  “At  the  time  of  report- 
ing new  members  the  amount  of  the  annual  assessment  then  payable 
should  be  remitted.” 

January  5,  1968  Alex  H.  Stewart,  Assistant  Secretary 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It's  always  refreshing. 
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MEDICAL  SOCIETY  NEWS 


Officers  Conference 
Offers  Varied  Program 

Relationships  between  the  private 
physician  and  government  medicine 
will  be  explored  in  a variety  of  ways  at 
the  1968  Officers’  Conference  to  be 
held  in  the  Penn  Harris  Hotel  in  Har- 
risburg on  Thursday  and  Friday,  April 
25  and  26.  The  State  Benjamin  Rush 
Awards  will  be  presented  at  the  Thurs- 
day evening  dinner  meeting  and  checks 
from  the  AM  A Education  and  Re- 
j search  Foundation  will  be  presented  to 
representatives  of  Pennsylvania  medi- 
cal schools  at  the  Friday  luncheon. 

The  first  session  of  the  conference 
is  scheduled  for  2:00  p.m.,  Thursday, 
April  25,  and  after  a keynote  address 
by  John  H.  Harris,  Sr.,  M.D.,  president 
of  the  state  society,  a panel  will  dis- 
cuss state-level  involvement  in  medical 
care.  Presentations  will  be  made  by  a 
professional  statistician,  a county  com- 
missioner, a representative  of  the  De- 
partment of  Public  Welfare,  and  a rep- 
resentative of  labor.  Time  will  be  al- 
lotted for  discussion  from  the  floor. 
Thursday’s  dinner  meeting  at  6:30 
p.m.  will  include  the  Benjamin  Rush 
Award  presentations  by  John  F.  Hart- 
man, Jr.,  M.D.,  Chairman  of  the  PMS 
Council  on  Public  Service.  The  speaker 
will  be  a nationally  known  humorist, 
i Alexander  C.  Carmichel  of  Syracuse, 
i New  York,  whose  topic  will  be  The 
' Worry  Go  Round. 

Friday  morning’s  program,  begin- 
ning at  8:30  a.m.,  will  cover  federal 
programs  involving  health  care  and 
will  include  discussion  of  comprehen- 
sive health  services,  regional  medical 
programs,  the  Office  of  Economic  Op- 
portunity, Appalachia,  Project  Head- 
start and  mental  health  planning.  For 
the  Friday  luncheon  speaker,  efforts 
are  underway  to  obtain  a representa- 
tive of  the  powerful  House  Ways  and 
Means  Committee  in  Washington.  A 
,2:30  p.m.  adjournment  is  planned. 

Each  county  medical  society  is  in- 
vited to  send  three  representatives 
plus  their  executive  secretary  at  state 
society  expense.  Other  county  repre- 
sentatives may  attend  at  their  own  or 
the  county  medical  society’s  expense. 


FEBRUARY,  196S 


Double  Awards  Presented. — “For  outstanding  medical  services  to  employees,” 
the  Pennsylvania  Medical  Society  and  the  Delaware  County  Medical  Society 
presented,  December  14,  their  annual  Occupational  Health  Awards  for  1967 
to  the  Westinghouse  Electric  Corporation  during  ceremonies  in  Media,  Pa.  Dis- 
playing the  award  certificates  are  (left  to  right):  Joseph  Valloti,  M.D.,  Delaware 
County  Committee  for  Occupational  Health;  John  Seeder.  M.D.,  Medical  Direc- 
tor of  Westinghouse  Steam  Divisions,  Tinicum,  Pa.;  Paul  Matthews,  Assistant 
General  Manager  of  the  Steam  Divisions,  and  Donald  LaVan,  M.D..  Pennsyl- 
vania Medical  Society  Committee  for  Occupational  Health. 


Physicians  Honor  Rohm  & Haas — The  outstanding  health  program  at  the 
Philadelphia  plant  of  Rohm  & Haas  was  honored  with  the  1967  Industrial 
Health  Award  from  the  Philadelphia  County  Medical  Society.  Society  Presi- 
dent John  V.  B/ady,  M.D.,  (2nd  right ) presented  the  citation  to  Robert  J. 
Wliitesell,  (2nd  left)  Vice  President  and  General  Manager  for  Rohm  and  Haas’ 
Chemical  Division.  Robert  Megowan,  M.D.,  (left)  directs  the  medical  program 
at  the  plant.  Society  President  John  V.  Blady,  M.D.,  and  Howard  J.  Johnson, 
M.D.,  (right)  is  Chairman  of  the  Society’s  Occupational  Health  Committee  and 
Medical  Director  of  Philadelphia  Gas  Works. 


# 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 


like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 


like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 


like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 


like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
* the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation.  Ardsley,  N.Y. 


Centenarian  Awards 


Mercer  County: — E.  F.  Conlin,  M.D.,  [right)  President  of  the  Mercer  County 
Medical  Society,  presents  a PMS  Centenarian  Award  to  Mrs.  Angeline  Fair  in 
celebration  of  her  100th  Birthday.  Also  participating  in  the  presentation  was 
the  Reverend  Brady  O.  Fair,  son  of  Mrs.  Fair. 


Jefferson  County: — Mrs.  Maria  Cimino  of  Punxsutawney  is  the  proud  recipient 
of  the  PMS  Centenarian  Award,  presented  jointly  by  Ernest  P.  Gigliotti,  M.D. 
(left)  and  Francis  J . Trunzo.  M.D. 


PAMA  Group  Formed  in 
Chester  County 

The  organization  of  the  Chester 
County  Association  of  Medical  Assis- 
tants became  a reality  in  early  Decem- 
ber following  an  extensive  recruitment 
drive  cosponsored  by  the  Pennsylvania 
Medical  Society  and  Pennsylvania  As- 
sociation of  Medical  Assistants 
(PAMA)  with  the  cooperation  of  the 
Chester  County  Medical  Society.  The 
formation  of  the  Chester  County  As-  j 
sistants’  group  increases  the  number 
of  county  organizations  to  twenty-two. 

The  recruitment  drive  in  Chester 
County  was  conducted  on  a trial  basis 
to  determine  the  feasibility  of  future 
drives  in  other  unorganized  counties 
in  Pennsylvania.  From  the  apparent 
success  of  this  effort,  it  is  expected 
that  additional  membership  drives  will 
be  conducted  in  the  near  future. 

In  support  of  the  new  organization, 
the  Chester  County  Medical  Society 
appointed  five  physician  advisors: 
Russell  G.  Doyle,  M.D..  Oxford, 
Chairman;  C.  T.  McChesney,  Jr., 
M.D.,  Coatesville;  G.  W.  Truitt. 
M.D.,  Chadds  Ford;  J.  D.  Alex- 
ander, M.D.,  Coatesville;  and  W.  F. 
Foxx,  M.D.,  West  Chester.  Dr.  Foxx 
attended  the  organizational  meeting. 

As  is  the  case  in  the  formation  of 
county  chapters,  temporary  officers 
were  selected  during  the  organiza- 
tional meeting.  The  officers  selected 
were:  Chelsa  Leiby,  president,  medi- 
cal assistant  to  L.  D.  Prutzman, 
M.D..  West  Chester;  Ann  FJarvey, 
secretary,  medical  assistant  to  Jack  C. 
White,  M.D.,  West  Chester;  Mary 
Butterfield,  vice  president,  medical 
assistant  to  N.  Brown,  M.D., 
Phoenixville;  Mary  Bowner,  treasurer, 
medical  assistant  to  W.  L.  Kester, 
M.D.,  West  Chester;  Isabel  Simmons, 
chairman,  constitution  and  bylaws,  | 
medical  assistant  to  W.  A.  Lim- 
berger,  M.D.,  West  Chester;  and 
Sally  Liggett,  chairman,  membership, 
medical  assistant  to  W.  F.  Beyer, 
M.D.,  West  Chester. 

Regular  meetings  of  the  Chester 
County  Association  of  Medical  As- 
sistants will  be  held  on  the  fourth 
Wednesday  of  every  month. 

Because  members  of  PAMA  are  in- 
creasingly effective  as  a public  rela- 
tions force  in  support  of  medical  so- 
ciety goals,  the  State  Society  has  for 
some  time  stressed  the  need  for  every  ■ 
physician-member  to  actively  support  | 
his  medical  assistant's  membership  * 
in  PAMA. 
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Hotel  Strike  Could 
Affect  68  Annual  Session 

Dates  and  the  place  for  the  1968 
Annual  Session  of  the  Pennsylvania 
Medical  Society  have  been  clouded  by 
the  continuing  strike  of  employees  at 
the  Penn  Sheraton  Hotel  in  Pittsburgh. 
There  are  no  signs  of  a settlement  and 
officials  of  the  House  of  Delegates  and 
of  the  Committee  on  Convention  Pro- 
gram are  planning  to  select  another 
hotel  which  may  necessitate  a change 
in  dates. 

Before  plans  were  upset  by  the 
strike  at  the  Penn  Sheraton,  the  busi- 
ness and  scientific  sessions  were  sched- 
uled to  run  simultaneously  Sunday, 
October  6,  through  Wednesday,  Oc- 
tober 9. 

Officials  are  seeking  facilities  avail- 
able for  the  same  time  period  but  it 
is  probable  that  the  House  and  busi- 
ness sessions  may  have  to  be  separated 
by  either  time  or  place,  and  perhaps 
both.  The  separation  of  the  scientific 
and  business  sessions  voted  by  the 
House  of  Delegates  in  1967  requires 
a ByLaws  change  before  it  can  be  im- 
plemented fully  but  circumstances  may 
force  a certain  degree  of  separation 
this  year. 

It  may  be  necessary  to  have  the 
scientific  sessions  begin  after  the  busi- 
ness meetings  or,  if  they  are  to  be 
presented  simultaneously,  two  or  more 
hotels  may  be  needed. 

State  Society  negotiations  are  under- 
way with  several  Pittsburgh  hotels 
and  final  plans  will  be  presented  in 
the  next  issue  of  Pennsylvania  Medi- 
cine. If  it  is  necessary  to  change  dates, 
officials  will  strive  to  establish  them  as 
near  as  possible  to  the  original  sched- 
ule. 
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Service  Honored — Carl  B.  Lechner,  M.D.  (left),  Medical  Editor  of  Pennsyl- 
vania Medicine,  receives  a Ten  Year  Service  Award  from  William  A.  Lim- 
berger,  M.D.,  Chairman  of  the  Pennsylvania  Medical  Society  Board  of  Trustees. 
The  award,  for  ten  years  “outstanding  service  performed  on  behalf  of  this 
Society  as  a member  of  the  Administrative  Staff,”  was  presented  at  the  January 
meeting  of  the  Board. 


Commission  on  Disaster  Medical  Care 
Schedules  Second  Meeting 


The  PMS  Commission  on  Disaster 
Medical  Care  is  scheduled  to  meet 
Wednesday,  February  14,  in  the  State 
Society's  headquarters  building  in  Le- 
moyne. 

The  major  item  of  business  will  be 
discussion  of  the  possibility  of  a pilot 
study  on  Disaster  Preparedness  in  five 
separate  communities  of  various  pop- 
ulation sizes. 

For  the  second  consecutive  session, 
the  meeting  will  be  attended  by  mem- 


bers of  the  State  Council  on  Com- 
munity Disaster  Planning.  Proposed 
and  established  by  the  PMS  Com- 
mission, the  Council  has  the  primary 
responsibility  of  disseminating  much 
needed  information  on  community 
disaster  planning  to  members  of  par- 
ticipating organizations. 

Richard  Gerstell,  Ph.D.,  Director 
of  the  State  Council  on  Civil  Defense, 
has  been  invited  to  appear  to  report 
on  the  areas  of  mutual  interest. 


Pennsylvania  Medicine  Gets  New  Editor 


Mr.  Thomas  J.  McCaghren  has 
joined  the  staff  of  the  Pennsylvania 
Medical  Society  as  Managing  Editor 
of  Pennsylvania  Medicine,  it  was 
announced  by  Mr.  Lester  H.  Perry, 
the  Executive  Director  of  the  State 
Society. 

Mr.  McCaghren  began  his  new 
duties  on  lanuary  2.  He  succeeds 
Mr.  Francis  Martin  who  resigned  in 
mid-December  to  join  the  staff  of  the 
American  Association  of  Medical 
Clinics  in  Alexandria,  Virginia. 

Mr.  McCaghren  is  a veteran  of 
twenty-one  years  in  all  aspects  of 


communications,  including  the  editor- 
ship of  several  newspapers  and  maga- 
zines. He  spent  twenty  years  as  a 
chief  journalist  in  the  U.  S.  Navy. 
In  addition  to  his  experience  as  an 
editor  and  award-winning  writer.  Mr. 
McCaghren  has  worked  in  radio,  tele- 
vision, public  relations,  advertising, 
photography  and  legitimate  theater, 
both  as  a director  and  actor.  He  and 
his  wife,  Luisa,  and  their  three  chil- 
dren live  in  Camp  Hill. 
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This  pain  is 

getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  EquagesiC®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings : USE  IN  PREGNANCY : Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


WELCOME,  NEW  MEMBERS! 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

Bernard  J.  Grimes,  M.D.,  1501  Locust  Street,  Pittsburgh 
15219. 

Cora  C.  Lenox,  M.D.,  St.  Francis  General  Hospital,  Pitts- 
burgh 15201. 

Donald  N.  Medearis,  Jr..  M.D..  125  DeSoto  Street,  Pitts- 
burgh 15213. 

James  E.  Parrish,  M.D.,  3515  Fifth  Avenue,  Pittsburgh 
15213. 

ARMSTRONG  COUNTY: 

James  A.  Wilson,  M.D.,  107  East  Main  Street,  Dayton 
16222. 

BERKS  COUNTY: 

John  M.  Lukeman,  M.D..  415  Walnut  Street,  Reading 
19601. 

BUCKS  COUNTY: 

Robert  R.  Koelsch,  M.D.,  Washington  Square  South, 
Philadelphia  19106, 

William  J.  Meyer,  M.D.,  50  North  Main  Street,  Doyles- 
town  18901. 

Kuo  C.  Quan,  M.D.,  Lower  Bucks  County  Hospital,  Bristol 
19007. 

James  L.  Conrad,  M.D.,  Fifth  and  Market  Streets,  Per- 
kasie  18944. 

CHESTER  COUNTY: 

Jack  Bocher,  M.D.,  East  Marshall  Road,  West  Chester 
19380. 

Ronald  W.  Cohn,  M.D.,  Wyeth  Laboratories,  King  of 
Prussia  Road,  Radnor  19087. 

Hugo  E.  Del  Villar.  M.D.,  502  East  Marshall  Street, 
West  Chester  19380. 

DAUPHIN  COUNTY: 

Alphonse  C.  Edmundowicz,  M.D..  1719  North  Front 
Street,  Harrisburg  17102. 

Werner  Knurr,  M.D.,  Holy  Spirit  Hospital,  Camp  Hill 
17011. 

Vincent  L.  Ross,  M.D.,  401  Meadow  Drive,  Camp  Hill 
17011. 

JEFFERSON  COUNTY: 

Harry  H.  Dinsmore,  M.D.,  201  South  Jefferson  Street, 
Punxsutawney  15767. 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

# Dioctyl  Sodium  Sulfosuccinale  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6063 
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MONTGOMERY  COUNTY: 


Joel  R.  Lowenthal,  M.D.,  1001  City  Line  Avenue,  Apt. 
EC404,  Philadelphia  19151. 

Evelyn  R.  Peters,  M.D.,  4 Haddon  Place,  Fort  Washing- 
ton 19034. 

PHILADELPHIA  COUNTY: 

L.  K.  Sarin,  M.D.,  Lankenau  Medical  Building,  Lancaster 
and  City  Line  Avenues,  Philadelphia  19151. 

Robert  M.  Weinstock,  M.D.,  88-6  Dewees  Street,  Phila- 
delphia 19152. 

James  H.  Heslep,  M.D.,  315  Jefferson  Avenue,  Haddon- 
field.  New  Jersey  08033. 

Frederic  H.  Honigman,  M.D.,  5 Downs  Circle,  Wynne- 
wood  19096. 

William  T.  Lemmon,  Jr.,  M.D.,  133  South  36th  Street, 
Philadelphia  19104. 

John  H.  Lifland,  M.D.,  733  Pine  Street,  Philadelphia 
19107. 

Richard  B.  Lower,  M.D.,  1718  Locust  Street,  Philadelphia 
19103. 

Francis  P.  Manning,  M.D.,  Nazareth  Hospital,  Philadel- 
phia 19152. 

William  Masland,  M.D.,  University  of  Pennsylvania  Hos- 
pital, Philadelphia  19104. 

Robert  G.  Morris,  Jr.,  M.D.,  Mercy-Douglas  Hospital, 
5000  Woodland  Avenue,  Philadelphia  19143. 

David  L.  Ovedoff,  M.D.,  1500  Spring  Garden  Street,  Phil- 
adelphia 19130. 

Donald  M.  Beardwood,  M.D.,  1245  Highland  Avenue, 
Abington  19001. 

Moises  Bergher,  M.D..  2134  Magee  Avenue,  Philadel- 
phia 19149. 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


SCO— 8/61  35 
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+ Specialized  *Se 

* IN 

PROFESSIONAL  LIABILITY  INSURANCE 

15  a liiflh  mark  oft  distinction 


Professional  Protection  Exclusively  since  1899 


BKl 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greenfree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


EBRUARY,  1968 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator) 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


iged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
it  with  a low  convulsive  threshold. 

* 1 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.& Digest  Treat.  11 :617  (July)  1960. 


3 

at* 

ati 


I 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


f\  • rrprn 

beroniazo1 a i 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 

Psychiatric  positions  in  a challeng- 
ing, developing  program  of  treatment, 

rehabilitation,  and  investigation  of  the 
mentally  ill.  Psychiatric  Physician  III 
— At  least  four  years  of  experience 
beyond  residency  including  two  years 
in  an  administrative  capacity — $19,- 
667-$22,768.  Psychiatric  Physician  II 
— Must  meet  basic  requirements  of 
examining  board — $17,839-$20,629. 
Psychiatric  Physician  I— Approved 
residency  training  must  be  completed 
— $16, 170-$18, 725.  All  Staff  physi- 
cians must  be  able  to  obtain  medical 
licensure  in  Pennsylvania.  Contact 
H.  C.  Eaton,  Superintendent,  Har- 
risburg State  Hospital,  Pouch  A, 
Harrisburg,  Pennsylvania  17109. 
Telephone  (717)  238-7352. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  1 V2 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 

Psychiatric  Residencies:  Approved 
three-year  progressive  program  in  met- 
ropolitan Detroit  area.  University  as- 
sociations. Teaching  staff  of  Board 
men,  psychoanalysts,  professors,  out- 
standing visiting  lecturers.  Active  re- 
search. Modern  physical  plant.  Sal- 
ary $8,978;  $9,405;  $10,213.  Five 
year  career  program  $10,213  to  $18,- 
507.  Salary  increase  expected  in  July. 
Liberal  Civil  Service  benefits.  General 
practitioners  completed  internship  four 
years  ago  may  be  eligible  for  NIMH 
stipends  of  $12,000  per  year.  Write 
Director  of  Education  and  Re- 
search, Northville  State  Hospital, 
Northville,  Michigan  48167. 

Obstetrician-Gynecologist  needed 
for  an  agricultural,  industrial  and  fed- 
eral employment  community  of  25,000 
population  in  south-central  Pennsyl- 
vania. New  100-bed  general  hospital. 
Contact  R.  A.  Baldwin,  Administra- 
tor, Waynesboro  Hospital,  Waynes- 
boro, Pa.  17268.  Phone  (717)  762- 
3131. 

General  Practitioner  needed  for  an 

agricultural,  industrial  and  federal  em- 
ployment community  of  25,000  popu- 
lation in  south-central  Pennsylvania. 
New  100-bed  general  hospital.  Con- 
tact R.  A.  Baldwin,  Administrator, 
Waynesboro  Hospital,  Waynesboro, 
Pa.  17268.  Phone  (717)  762-3131. 


Physician  wanted — JCAH  fully  ac- 
credited ultra-modern  2000-bed 

chronic  disease  hospital.  (No  psy- 
chotic or  tuberculous  patients.)  Dy- 
namic rehabilitation  program;  univer- 
sity affiliations;  regular  consultation 
available  in  all  specialities;  five  day 
thirty-five  hour  work  week;  liberal  paid 
vacations  and  holidays;  pension  plan; 
insurance  and  other  fringe  benefits. 
Limited  number  of  ranch-type  homes 
and  apartments  available  on  the 
premises.  Pennsylvania  license  re- 
quired. Salary  competitive  and  nego- 
tiable. Reply  Department  512,  Penn- 
sylvania Medicine. 

Anesthesiologist  needed  for  an  agri- 
cultural, industrial  and  federal  employ- 
ment community  of  25,000  population 
in  south-central  Pennsylvania.  New 
100-bed  general  hospital.  Contact  R. 
A.  Baldwin,  Administrator,  Waynes- 
boro Hospital,  Waynesboro,  Pa.  17268. 
Phone  (717)  762-3131. 

Physicians  for  psychiatry  service  of 
95 1 -bed  modern,  neuropsychiatric 
hospital.  Immediate  openings  avail- 
able. General  practitioners  welcomed. 
Physicians  age  55  or  over  may  be 
given  3 year  renewable  appointments. 
Licensure  required  (in  any  state). 
Excellent  working  conditions,  liberal 
federal  service  fringe  benefits.  Salary 
range  dependent  on  qualifications, 
$ 1 2,873423,01 3 p/a.  Non-discrimi- 
nation in  employment.  Write  Chief 
of  Staff,  VA  Hospital,  Leech  Farm 
Road,  Pittsburgh.  Pa.  15206. 

Emergency  Room  physicians  needed 

for  full-time  staffing.  Ideal  for  the 
new  graduate  or  for  the  experienced 
physician  wishing  to  slow  down.  Write 
Administrator,  Sharon  General  Hos- 
pital, Sharon,  Pa. 


Physician  to  head  Medina  County 
Health  Department,  located  in  town 
of  75,000  population,  available  im- 
mediately. Liberal  vacation  policy, 
attractive  working  conditions.  Con- 
tact Donald  Gordon,  D.D.S.,  Board 
President.  Area  code  216-335-1563  or 
write  235  Broad  Street,  Wadsworth, 
Ohio  44281. 

House  physician  for  202-bed  gen- 
eral hospital,  located  in  a growing 
university  community,  55  miles  from 
Pittsburgh.  Rotate  services  with  other 
house  physicians.  Pennsylvania  li- 
cense required.  An  excellent  intro- 
duction to  a community  with  good 
practice  opportunities.  Contact  Ad- 
ministrator, Indiana  Hospital,  Indi- 
ana, Pa.  15701. 

Ophthalmologist — Position  avail- 
able in  established  Community  Eye 
Clinic  of  200-bed  general  hospital. 
Opportunity  for  full,  unopposed  pri- 
vate practice  with  affiliation  on  staff 
of  major  teaching  hospital.  Pleasant 
college  community  with  tourist  attrac- 
tions. For  further  information  write 
to  A.  H.  Keeney,  M.D..  Wills  Eye 
Hospital,  1601  Spring  Garden  Street, 
Philadelphia,  Pa.  19130. 

Tired  of  the  rat  race?  Will  you 

exchange  the  large  estate  you  are 
amassing  for  decent  salary  and  chance 
to  live?  Physicians  needed  for  medi- 
cal care  of  patients  at  mental  hos- 
pital fourteen  miles  from  Pittsburgh. 
Vacation,  sick  leave,  plus  cultural, 
educational  and  spectator  sports  ad- 
vantages of  a big  city.  R.  F. 
Downey,  M.D.,  Director,  Mayview 
State  Hospital,  Bridgeville.  Pa.  15017. 
(412)  343-2700. 


CLASSIFIED  ADVERTISING  INFORMATION 
RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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General  practitioner — Seventy-bed 
hospital,  fully  accredited.  Twenty  ad- 
ditional beds  to  be  added  within  the 
next  two  years.  Hospital  is  located 
in  northwest  Pennsylvania,  eight  miles 
from  the  new  Kinzua  Dam  Recrea- 
tional Area.  Contact  Administrator, 
Community  Hospital,  Kane,  Pa. 

Internists,  pediatricians,  general 
practitioners  wanted  for  group  medi- 
cal practice  in  inter-city  Philadelphia. 
Prefer  those  interested  in  social 
change.  Competitive  salary,  fringe 
benefits  and  faculty  appointment  to 
medical  school  for  qualified  physi- 
cians. Please  contact  Dr.  Hale  Cook, 
3409  North  15th  Street,  Philadelphia, 
Pa.  19140. 


Internist — To  assume  responsibility 
for  executive  health  program — diag- 
nostic only — at  complete  medical  fa- 
cility in  Philadelphia.  Also  will  serve 
as  consultant  for  occupational  medi- 
cal problems.  Full-time  salaried  posi- 
tion. $18,000  -(-  depending  on  quali- 
fications. Excellent  fringe  benefits. 
An  equal  opportunity  employer.  Send 
resume  of  qualifications  to  Box  520, 
Pennsylvania  Medicine. 

Generalist  and  internist — Full-time 
positions  in  industrial  clinic,  Philadel- 
phia. Five  day  week.  Salary  negoti- 
able depending  on  qualifications.  Ex- 
cellent fringe  benefits  and  work  en- 
vironment. An  equal  opportunity 


employer.  Send  detailed  resume  to 
Box  520,  Pennsylvania  Medicine. 

PHYSICIANS  AVAILABLE 

Board  certified  OB-GYN,  age  32, 

university  trained,  military  service  re- 
cently completed,  seeks  group  or  as- 
sociation. Write  Department  521 
Pennsylvania  Medicine. 

FOR  RENT 

Ski  House  for  rent  near  Sugarbush, 
Vermont,  modem  facilities,  sleeps  7- 
11,  by  season,  month  or  week,  write 
Box  3591,  New  York,  N.Y.  10017. 

Doctor  or  dentist's  suite,  five  rooms 
and  bath,  first  floor,  available  im- 
mediately. Located  at  1529  N.  Second 
Street.  Present  dentist  is  leaving  the 
city  and  will  sell  the  entire  dental 
equipment  including  two  complete 
chair  units.  Contact  Milford  H.  Pat- 
terson, 221  Pine  Street,  Harrisburg, 
or  call  (717)  238-7894. 

MAGAZINES  WANTED 

Donation  of  complete  set  of  Clini- 
cal Symposia  magazines  wanted  for 

library.  Contact  W.  Channing  Nicho- 
las, M.D..  Human  Performance  Re- 
search Laboratory.  The  Pennsylvania 
State  University,  University  Park,  Pa. 
16801  or  telephone  (814)  865-7130. 


WERE 

SPECIALISTS 
IN  FITTING 
"SPECIAL"  FEET 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

— ALLENTOWN — 

• UP-TOWN  STORES  • CENTRAL  STORE 
953  Hamilton  St.  719  Hamilton  St. 

951  Hamilton  St. 


Psychiatric  Residencies 

Pennsylvania  Hospital  with  outstanding  teaching,  ther- 
apy, and  residency  programs  and  large  medical  staff  offers 
fully  accredited,  three-year  training  to  physicians  desiring 
certification:  residencies  include  individual  supervision  of 
psychotherapy,  experience  on  adolescent  wards  and  out- 
patient therapy  of  children,  college  students  and  adults; 
programs  supplemented  by  regular  scheduled  guest  lec- 
turers and  three  months  intensive  graduate  lecture  course 
at  Eastern  Pennsylvania  Psychiatric  Institute;  salary  ranges 
from  $11,000  to  $12,000  if  licensed.  G.  P.  Grants  avail- 
able; residencies  beginning  in  January  and  July. 


Also 

Immediately  available,  in  newly  constructed  9 million 
dollar  Institute  for  Geriatric  Research  and  Acute  Treat- 
ment Center,  positions  for  general  practitioners  and  intern- 
ists interested  in  this  field;  beginning  salary  from  $14,657 
to  $17,839  per  annum;  Pennsylvania  licensure  required. 

Fringe  Benefits 

Liberal  fringe  benefits  include  15  paid  vacation  days, 
13  paid  legal  holidays,  15  sick  leave  days  per  annum;  ex- 
cellent retirement  program;  annual  opportunity  for  meri- 
torious salary  increases;  maintenance  and  housing  avail- 
able. Qualified  candidates  write  Superintendent,  Warren 
State  Hospital,  Box  240,  Warren,  Pa.  16365  for  details. 
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In  My  Opinion  . . . 


Cause  for  Alcoholism  in  a Test  Tube 

It  appears  to  be  rather  archaic  that  one  of  Pittsburgh’s  largest  hospitals  will  not  admit  patients  for  the  treatment 
of  alcoholism,  as  this  is  specifically  forbidden  in  the  hospital  by-laws.  Many  other  general  hospitals  exhibit 
intolerance  against  alcoholics  by  refusing  to  view  alcoholism  as  a disease.  In  a recent  report  Health,  Education  and 
Welfare  Department  Secretary  John  W.  Gardner  declares,  “These  practices  and  policies  of  general  hospitals  repre- 
sent discrimination  against  the  victims  of  a particular  disease.  Although  they  apparently  stem  largely  from  ignorance, 
groundless  fear,  and  emotional  bias,  they  are  as  unjustified  and  intolerable  as  discrimination  on  the  basis  of  sex, 
race,  ethnicity,  or  other  cause.”  Scientific  research  into  the  cause  of  alcoholism  is  clearly  a more  enlightening  dedi- 
cation than  is  condemnation  of  the  afflicted. 

Alcoholism  affects  almost  all  of  us  professionally  or  personally,  in  that  it  is  rare  to  find  any  large  family  group 
not  intimately  involved  with  at  least  one  member  who  is  an  alcoholic.  With  an  estimate  of  five  million  alcoholics 
in  the  United  States,  the  repercussion  on  their  families  make  it  necessary  to  include  perhaps  another  sixteen  to 
twenty  million  persons. 

Financial  burdens  on  families  due  to  alcoholism  staggers  the  imagination.  Industry  estimates  its  cost  at  around 

$2  billion  a year,  chiefly  due  to  absenteeism,  impaired  efficiency,  mistakes  and  medical  insurance  payments.  Ever- 
sharp,  Inc.  recently  devoted  more  than  half  its  nine  month  financial  report  to  a discussion  of  the  dangers  of  alcohol. 
Local  industry  so  far  has  been  most  lenient  in  its  attitude  toward  employees  afflicted  with  alcoholic  problems. 

Research  into  the  social  and  psychic  factors  in  alcoholism  apparently  has  been  largely  exhausted.  New  avenues 
of  thinking  demand  consideration.  If  there  is  a cause  for  alcoholism  that  can  be  “found  in  a test  tube,”  let  it  be 
explored. 

Consider  how  an  increasing  number  of  diseases  are  attributed  to  abberration  of  the  chromosomes,  the  latest  as- 
sociating Mongolism  with  chromosome  changes  affected  in  the  pregnant  mother  as  a result  of  infectious  hepatitis 
suffered  in  the  first  trimester  of  pregnancy.  The  hepatitis  virus  likely  acts  as  a noxious  agent.  Excessive  alcohol  is 
a noxious  agent  and  it  can  affect  either  parent.  Recall,  the  child  receives  half  of  his  chromosomes  from  each  parent. 
Excitement  for  this  field  of  research  is  enhanced  by  noting  that  two  percent  of  the  general  population  are  alcoholics, 
but  that  the  percentage  jumps  to  25  percent  when  either  parent  is  an  alcoholic.  It  is  easy  to  say  that  this  increased 
incident  is  probably  due  to  environmental  factors,  but  there  is  no  proof. 

There  is  little  profit  in  pondering  a problem  when  all  knowledge  is  not  at  hand.  Basic  research  for  a cause  of 
alcoholism  that  might  be  “found  in  a test  tube”  deserves  our  attention. 


Regis  A.  Wolff,  M.D.,  Pittsburgh 
Excerpted  from  the  Bulletin  of  the  Allegheny  County  Medical  Society. 


An  Open  Letter 


Dear  Doctor: 

Just  a moment  of  your  precious  time  . . . 

I am  writing  to  introduce  myself  as  the  new  Managing  Editor  of  Pennsylvania  Medicine  and  to  extend 
my  personal  invitation  to  you  to  participate  in  the  editorial  affairs  of  this  fine  journal. 

At  the  moment,  I am  working  toward  two  futures — the  immediate  and  the  not-too  distant. 

At  present,  there  is  exceptional  opportunity  for  you  to  have  your  scientific  papers  published  in  Pennsyl- 
vania Medicine.  Our  Medical  Editor  would  be  most  pleased  to  receive  and  consider  your  manuscripts. 

Aware  of  the  rapidly  growing  importance  of  and  emphasis  placed  upon  socio-medical  studies  and  programs, 
the  staff  of  Pennsylvania  Medicine  feels  a genuine  obligation  to  provide  a literary  platform  for  you  and  your 
fellow  physicians  engaged  in  these  projects,  and  to  encourage  the  use  of  our  journal  facilities  as  a spokesman  for 
your  efforts  in  this  area. 

In  either  case,  whether  your  particular  interest  is  scientific  or  socio-medical,  we  look  forward  to  receiving 
your  solicitations. 

Personally,  I am  looking  forward  to  a long,  productive  and  pleasant  association  with  you.  T.  J.  M. 
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CANCER  FORUM  PAGE 


Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence  — 
the  key  figure— is  you,  doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30%  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 
It  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 


PHILADELPHIA  DIVISION 

PENNSYLVANIA  CANCER  FORUM  PAGE— presented 

(Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
Control  Section,  Pennsylvania  Department  of  Health. 
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cooperatively  by  the  Council  on  Scientific  Advancement  of  the 


Tears 
without . 
grief 


Crying  Spells-psychic  tension 
with  depressive  symptoms  ? 

“I  don’t  know  what’s  the  matter 
with  me  lately... I cry  and  I cry... 
and  I really  don  t know  why  I do .” 

A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Vour  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general, concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in 
continence,  slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HC1. 

Dosage : Advlts:  Mild  to  moderate  psychoneurotic  reactions, 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  1 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  2 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  wit 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatr 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  neede 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  m; 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.  J.  07110 
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-psychic  tension  with  associated 
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400  REPORTED  IN  225  YRS 

THE  CAROTID  TUMOR 


a name  you  can  count  on 
when  it  counts 

Chloromycetin* 

(chloramphenicol) 

Kapseals®  250  mg. 

12333323211 

The  Gray  band  on  White  capsule  combination  is  a registered  trademark  of  Parke,  Davis  & Company. 
Complete  information  for  usage  available  to  physicians  upon  request. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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PROMINENT  COMMONWEALTH  PHYSICIAN  DEAD  Chauncy  L.  Palmer,  M.D., 

a prominent  figure  in  the 

medical  field  for  many  years,  died  February  12  at  Polyclinic  Hos- 
pital, Harrisburg.  The  retired  physician  was  a former  chairman  of 
the  State  Committee  on  Public  Health  Legislation,  first  president 
of  Pennsylvania  Blue  Shield,  professor  of  medicine  at  the  University 
of  Pittsburgh  for  42  years  and  chief  of  staff  at  the  South  Side  Hos- 
pital, Pittsburgh,  for  12  years.  For  25  years,  Dr.  Palmer  served 
as  public  relations  consultant  to  PMS . Services  were  held  in  Harr- 
isburg and  the  burial  took  place  in  Mount  Lebanon  Cemetery  near 
Pittsburgh . 


CON-CON  APPROVES  OF  CORONER  ELIMINATION  The  Committee  on  Local 

Government's  proposal 

to  eliminate  the  coroner  as  a mandatory  county  officer  has  approval 
of  the  Constitutional  Convention.  Earlier  details  appear  on  Page  40. 


HEW  APPOINTMENT  DELAY  EXPECTED  Insiders  do  not  expect  a succes- 

sor to  HEW  Secretary  John  W. 

Gardner  to  be  named  for  perhaps  several  months.  Gardner's  resig- 
nation is  effective  March  1,  and  Under  Secretary  Wilbur  J.  Cohen 
will  continue  as  acting  secretary.  Pressures  from  many  lay  health 
groups  are  developing  for  the  President  to  name  Cohen  as  secretary 
but,  although  he  is  fond  of  Cohen  and  often  calls  him  directly,  the 
President  is  understood  to  be  considering  appointment  of  a big  name 
from  outside  of  Government. 


PREPAID  GROUP  PRACTICE  PUSHED  The  U.S.  Public  Health  Service  is 

moving  ahead  on  the  promotion  of 
prepaid  group  practice  plans  throughout  the  nation.  Additional 
funds  for  the  next  fiscal  year  are  being  sought  and  plans  are  under- 
lay to  hire  a staff  of  15  group  medical  practice  experts.  The  ser- 
if vice  already  is  working  with  labor  unions  in  forming  prepaid  group 
practices  in  several  mid-west  areas.  The  effort  is  expected  to  ex- 
pand to  the  east  in  the  near  future.  The  entire  movement  is  being 
pushed  by  the  Johnson  administration. 


POLITICOS  PLAN  TRANSPLANT  STUDY 


Legislation  is  being  prepared 
to  establish  a seven-man  presi- 
dential commission  to  undertake  a three-year  study  of  the  moral, 
ethical  and  economic  problems  in  the  rapidly  expanding  field  of  or- 
gan transplant  patient  and  the  use  of  artificial  organs. 


PRACTITIONER,  GROUP  AWARDS  DELAYED  The  Council  on  Public  Service] 

recommended,  and  the  Board  of 

Trustees  agreed,  that  no  action  be  taken  at  this  time  to  establish 
a group  practice  award  and  reestablish  a family  practice  award.  The 
Council  noted  that  a family  practice  award  had  been  discontinued  in 
1960  because  of  implementation  difficulties  and  that  the  number  of 
group  practices  in  the  state  was  not  yet  sufficient  to  provide  suit- 
able competition  for  such  an  award.  The  awards  were  a recommenda- 
tion in  a report  approved  by  the  House  of  Delegates. 


JEFFERSON/PENN  STATE  PG  COURSES  LISTED  Late  arriving  information 

from  Jefferson  Medical 

College  and  Pennsylvania  State  University  announce  post-graduate 
courses  at  York  Hospital  in  March  in  the  following  subjects:  "Why 
Have  The  Menopause?",  "Colitis  and  Enteritis  - Treat  or  Remove?"  and 
"Current  Concepts  of  Diabetic  Vascular  Disease."  For  details,  con- j 
tact  John  H.  Killough,  M.D.,  1025  Walnut  St.,  Philadelphia,  Pa. 19107 


MEDICAL  COST  PROBES  COMING  Funds  have  been  allocated  for  a major 

U.S.  Senate  investigation  of  medical 
costs.  The  probers  will  be  headed  by  Senator  Ribicoff  of  Connecti-I 
cut  but  no  definite  date  has  been  set  for  the  start  of  what  might 
well  turn  out  to  be  a witch  hunt. 

, NEXT  MONTH 


PSYCHEDELIC  DRUGS 

An  objective  discussion  of  facts  and  fallacies 
surrounding  the  use  of  hallucinogenic  drugs. 

NEW  LEARNING  OPPORTUNITIES  IN  THE  INTERNSHIP 

An  evaluation  of  the  rotating  internship:  its 
role  in  medical  education. 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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• GENERAL.  Established  1897.  Penn- 
sylvania Medicine  may  not  be  held  re- 
sponsible for  opinions  expressed  in  any 
of  its  contents. 

• ADVERTISING.  Pennsylvania  Medi- 
cine's advertising  policy  conforms  with 
principles  governing  advertising  in 
American  Medical  Association  scientific 
publications.  National  advertising  rep- 
resentatives: State  Medical  Journal  Ad- 
vertising Bureau,  Inc.,  510  North  Dear- 
born Street,  Chicago,  Illinois  60610. 
Advertising  rates  on  request  to  Penn- 
sylvania Medicine  office,  Taylor  Bypass 
and  Erford  Road,  Lemoyne,  Pennsylvania 
17043,  or  the  SMJAB.  For  classified 
rates,  see  classified  section. 

• MAILING.  Second-class  postage  paid 
at  Lemoyne,  Pennsylvania. 

• CHANGE  OF  ADDRESS.  Give  name, 
old  address,  new  address  (include  ZIP 
number),  state  if  change  is  permanent 
or  temporary.  Send  notice  to  Pennsyl- 
vania Medicine,  Taylor  Bypass  and  Er- 
ford Road,  Lemoyne,  Pennsylvania 
17043.  Allow  six  weeks  for  change  of 
address. 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  witli  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

® 

DECLOMYCIN 

DEM  ETI IYLCI  ILORXETRVCYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  w ith  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DimetappExtentabs 

Dimetane®  [brompheniramine  maleate],  12  mg.; 
ahenylephrine  HC1, 15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  ail  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


Synthetic  Thyroid  Replacement  Therapy 
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PAMPAC  REPORTS: 


FIRST  POLITICAL  ACTION  WORKSHOP  MARCH  13-14 


The  Pennsylvania  Medical  Political  Action  Com- 
mittee will  conduct  its  initial  statewide  Political 
Action  Workshop  on  March  13  and  14  at  the 
Holiday  Inn-Town,  Harrisburg.  Attendance  is  by 
invitation.  Invitations  are  extended  to  physicians 
and  physicians'  wives  representing  the  67  counties 
in  the  State;  members  of  the  Board  of  the  Penn- 
sylvania Medical  Society;  members  of  the  Board 
of  Directors  of  PaMPAC;  the  District  Councilors  of 
the  Woman's  Auxiliary  of  the  Pennsylvania 
Medical  Society;  County  Medical  Society  Execu- 


tive Secretaries;  and  representatives  of  the  Stu- 
dent American  Medical  Association  and  the  Wom- 
an's Auxiliary  to  the  Student  American  Medi- 
cal Association  and  the  Council  on  Governmental 
Relations. 

Chairman  of  the  Workshop  Committee  is  Wil- 
liam B.  West,  M.D.,  of  Huntingdon.  Other  com- 
mittee members  are:  R.  Edward  Steele,  M.D.  of 
Harrisburg;  George  W.  Shaffer,  M.D.,  of  Dublin; 
and  David  S.  Masland,  M.D.,  of  Carlisle. 


• COMMITTEE  OBJECTIVES  FOR  THE  WORKSHOP  • 

1.  To  increase  membership  and  to  stimulate  activity  within  that  membership. 

2.  To  increase  the  extent  of  political  sophistication  among  Pennsylvania  physicians. 

3.  To  relate  and  emphasize  the  importance  of  physicians  in  politics  and  the  identification  which  medicine 
has  achieved  among  professional  politicians. 

Speakers  highlighting  this  program  are:  Senator  George  Murphy  of  California;  Congressman 
John  O.  Marsh,  Jr.,  of  Virginia;  and  Mr.  Robert  D.  Novak,  Washington  columnist  and  co-writer 
of  "Inside  Report." 


• WORKSHOP  PROGRAM 


WEDNESDAY,  MARCH  13,  1968 

9:00  a.m.  until  12  Noon — Registration 

1:30  p.m.  William  B.  West,  M.D.,  Presiding  (Vice 
Chairman,  PaMPAC) 

1:40  p.m.  Welcome — Robert  F.  Beckley,  M.D.  (Chair- 
man, PaMPAC) 

1:50  p.m.  Keynote — Mr.  Roy  Pfautch,  St.  Louis, 
President,  Civic  Service  Incorporated. 

2:  15  p.m.  "The  PAC  Movement — -Past,  Present  and 
Potential"- — Hoyt  D.  Gardner,  M.D., 
Louisville  (AMPAC  Board) 

2:45  p.m.  "The  Key  is  Membership" — Mr.  Joe  D. 

Miller,  Executive  Director,  AMPAC 

3:15  p.m.  "Never  Underestimate  the  Power  of 
Women  in  Politics" — Miss  Sara  Stauffer, 
Republican  National  Committeewoman 
— Pennsylvania. 

3:35  p.m.  "Let's  Keep  It  Legal" — C.  Grove  McCown, 
Esq.,  Pepper,  Hamilton  and  Scheetz 

4:00  p.m.  Question  the  Experts. 


5:  30  p.m.  Cocktail  Caucus 

6:30  p.m.  Dinner- — Presiding:  Robert  F.  Beckley, 

M.D. 

Speaker:  Honorable  George  Murphy, 

U.S.  Senator,  California. 


THURSDAY,  MARCH  14,  1968 

7:30  a.m.  Paul  S.  Friedman,  M.D.,  PaMPAC  Board, 
Presiding 

Breakfast — Speaker:  Honorable  John  O. 

Marsh,  Jr.,  Virginia 

9:00  a.m.  George  W.  Shaffer,  M.D.,  PaMPAC  Board, 
Presiding 

Film — "A  Congressman's  Two  Year  Cam- 
paign for  Reelection" 

9:30  a.m.  "The  Science  of  Politics" — Mr.  Vincent  P. 

Barabba,  Los  Angeles,  President,  Data- 
matics,  Inc. 

10:00  a.m.  Panel  Discussion — "Strictly  Politics"; 

Moderator — George  W.  Shaffer,  M.D., 
PaMPAC  Board;  Participants: — William 
R.  Hunt,  M.D.,  Commissioner,  Alle- 
gheny County;  Honorable  George 
Goodling,  Member  of  Congress, 
Penna,  19th  Congressional  District- 
Honorable  William  G.  Piper,  Member 
Penna.  House  of  Representatives,  129th 
District;  Honorable  James  F.  Prender- 
gast,  Member  Penna.  General  As- 
sembly, 136th  District. 

Questions  and  Answers 
★ * * * 

12  Noon  Luncheon — Presiding:  R.  Edward  Steele, 
M.D.,  PaMPAC  Board. 

Speaker:  Mr.  Robert  D.  Novak,  Wash- 
ington Columnist,  "Inside  Report." 
Workshop  Wrap-up:  Hoyt  D.  Gardner, 
M.D.,  AMPAC  Board. 
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Physicians,  Nurses  Undertake  Problems 


The  first  steps  toward  resolving  dif- 
ferences in  the  approach  to  better  pa- 
tient care  were  taken  recently  when 
some  50  nurses  and  physicians  from 
throughout  the  Commonwealth  held 
an  historic  meeting  in  the  Pennsylvania 
Medical  Society  building  in  Lemoyne. 

The  differences  that  have  delayed 
such  a meeting,  the  first  of  its  type 
ever  held  in  Pennsylvania,  have  in- 
volved the  precise  role  of  the  two  pro- 
fessions in  the  care  of  the  patient  and 
has  never  been  a difference  in  goals — 
meeting  the  total  needs  of  patients, 
the  theme  of  the  meeting. 


The  group  concluded  its  session  with 
a series  of  recommendations  to  the 
various  physician  and  nursing  organi- 
zations in  the  state,  asking  for  action 
on  a more  unified  nurse-physician 
team  approach  to  improving  the  care 
of  patients.  It  called  for  a series 
of  steps  designed  to  have  the  two  pro- 
fessions join  in  recognizing  and  doing 
something  about  the  problems  that 
now  hinder  the  best  of  their  profes- 
sional skills. 

The  need  for  additional  meetings 
on  the  state,  regional  and  local  level 
was  one  of  the  recommendations  ex- 


pressed by  the  group.  Another  in- 
volved nurse  and  physician  organiza- 
tions’ cooperating  in  the  field  of  pro- 
moting legislatively  patient  care  goals. 
There  was  general  agreement  that 
nurse  compensation  needs  to  be  im- 
proved, even  though  this  may  mean 
increased  hospitalization  cost. 

The  group  recommended  that 
nurses  and  physicians  immediately  be- 
come involved  in  all  aspects  of  re- 
gional medical  and  health  facility 
planning. 

The  nurse  shortage  today  was  de- 
scribed as  less  of  a supply  problem 


Rush,  Donaldson  Awards  Selection  Scheduled 


Counties  and 
selection  committees 
to  participate 


The  committee  on  the  Benjamin 
Rush  Award  and  the  Donaldson 
Awards  are  scheduled  to  make  their 
final  selection  of  winners  this  month. 

The  Rush  Award  captors  will  be 
selected  from  more  than  twenty  en- 
tries submitted  by  county  medical  so- 
cieties. The  state  individual  and  or- 
ganizational awards  will  be  presented 
at  the  PMS  Officers’  Conference  next 
month. 


The  Donaldson  Awards  are  be- 
stowed for  outstanding  articles  pub- 
lished or  programs  aired  during  the 
calendar  year  1967  in  the  field  of 
medicine  and  health.  Each  of  three 
selection  committees  (representing 
newspaper,  radio  and  television)  is 
composed  of  one  representative  of 
the  State  Society  and  two  representa- 
tives of  the  medium  involved. 
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Reorganization , action  needed  for  more 
unified  nurse-physician  team  approach. 


of  Providing  Better  Patient  Care 


and  more  of  a utilization  problem — 
the  thought  that  nursing  shortages  can 
be  relieved  immediately  by  using  in 
more  professional  roles  the  nurses  who 
now  get  bogged  down  in  non-nursing 
duties  that  can  be  handled  by  others 
with  less  training. 

Many  other  problems  were  dis- 
cussed, including  the  need  for  im- 
provements in  continuing  education 
for  nurses,  the  need  for  physicians  in 
private  practice  to  use  the  nurse  in 
providing  patient  care  outside  of  the 
office  setting  and  the  loss  of  nurses  to 
other  fields. 


The  meeting  was  planned  and  or- 
ganized by  a state  medical  society 
Committee  on  Relationships  with  Al- 
lied Professions  headed  by  Malcolm 
W.  Miller,  M.D.,  Philadelphia. 

The  meeting  was  opened  by  John 
H.  Harris,  Sr.,  M.D.,  PMS  President, 
and  began  with  a discussion  by  Dr. 
Miller  of  the  needs  of  the  patient  as 
seen  by  the  physician,  and  a presenta- 
tion by  Lucie  S.  Young,  Ph.D.,  Mc- 
Keesport, president  of  the  nurses  as- 
sociation, on  patient  needs  as  seen  by 
the  nurse. 


The  physicians  and  nurses  then  re- 
grouped into  three  workshops  whose 
findings  and  recommendations  were 
summarized  by  Dorothy  J.  Novello, 
Ph.D.,  Erie,  president  of  the  League 
for  Nursing. 

The  luncheon  speaker  was  Charles 
L.  Leedham,  M.D.,  Harrisburg,  chair- 
man of  the  AMA’s  Committee  on 
Nursing. 

A later  issue  of  Pennsylvania 
Medicine  will  present,  as  a special 
interest  feature,  the  discussions  of  Drs. 
Novello,  Young,  Miller  and  Leedham. 


March  Is  Medicine  and  Religion  Month 


March  has  been  designated  as 
“Medicine  and  Religion  Month”  in 
Pennsylvania  and  activities  are  under- 
way throughout  the  State  to  bring 
about  a closer  working  relationship 
between  clergymen  and  physicians  for 
the  treatment  of  the  “whole  man.” 
The  emphasis  is  being  given  by  the 
PMS  Committee  on  Medicine  and  Re- 
ligion under  the  chairmanship  of  Rob- 
ert Poole,  M.D.,  of  West  Chester. 


Newspaper,  radio  and  television  ma- 
terials describing  the  efforts  to  bring 
closer  cooperation  between  the  two 
professions  have  been  distributed  and 
the  committee  is  planning  several  pilot 
courses  for  both  physicians  and  clergy- 
men. 

An  article  on  the  subject,  authored 
by  Dr.  Poole,  appears  in  this  issue  of 
Pennsylvania  Medicine. 


News  media 
expected  to  bring 
closer  cooperation 
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newsfronts 


Ladies  in  waiting 


research 
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Mrs.  Benjamin  Musser,  member  of  the  Woman's  Auxiliary  of  the 
Dauphin  County  Medical  Society,  chats  with  visitors  to  the  Pennsylvania 
Medical  Society  exhibit  on  quackery  at  the  annual  Pennsylvania  Farm  Show, 
Harrisburg.  The  impressive  display  also  included  an  exhibit  on  animal  research 
in  the  betterment  of  man,  sponsored  by  the  Pennsylvania  Veterinary  community. 


PaMPAC  Schedules  Workshop  March  13-14 


The  Pennsylvania  Medical  Political 
Action  Committee  (PaMPAC)  will 
hold  a Workshop  Wednesday  March 
13th  and  Thursday  March  14th  at 
the  Holiday  Inn  Town,  Harrisburg. 
The  two-day  program  includes  a va- 
riety of  speakers  with  topics  covering 
all  aspects  of  PaMPAC  activity. 

Participants  in  the  Workshop  in- 
clude two  physician  representatives 
from  each  Pennsylvania  county,  one 
representative  of  the  PMS  Woman’s 
Auxiliary  from  each  county,  PMS 
Board  of  Trustees,  PaMPAC  Board  of 
Trustees  and  District  Councilors  of 
the  PMS  Woman’s  Auxiliary.  County 
society  executive  secretaries,  members 
of  the  PMS  Council  on  Governmental 
Relations  and  representatives  from  the 
Student  American  Medical  Association 
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(SAMA)  and  SAMA  Woman’s  Aux- 
iliary also  have  been  invited.  William 
West,  M.D.,  PMS  past-president,  is 
chairman  of  the  Workshop  committee, 
which  includes  George  Shaffer,  M.D., 
R.  Edward  Steele,  M.D.,  David  Mas- 
land,  M.D.,  and  Mrs.  A.  Wesley 
Hildreth. 

The  Workshop  will  serve  to  demon- 
strate to  politicians  that  physicians  can 
play  an  important  role  in  the  full  range 
of  political  activity.  Objectives  of  the 
Workshop  are: 

• To  increase  membership  and  to 
stimulate  activity  within  that  member- 
ship. 

• To  increase  the  extent  of  political 
sophistication  among  Pennsylvania 
physicians. 


• To  relate  and  emphasize  the  im- 
portance of  physicians  in  politics  and 
the  identification  which  medicine  has 
achieved  among  professional  politi- 
cians. 

In  recent  PaMPAC  elections,  the 
following  officers  were  elected  for 
1968:  chairman,  Robert  R.  Beckley, 
M.D.,  Lock  Haven;  vice-chairman, 
William  West,  M.D.,  Huntingdon; 
treasurer,  Richard  L.  Huber,  M.D., 
Scranton;  and  secretary,  Mrs.  A.  Wes- 
ley Hildreth,  Pottsville.  One  new  mem- 
ber was  elected  and  eleven  others  were 
re-elected  to  the  Board  of  Directors 
The  new  member  is  W.  D.  Lamberton, 
M.D.,  Erie. 

See  page  seven,  this  issue,  for  com-  ( 
plete  Workshop  program. 

PENNSYLVANIA  MEDICINE ! ! 


“The  inconvenience  of  a cold” 


d!  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
aal  symptoms.  Relief  starts  with  the  first  spray  which 
P|ns  the  inferior  part  of  the  common  meatus.  A second 
5iy,  a few  minutes  later,  will  shrink  the  turbinates  to 
a provide  sinus  drainage  and  ventilation.  Dosage 
ic  be  repeated  every  three  or  four  hours  as  needed, 
temporary  relief  of  symptoms.  nTz  is  well  tolerated 
ubverdosage  should  be  avoided, 
s sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
B'|)  the  nasal  passages  open  during  a cold  to  help  pre- 
ai  development  of  acute  sinusitis  — or  to  help  prevent 
lucute  condition  from  becoming  chronic. 

liiolied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
Dill.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
fit  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 


0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 
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Valium  (diazepam) 
useful 
adjunct 
for  the 
coronary 
patient... 


When  oppressive  feelings  and 
psychic  tensions  are  severe 
and  cooperation  with  the  phy- 
sician poor,  it  may  be  helpful  to 
add  adjunctive  Valium  (diaz- 
epam), 10  mg  or5  mg  t.i.d.,  to 
the  coronary  patient’s  regimen. 
Valium  (diazepam)  helps  to 
promote  the  needed  relaxation 
that  the  patient  requires  to 

make  him  less  preoccupied 

with  his  condition  and  more  in- 
clined to  cooperate  in,  and 
benefit  from,  the  total  thera- 
peutic program.  Valium  (diaz- 
epam) may  be  administered  in 
the  presence  of  secondary 
depressive  symptoms 


inthe  , 


convalescing... 

(2  mg  or  5 mg  t.i.d.) 

The  heart  patient  who  leaves 


Getting  back  to  work  presents 
additional  stresses  for  the 
cardiac  patient.  There  are 
often  anxiety-producing  fea- 
tures in  the  job  which  can  be 
more  significant  than  the  phys- 
ical or  intellectual  demands  of 
the  work.  Valium  (diazepam), 

2 mg  or  5 mg  t.i.d.,  may  be  a 
useful  adjunct  to  reduce  over- 
reaction to  these  stresses  and 
thus  helpthe  patientto  face  job 
situations  more  calmly  and 
rationally. 

at  work... 

or  5 mg  t.i.d.) 


the  hospital  to  enter  a period  of 
slow  restorative  treatment  is 
often  forced  to  make  emotion- 
ally difficult  adjustments.  The 
resulting  stress  of  this  period 
may  again  cause  psychic  ten- 
sion to  mount  to  potentially 
harmful  levels.  To  augment 
your  reassurance  and  the  emo- 
tional support  of  his  family,  a 
2 mg  or  5 mg  t.i.d.  regimen  of 
Valium  (diazepam)  can  reduce 
psychic  tension  and  thereby 
help  the  patient  to  accept 
necessary  restrictions  more 
calmly,  and  to  adjust  to  his  ill- 
ness more  realistically. 


V3liuni(diazepam) 

to  help 
relieve 
psychic 
tension 


and  for  the  patient  with  tension-induced  sleeplessness, 
remember  the  value  of  an  extra  tablet  at  bedtime 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  moderate  to 
severe  psychoneurotic  states  with  anxiety,  apprehen- 
sion or  agitation  alone  or  with  depressive  symptoms; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  acute  agitation  due  to  alcohol 
withdrawal;  muscle  spasm  associated  with  cerebral 
palsy  and  athetosis. 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known 
hypersensitivity  to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 


Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  or  debilitated  patients  (not  more  than 
1 mg,  one  or  two  times  daily  initially)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed 
or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise 
patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical 
coordination.  Driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  If  such  combination 
therapy  is  used,  carefully  consider  individual 
pharmacologic  effects  — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates, 

MAO  inhibitors  and  other  antidepressants.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  or 
other  CNS  depressants.  Safe  use  in  pregnancy  not 
established.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Observe  usual  precautions  in  im- 
paired renal  or  hepatic  function.  Periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use. 

Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations);  changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 


Dosage  — Adults:  Mild  to  moderate  psychoneurotic  re- 
actions, 2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  muscle  spasm  with  cerebral  palsy 
or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precautions.) 


Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  50  and  500. 
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ti  Roche 


LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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a puzzle 
of  antacid 
complaints 


pain?” 


Will  it  help  “my 
gassy  stomach?” 


Will  this  one 
taste  O.K.?” 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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Judicial  Council  Acts 

Third  Party  Guidelines  Set 


The  FMS  Judicial  Council,  in  a 
set  of  guidelines  approved  by  the 
Board  of  Trustees,  has  clarified  its 
position  regarding  disposition  of  third 
party  payments  to  physicians  for  hos- 
pital services  tendered  medicare  and 
Pennsycare  patients,  who  in  an  earlier 
day  may  have  been  “service”  patients. 

The  guidelines  were  prompted  by 
reports  of  pressure  within  a number 
of  hospitals  to  have  third  party  pay- 
ments to  physicians  for  the  care  of 
patients  who  were  formerly  ward  or 
clinic  patients  turned  over  to  a hos- 
pital fund.  Such  pressure  was  reported 
in  a resolution  introduced  by  the  Phil- 
adelphia County  Medical  Society  and 
considered  at  the  last  PMS  Annual 
Session.  The  PMS  action  re-affirms 
guidelines  which  the  AMA  has  estab- 
lished. 

The  AMA  states  that  “the  physician 
is  the  sole  arbiter  as  to  the  ways  in 
which  he  may  dispose  of  his  profes- 
sional income,  without  duress,  con- 
sistent with  the  laws  of  the  land  and 
the  principles  of  medical  ethics.” 

Following  a careful  review  of  the 
problem,  the  PMS  Judicial  Council 
established  the  following  guidelines: 

1.  Free  choice  of  physician  should 
be  assured  all  patients  who  pay  their 
medical  expenses  or  who  have  pay- 
ment made  in  their  behalf. 

2.  Freedom  of  choice  is  interpreted 
as  the  right  of  the  patient  to  elect  an 
individual  private  physician,  who  in 
h.urn  will  accept  him  as  a patient,  or 
alternatively  to  elect  to  receive  his  care 
Tom  an  approved  physician  on  the 
eaching  service  which  the  medical 
staff  of  an  institution  may  provide. 

3.  Fees  for  professional  medical 
ervices  are  properly  paid  only  to  the 
esponsible  physician  and  may  not  be 
ippropriated  by  any  other  person  or 
gency.  The  physician  is  the  sole 
rbiter  of  the  ways  in  which  he  may 
lispose  of  his  professional  income 
without  duress  and  consistent  with  the 
|iws  of  the  land  and  the  principles 
f medical  ethics. 

4.  Special  hospital  funds  accrued 
om  medical  services  should  be  under 
te  complete  jurisdiction  of  the  pro- 
:ssional  medical  staff. 

Summarily,  an  individual  physician 
lay  not  be  deprived  of  his  right  by 


a majority  vote  of  the  medical  staff 
or  medical  board  of  a hospital  to  be 
the  “sole  arbiter”  of  the  disposition 
of  his  professional  income. 


Strike  Forces 
Session  Changes 

The  strike  at  the  Penn  Shera- 
ton Hotel  in  Pittsburgh  has  made 
it  necessary  for  the  Pennsyl- 
vania Medical  Society  to  change 
the  place  and  dates  for  the  1968 
Annual  Session  and  to  separate 
the  business  and  scientific  meet- 
ings. The  business  meetings  will 
be  held  September  26-29  in  the 
Pittsburgh  Hilton  and  the  scien- 
tific sessions  will  be  held  a month 
later— October  27-29 — in  Chat- 
ham Center,  Pittsburgh. 

Originally,  the  scientific  and 
business  sessions  were  scheduled 
to  run  concurrently. 

The  business  sessions  in  the 
Hilton  starting  September  26  will 
include  meetings  of  the  House  of 
Delegates,  the  state  dinner, 
Woman’s  Auxiliary,  the  Pennsyl- 
vania Physicians’  Art  Associa- 
tion exhibit  and  some  alumni 
dinners. 

The  scientific  sessions  at  Chat- 
ham Center  a month  later  will 
include  specialty  society  meet- 
ings and  some  alumni  dinners. 
The  scientific  program  will  con- 
centrate on  “Electrolyte  Me- 
tabolism and  Renal  Diseases”  but 
plans  include  a program  on 
group  practice,  a meeting  for 
medical  educators,  a seminar  for 
paramedical  personnel  and  a 
program  for  the  public. 


New  Self-testing 
Program  Offered 

The  Pennsylvania  Academy  of  Gen- 
eral Practice  has  agreed  to  participate 
in  a self-testing,  learning  program  de- 
signed to  review  the  Core  Content  of 
Family  Medicine. 


The  program,  developed  by  the 
Ohio  and  Connecticut  Academies  of 
General  Practice,  working  with  the 
Postgraduate  Medical  Institute  of 
Boston,  appears  to  be  an  excellent 
opportunity  for  self-check  of  the  phy- 
sician’s knowledge  about  family  prac- 
tice and,  at  the  same  time,  acquire 
knowledge  in  areas  of  weakness. 

All  Academy  members  in  Pennsyl- 
vania will  receive  an  invitation,  by 
mail,  to  join  in  this  endeavor.  Some 
of  the  essential  details  regarding  the 
program  are: 

1.  A series  of  five  multiple-choice 
examinations  have  been  prepared  by 
about  twenty  leading  medical  educa- 
tors from  Boston  area  medical 
schools,  in  consultation  with  a review 
committee  from  Ohio  and  Connecti- 
cut. The  examination,  which  will  be 
mailed  on  the  first  of  each  month, 
will  test  knowledge  of  specific  areas 
of  family  medicine  which  are  incor- 
porated in  the  Core  Content. 

2.  On  the  15th  of  each  month,  a 
complete  series  of  answers  and  ex- 
planations as  well  as  reference  sources 
will  be  mailed,  allowing  a participant 
to  work  on  this  educational  program 
at  home  or  in  the  office. 

3.  A request  has  been  filed  to  have 
the  program  approved  for  fifteen 
hours  credit  from  the  American 
Academy  of  General  Practice. 

4.  There  will  be  a registration  fee 
of  $30.00  which  will  cover  all  five 
reviews  and  the  answers,  explanations 
and  research  sources. 

5.  There  will  be  no  grading  of 
examinations,  nor  any  release  of  them. 

The  program  planners  have  issued 
two  statements  of  policy  in  regard  to 
the  Core  Content  Review: 

1 . Participation  in  the  Core  Content 
Review  is  not  intended  as  a solicita- 
tion to  members  to  take  the  Board 
Examination  in  Family  Practice.  Its 
content  is  in  no  manner  intended  to 
duplicate  the  Board  Certification  Ex- 
amination in  Family  Practice. 

2.  The  completion  of  the  Core  Con- 
tent Review  does  not  in  any  way 
guarantee  successful  participation  in 
any  Board  examination  and  the  par- 
ticipating faculty  members  are  in  no 
way  associated  with  the  Family  Prac- 
tice Test  Committee. 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 


PM S Official  Honored 


J.  Everett  McClenahan,  M.D.,  (right),  Immediate  Past- 
President,  PMS,  was  honored  at  the  Annual  Meeting  of 
the  Allegheny  County  Medical  Society,  January  20,  when 
he  was  presented  the  Frederick  M.  Jacob  Award  as  the 
outstanding  physician  for  1967.  The  plaque  was  pre- 
sented by  Matthew  Marshall,  Jr.,  M.D.,  the  county  society’s 
immediate  past-president. 


NSPB  to  Furnish  Funds  for 
Pilot  Research  Projects 

Funds  to  support  pilot  research  projects  will  be  made 
available  by  the  National  Society  for  the  Prevention  of 
Blindness,  Inc.  The  announcement  was  made  by  John  W. 
Ferree,  M.D.,  executive  director  of  the  NSPB. 

The  Committee  on  Basic  and  Clinical  Research  of  the 
NSPB  is  accepting  applications  for  grants  for  scientific 
study  which  will  contribute  to  the  basic  understanding  of 
eye  function  and  pathology  and  improve  methods  of  diag- 
nosis, treatment,  and  methods  for  the  prevention  of  blind- 
ing eye  diseases. 

Grants  not  exceeding  $5,000  will  be  made  for  a one 
year  period  for  projects  not  being  financed  by  other  sources. 
Renewals  may  be  applied  for  at  the  end  of  the  year. 

The  NSPB  Committee  asks  that  all  applications  be  sub- 
mitted by  March  1,  1968  so  that  they  may  be  considered 
at  its  annual  spring  meeting.  Application  forms  may  be 
obtained  by  writing  to  the  NSPB,  79  Madison  Avenue,  4 
New  York,  N.  Y.  10016.  Dr, 
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Research  investigators  Shinichi  Okuda,  Ph.D.  (left), 
I;  and  George  Weinbaum,  Ph.D.,  prepare  to  centrifuge  a 
|l  bacterial  suspension  at  Einstein  Medical  Center. 

Cell  Division  Studies  Could 
Lead  to  Cancer  Breakthrough 

Two  research  investigators  from  Philadelphia’s  Al- 
bert Einstein  Medical  Center  presented  their  findings  in 
a study  of  how  cells  divide  before  the  third  Middle  Atlantic 

I Regional  Meeting  of  the  American  Chemical  Society. 

Basic  research  such  as  that  performed  by  George  Wein- 
baum, Ph.D.,  and  his  associate  in  the  department  of  bio- 
chemistry at  the  AEMC  Research  Laboratories,  Shinichi 
Okuda,  Ph.D.,  may  eventually  lead  to  a scientific  break- 
through in  cancer  and  other  diseases. 

Drs.  Weinbaum  and  Okuda  entitled  their  paper:  Macro- 
molecule  Synthesis  in  Nutritionally  Induced  Filamentous 
Escherichia  Coli  B. 

"We  are  studying  the  effect  of  environment  on  the 
| process  of  cell  division,”  Dr.  Weinbaum  stated. 

Dr.  Okuda  elaborated  with  the  explanation  that  “We 
| are  interested  in  the  structure,  biosynthesis  and  function 
of  the  membrane  in  the  cell  division  cycle.” 

"This  study  of  abnormal  cell  division,”  summed  up  Dr. 

* Weinbaum,  “may  have  important  implications  in  cancer 
and  all  diseases  where  the  cell  division  cycle  is  unreg- 
ulated.” 

At  Einstein  Samuel  J.  Ajl,  Ph.D.,  the  medical  center’s 
director  of  research  and  head  of  the  department  of  bio- 
chemistry, noted  that  Drs.  Weinbaum  and  Okuda  em- 
ployed the  use  of  radioactive  isotopes  to  “study  how  these 
isotopes  were  incorporated  into  the  cell  wall  and  mem- 
brane. 

“The  bacteria  under  study,”  he  said,  "is  a single-cell 
organism  that  commonly  inhabits  the  intestines  of  man 
and  animals.  The  concern  is  the  regulation  of  cell  division. 
The  possible  relationship  to  cancer  and  other  diseases,” 
Dr.  Ajl  said,  “ is  that  cancer  cells  divide  abnormally.” 
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• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  , . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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newsfronts 


" The  Doctor” 

by  Sir  Luke  Fildes 


Robert  Packer  Hospital 
Displays  1891  Painting 


Few  of  the  admirers  of  Sir  Luke 
Fildes'  work  would  recognize  his 
name.  But  his  best-known  painting — 
The  Doctor” — has  been  reproduced 
as  widely  in  schoolbooks,  ads,  post- 
cards, on  a stamp  and  in  doctors' 
offices  as  almost  any  in  history,  and 
this,  the  first  and  smaller  of  two  ver- 
sions, is  a permanent  part  of  the 
decor  in  the  lobby  of  the  Robert 
Packer  Flospital,  Sayre,  Pa. 

Even  before  he  began  work  on  the 
painting  in  1891,  Sir  Luke  knew  it 
would  be  a great  success;  “more  ter- 
rible, perhaps,  but  yet  more  beautiful” 
than  anything  else  he  had  done.  “My 
idea,  certainly,  was  to  put  on  record 
the  status  of  the  doctor  of  our  own 
time,”  he  said. 

When  he  completed  the  picture,  Sir 
Luke  began  all  over  again,  only  larger. 
The  final  version,  which  hangs  in 
London’s  Tate  Gallery,  is  still  a great 
crowd-puller,  but  a less  sentimental 
age  no  longer  weeps  openly  at  the 
sight  of  it  as  visitors  once  did. 

A careful  craftsman,  he  first  built 
the  cottage  interior  he  intended  to  use 
in  his  London  studio.  The  interior  of 
the  cottage  was  carefully  planned  and 
constructed,  with  rafters  and  walls  and 
window — all  as  afterwards  expressed 


in  the  finished  picture.  Copying  that 
on  canvas,  and  painting  the  dawn 
stealing  in  the  prop  window,  Sir  Luke 
inserted  the  characters  he  had  in  mind: 
worried  parents  hovering  in  the 
shadows,  their  sick  little  girl  feverishly 
sleeping  in  the  light  of  an  oil  lamp 
and  the  bearded  doctor  leaning  over 
her,  kindly  and  calm. 

Hershey  Freshmen 
Form  SAMA 
Chapter;  Petro 
Is  President 

The  freshman  class  of  the  Milton 
S.  Hershey  Medical  Center  of  Penn- 
sylvania State  University  at  Hershey 
has  formed  a Chapter  of  the  Student 
American  Medical  Association.  The 
initial  officers  are:  President — Mr. 

Denis  Petro,  of  Catasauqua,  who  re- 
ceived his  premedical  education  at 
Lehigh  and  Baylor,  and  Secretary — 
Joseph  J.  Smith,  of  Newtown,  who 
received  his  premedical  education  at 
Fordham. 


Emergency  Care 
Research  Center 
Formed  in  Phila 

Establishment  of  an  Emergency 
Care  Research  Center  has  been  an- 
nounced by  the  Board  of  Directors 
of  the  Graduate  Pain  Research  Foun- 
dation of  Philadelphia.  It  is  the  first 
such  research  center  in  the  nation  to 
be  devoted  exclusively  to  problems  of 
emergency  medical  care. 

The  Center,  which  recently  received 
a $250,000  grant  from  the  Division 
of  Hospital  and  Medical  Facilities  of 
the  U.  S.  Public  Health  Service,  will 
have  a full-time  staff  of  physicians, 
engineers  and  supporting  technical 
personnel.  It  will  investigate  problems 
of  emergency  medical  care  both  in- 
side and  outside  the  hospital. 

Joel  J.  Nobel,  M.D.  has  been  ap- 
pointed director  of  the  new  pro- 
gram and  Mr.  Richard  M.  Rauch 
director  of  engineering.  They  have 
previously  developed  a specialized 
Mobile  Emergency  Life  Support  Sys- 
tem, nicknamed  MAX,  which  is  in 
wide  use  throughout  the  country  and 
abroad. 

The  Federal  grant  is  for  the 
Development  of  a Hospital  Emergency 
Command  System.  Dr.  Nobel  stated 
that  adequate  emergency  care  within 
a hospital  requires  rapid  mobilization 
of  communications,  personnel,  equip- 
ment and  elevators.  The  system,  to 
be  tested  in  three  Philadelphia  Hos- 
pitals, will  automatically  initiate  im- 
mediate mobilization  of  all  emergency 
care  resources  from  any  hospital  tele- 
phone. It  provides  automatic  notifica- 
tion of  personnel,  activation  of  emer- 
gency life-support  equipment  and 
lock-on  control  of  elevators.  It  will 
serve  patients  requiring  resuscitation 
because  of  heart  arrest  or  breathing 
obstruction,  victims  of  accidents,  or 
donors  and  acceptors  of  organs  for 
transplant  requiring  immediate  sur- 
gery, and  meet  the  needs  of  large- 
scale  civil  disasters. 

Three  additional  projects  underway 
include  evaluation  of  all  currently 
employed  equipment  for  emergency 
medical  care,  resuscitation  physiology 
studies  to  define  operating  require- 
ments for  advanced  equipment,  and 
development  of  an  Emergency  Life 
Support  Pod.  The  Pod  will  sustain 
critically  ill  or  injured  persons  at  the 
scene  of  the  emergency  and  in  transit 
to  the  hospital  where  definitive  medi- 
cal care  is  available. 


Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS  — most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headache  and 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  S I N US— headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 
symptomatic 

relief 


SINUTAB 
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Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(V*  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

Citrate.  ‘Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 
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Morris  Plains,  N.J. 


Rush  Award  Winner  Roy  Morgan 
Named  for  State  Welfare  Chair 


Benjamin  Rush  Award  winner  Roy 
E.  Morgan,  executive  vice  president 
of  the  Wyoming  Valley  Broadcasting 
Company  and  General  Manager  of 
Radio  Station  WILK,  Wilkes-Barre, 
has  been  elected  chairman  of  the  State 
Board  of  Public  Welfare. 

A resident  of  Forty  Fort  in  Luzerne 
County,  Chairman  Morgan  is  a former 
national  president  of  the  Family  Ser- 
vice Association  of  America. 

Mr.  Morgan  received  the  Benjamin 


Four  health  service  contracts  to- 
taling nearly  $100,000  have  been 
awarded  to  Pennsylvania  health  in- 
stitutions by  the  Pennsylvania  Depart- 
ment of  Health. 

A $17,507  contract  was  awarded  to 
Westmoreland  Hospital  Association, 
Greensburg,  to  develop  alcoholism 
clinical  facilities  and  services  in  West- 
moreland County. 

Under  the  terms  of  the  contract, 
the  Association  is  to  make  available 
the  physician  facilities  and  trained  per- 
sonnel to  work  with  other  agencies 
and  organizations  in  the  Greensburg 
area  in  administering  a comprehensive 
alcoholism  rehabilitation  program. 

Jefferson  Medical  College,  Philadel- 
phia, received  two  contracts  totaling 
$47,113  for  the  evaluation  of  thera- 
peutic and  rehabilitation  techniques 
developed  for  the  treatment  of  alco- 
holics and  for  the  continuation  of  a 
long-range  study  to  determine  the 
availability  and  distribution  of  medical 
facilities  and  personnel  for  the  diag- 
nosis, treatment  and  rehabilitation  of 
persons  afflicted  with  cancer,  heart 
| disease  or  stroke. 

For  the  study  of  the  effects  of  alco- 
hol in  combination  with  other  de- 
pressant drugs,  Philadelphia  Health 
Research  Fund  received  a contract  for 
$8,605.  Under  the  terms  of  the  con- 
tract, the  Philadelphia  group  will  work 
closely  with  Philadelphia  hospitals  in 
collecting  and  analyzing  data  relating 
to  the  Health  Department’s  continu- 
ing study  of  efficient  and  practical 
means  for  the  prevention  and  suppres- 
sion of  alcoholism. 


Rush  Award  from  the  Pennsylvania 
Medical  Society  in  October  1958  be- 
cause of  his  outstanding  contributions 
of  talent  and  effort  in  the  field  of 
health  education.  As  moderator  of 
the  “Safeguard  Your  Health”  tele- 
vision series  of  the  Luzerne  County 
Medical  Society  for  three  years  prior 
to  1958,  his  broadcasting  work  in  con- 
nection with  health  improvement  proj- 
ects was  of  interest  to  more  than  \Vi 
million  people  in  northeastern  Penn- 
sylvania. 


A contract  for  $21,331.72  for  the 
study,  diagnosis  and  treatment  of 
alcoholic  patients  has  been  awarded  to 
St.  John’s  General  Hospital,  Pitts- 
burgh. The  hospital  is  to  continue  to 
maintain  its  hospital  and  clinical  fa- 
cilities for  the  study,  diagnosis  and 
treatment  of  alcoholic  patients. 

Family  Planning 
Policy  Revised; 
State  Pays  Bill 

After  a thorough  study  of  the  fam- 
ily planning  policy  of  the  State  De- 
partment of  Public  Welfare,  Thomas 
W.  Georges,  Jr.,  M.D.,  department 
Secretary,  said  the  policy  is  being  re- 
vised so  that  the  State  will  pay  for 
these  professional  services  on  the  same 
impartial  basis  as  other  health  ser- 
vices for  persons  eligible  for  Medical 
Assistance. 

“Effective  immediately,”  Dr. 
Georges  said,  “the  Department’s 
policy  is  that  birth  control  is  a medi- 
cal service  and  family  planning  is 
regarded  as  an  element  of  medical 
care,  for  which  the  Department  makes 
payments  under  the  Medical  Assis- 
tance program  for  low-income  persons 
who  cannot  afford  to  pay  their  own 
medical  bills.” 

Dr.  Georges  said  this  means  that 
the  Department  of  Public  Welfare  will 
pay  physicians  and  approved  hospitals 
and  clinics  for  medical  service  for 


birth  control  and  will  pay  for  medi- 
cations and  devices  prescribed  by 
medical  practitioners  for  any  person 
eligible  for  drugs  and  appliances 
under  the  Medical  Assistance  pro- 
gram. 

War-maimed  Trio 
to  be  Treated  at 
Einstein  Center 

Pascal  F.  Lucchesi,  M.D.,  execu- 
tive vice  president  and  medical  direc- 
tor of  Philadelphia’s  Albert  Einstein 
Medical  Center,  officially  welcomed 
a trio  of  war-maimed  Vietnamese 
youngsters  admitted  to  Einstein  for 
extensive  treatment  of  war-burns  and 
injuries.  They  were  transported  to  the 
U.  S.  under  the  auspices  of  the  Com- 
mittee of  Responsibility  (COR). 

“We  are  pleased  to  join  in  this 
humanitarian  effort  by  concerned 
Americans  to  help  heal  the  wounds 
of  war,”  were  the  words  of  Dr. 
Lucchesi  at  the  arrival  of  the  children. 

Chief  spokesman  for  COR,  Herb- 
ert L.  Needleman,  M.D.,  the  group’s 
national  chairman  and  assistant  pro- 
fessor of  psychiatry,  Temple  Univer- 
sity Health  Sciences  Center,  said: 

“We  welcome  the  arrival  of  these 
youngsters  and  offer  them  our  fervent 
hopes  for  their  speedy  and  earliest 
possible  return  home.  The  care  they 
will  receive  here,  through  the  instru- 
mentality of  COR  and  the  Einstein 
Medical  Center  and  physicians,  is  re- 
flective of  our  community’s  humani- 
tarian impulse  to  aid  the  innocent 
victims  of  war. 

“On  a national  scale  in  this  spirit, 
we  hope  that  we  should  be  in  a posi- 
tion to  provide  vital  life-saving  mea- 
sures to  several  hundred  seriously  in- 
jured Vietnamese  youngsters.” 

The  Committee  of  Responsibility 
(COR),  a voluntary  non-profit  orga- 
nization, was  established  early  last 
year  by  a group  of  American  physi- 
cians, scientists  and  other  concerned 
individuals  to  help  arrange  evacuation 
of  seriously  injured  Vietnamese  chil- 
dren to  the  U.  S.  for  extensive  hos- 
pital and  medical  treatment  not  avail- 
able at  this  time  in  their  own  country. 

On  behalf  of  this  program,  some 
twenty  major  hospitals  and  medical 
centers  (Einstein  included)  in  metro- 
politan areas  throughout  the  country 
have  set  aside  beds,  and  five  hundred 
physicians  including  orthopedic  and 
plastic  surgeons  have  offered  their  ser- 
vices free. 


$100,000  in  Service  Contracts 
Awarded  State  Institutions 
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An  anorectic  will  help  her  lose  weigh  t- 
but  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 
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That’s  why  Abbott  offers 
you  a pill  plus  a program. 





The  Product 

For  smooth  appetite 
con  trol  plus  mood 
elevation 

For  patients  who  cant 
take  plain  amphetamine 


The  Program 

Weight  Control  Booklet 


Food  Diary 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


DESOX YN  Gradumet"  a a 3 

Methamphetamine  Hydrochloride  5 mg.  10  mg.  15  mg. 

in  Long-Release  Dose  Form 


DESBUTAE  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  FRnNT  o,nF 

60  mg.  Sodium  Pentobarbital 


DESBUTAL 15  Gradumet  .a.  j 

15  mg.  Methamphetamine  Hydrochloride,  FR0NT  SIDE 

90  mg.  Sodium  Pentobarbital 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 
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Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  aoi444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
D ESOX  Y N ® Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 
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IHF  Toxicology  Lab  Now 
Under  Pitt  Grad  School 


The  Industrial  Hygiene  Foundation’s  experimental  toxi- 
cological and  pulmonary  function  research  laboratory,  es- 
tablished in  the  1940’s  through  Mellon  Institute,  has  just 
become  a newly-created  Industrial  Hygiene  Research  Unit 
within  the  Department  of  Occupational  Health,  University 
of  Pittsburgh  Graduate  School  of  Public  Health,  through 
which  the  Industrial  Hygiene  Foundation’s  Laboratory  re- 
search programs  will  continue  to  be  conducted. 

Announcement  was  made  of  this  cooperative  pro- 
gram by  Chairman  of  the  Industrial  Hygiene  Foundation's 
Board  of  Trustees,  E.  K.  Davison,  who  is  President  of 
Davison  Sand  and  Gravel.  Paul  Gross,  M.D.,  Senior  Mel- 
lon Fellow,  has  been  appointed  Research  Professor  of 
Pathology  of  Industrial  Diseases  and  will  be  the  Director 
of  the  Industrial  Hygiene  Research  Unit. 

Robert  T.  P.  deTreville,  M.D.,  is  Managing  Director  of 
the  Industrial  Hygiene  Foundation  whose  headquarters  will 
remain  at  Mellon  Institute  of  the  Carnegie-Mellon  Uni- 
versity, 4400  Fifth  Avenue,  Pittsburgh,  Pa.  An  association 
of  industries,  the  Foundation  was  organized  in  1935  for 
the  advancement  of  healthful  working  conditions  and  hu- 
man relations  in  industry.  Its  programs  and  publications 
are  now  conducted  on  an  international  basis  and  member- 
ship provides  a broad  sampling  of  industrial  concerns  of 
varying  sizes  and  types  in  which  to  conduct  occupational 
health  research  and  educational  programs. 

20  to  24  Best  Age  For 
Motherhood  Says  Report 

A report  of  a study  of  fetal  mortality  in  Pennsylvania 
has  been  released  by  the  Health  Department. 

The  best  age  at  which  to  have  a baby,  according  to  the 
statistics  of  the  report,  is  between  twenty  and  twenty-four. 
In  this  age  group  the  lowest  rate  of  fetal  loss — 14.4  per 
1,000  deliveries — was  recorded.  By  contrast,  the  over- 
forty-four  age  group  of  mothers  had  a loss  rate  of  65.9 
per  1 ,000. 

Considering  birth  order  only,  the  report  observes:  “The 
highest  rate  of  31.7  losses  per  1,000  deliveries  occurred 
in  the  five-and-over-pregnancies  group.”  The  lowest  rate 
of  loss,  12.6  per  1,000  deliveries,  occurred  in  the  second 
pregnancies. 

The  report  also  says  that  “there  is  a strong  relationship 
between  weight  at  delivery  and  the  fetal  mortality  rate.” 
Babies  weighing  less  than  two  pounds,  four  ounces,  result  in 
the  highest  fetal  mortality  rate  of  526  per  1,000  deliveries. 
The  lowest  rate,  3.9  per  thousand,  was  reflected  in  babies 
weighing  between  seven  pounds,  twelve  ounces  and  eight 
pounds,  thirteen  ounces. 

The  non-white  fetal  mortality  rate  in  Pennsylvania  is 
almost  double  that  of  the  white  fetal  mortality  rate,  the 
report  concludes.  The  non-white  rate  is  33.2  per  thousand 
as  compared  to  a white  rate  of  17.3  per  thousand. 
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Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


/ 

Cough  Calmere 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM* . Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg 
A H Robins  Company,  Richmond,  Virginia  23220 


/HfROBINS 


Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 

*As  shown  by  in  vitro  studies. 

l.Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 

65:311  (Feb.)  1953. 


R 

O 

RORER 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol 


phosphorated  carbohydrate, 
solution 

emesis  control 
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The  McKesson  Exhibit,  recently  installed  at  the  Wood  Library-Museum  in  Park  Ridge,  Illinois,  honors  one  of  anes- 
thesiology’s most  distinguished  pioneers. 


Anesthesiology  Pioneer  Honored 


A new  exhibit  honoring  the  late 
Elmer  Isaac  McKesson,  M.D.,  one  of 
anesthesiology’s  most  distinguished 
pioneers,  has  been  installed  at 
the  Wood  Library-Museum,  which 
adjoins  American  Society  of  Anes- 
thesiologists Headquarters  in  Park 
Ridge,  Illinois. 

The  memorial  tribute  to  the  late 
Dr.  McKesson  (1881-1935)  high- 
lights his  many  contributions  in  sci- 
entific administration  of  gaseous  anes- 
thetics, classification  of  anesthetic 
risks,  and  charting  of  circulatory  and 
respiratory  parameters  during  surgery. 


In  a lifetime  devoted  to  progress  in 
anesthesia  technique  and  research,  Dr. 
McKesson  contributed  many  valuable 
articles  to  international  literature. 
Copies  of  his  published  works  occupy 
a prominent  place  in  the  museum's 
archives. 

A prominent  clinical  anesthesiolo- 
gist as  well  as  inventor,  the  late  Dr. 
McKesson  practiced  in  Toledo,  Ohio 
until  his  death  in  1935  at  the  age  of 
54.  During  his  career  he  was  in  con- 
stant demand  for  speaking  engage- 
ments in  leading  medical  centers 
throughout  the  nation.  His  genius  as 


an  inventor  led  to  the  establishment 
of  the  McKesson  Appliance  Co., 
which  continues  to  be  one  of  the 
major  manufacturers  of  anesthetic 
equipment. 

As  helpmate  and  later  as  widow, 
Mrs.  Martha  McKesson  has  main- 
tained a deep  interest  in  anesthesiol- 
ogy. Since  the  establishment  of  the 
Wood  Library-Museum  in  1961,  she 
has  become  one  of  its  major  sup- 
porters. In  1965,  she  donated  $50,000 
to  the  museum’s  endowment  fund, 
and  last  year  she  presented  the 
museum  with  a gift  of  $25,000. 


Pediatricians  Schedule  March  Session  in  Atlanta 


Closed  circuit  TV,  clinical  presentations,  exhibits  to  be  featured 


Closed-circuit  television,  clinical 
presentations,  a diversified  scientific 
program,  and  approximately  one  hun- 
dred scientific  and  technical  exhibits 
will  highlight  the  American  Academy 
of  Pediatrics’  annual  spring  session, 
March  18-20,  at  the  Regency  Hyatt 
House  in  Atlanta,  Ga. 


Television  presentations  will  cover 
subjects  including  newer  diagnostic 
laboratory  techniques  in  immunology 
and  infectious  diseases,  physical  clues 
in  the  diagnosis  of  disease,  and  the 
practical  management  of  the  child 
with  chronic  lung  disease. 

The  scientific  program  will  provide 


presentations  on  such  subjects  as  the 
current  status  of  virus  cancer  relation- 
ships, the  diagnosis  and  management  of 
the  child  who  is  too  short  or  too  tall, 
the  obese  child,  advances  in  therapeu- 
tics, current  status  of  radioisotope  scan- 
ning in  children,  and  recent  advances 
in  the  diagnosis  of  cystic  fibrosis. 
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Stroke  Study  Grant 
Awarded  Pa.  Hospital 

The  John  A.  Hartford  Foundation, 
Inc.,  New  York  City,  has  awarded  a 
grant  of  $110,689  to  Pennsylvania 
Hospital,  Philadelphia,  for  the  con- 
tinued study  of  the  causation  and  pre- 
vention of  the  common  stroke.  The 
study  is  under  the  direction  of  Frank 
A.  Elliott,  M.D.,  head  of  the  hos- 
pital’s department  of  neurology. 

The  grant  is  for  a three-year  period, 
and  opens  the  tenth  year  of  support 
from  The  Hartford  Foundation,  Inc. 
for  research  by  members  of  the  Hos- 
pital’s section  on  neurology.  In 
acknowledging  the  grant,  Morris  Ches- 
ton,  Chairman  of  the  Board  of  Man- 
agers, Pennsylvania  Hospital,  said, 
“Without  this  help,  Dr.  Elliott  and 
his  associates  would  have  been  pre- 
vented from  pursuing  this  exciting 
new  study  which  holds  such  great 
promise.  It  also  makes  possible  the 
1 continuance  of  a highly  qualified  sci- 
entific team  working  as  a cooperative 
unit,  which  is  so  necessary  for  solid 
investigative  effort.” 


ACIR  Lauds  PMS 


As  one  of  the  recipients  of  the  Sperry  Award  for  1967 
I am  once  again  reminded  of  the  debt  of  gratitude  owed  to 
the  members  of  the  Pennsylvania  Medical  Society  and  to 
all  the  dedicated  state  police  and  highway  patrol  officers 
and  physicians  who  have  participated  in  the  Cornell  Auto- 
motive Crash  Injury  Research  program. 

The  stated  purpose  of  the  Sperry  Award  is  to  recognize 
“a  distinguished  engineering  contribution  which,  through 
application,  proved  in  actual  service,  has  advanced  the 
art  of  transportation  whether  by  land,  sea  or  air.”  This  is 
one  of  the  most  cherished  awards  in  the  field  of  transpor- 
tation engineering  as  reflected  by  the  names  of  former 
recipients  and  their  achievements. 

ACIR  has  been  cited  for  its  contribution  to  the  engineer- 
ing approach  by  increasing  the  knowledge  of  injury  causa- 
tion in  auto  accidents  and  for  providing  guidelines  for 
effective  countermeasures.  Without  the  full  cooperation 
of  police  accident  investigators  and  physicians  in  selected 
sampling  areas  ACIR’s  contribution  in  this  area  would  not 
have  been  possible. 

Robert  A.  Wolf,  Director 
Automotive  Crash  Injury  Research 
Transportation  Research  Department 
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Android 

(thyroid-androgen)  tablets 


Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*"Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study'*  — Montcsano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calit.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . 5.0  mg. 

Thyroid  Ext.  (V2  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (V4  gr.)  15  mg. 


Ascorbic  Acid  (Vit.  C) 

Thiamine  HCL  

Glutamic  Acid 

Pyridoxine  HCL  

Niacinamide  

Calcium  Pantothenate 


250  mg. 
.25  mg. 
100  mg. 
. 5 mg. 
. 75  mg. 
10  mg. 


PDR 


Vitamin  B-12  2 5 meg. 

Riboflavin  ....5  mg. 

Dose:  2 tablet  twice  daily 
Available : Bottles  of  60,  500. 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  . . 2.5  mg. 

Ethinyl  Estradiol  0.02  mg 

Thyroid  Ext  (1/6  gr.)  . . 10  mg 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE  One 
tablet  t.i  d Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month  CONTRA-INDICATIONS  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc 
tive  organs  or  mammary  glands. 
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Winner  Will  Present  Manuscript 
On  Tokyo,  Honolulu  Itinerary 


OB/GYN  Group 
Announces  Contest 


The  Obstetrics  and  Gynecology  Spe- 
cialty Group  of  the  United  States 
Section  of  the  International  College 
of  Surgeons  has  announced  a com- 
petition for  an  award  to  be  given  to 
the  author  of  a manuscript  selected 
by  the  Prize  Committee  of  the  Group 
— the  award  consisting  of  an  invitation 
to  present  the  winning  paper  at  Group 
meetings  in  Honolulu  and  Tokyo,  in- 
cluding a round-trip  ticket,  hotel  ex- 
penses and  $10.00  per  diem. 

The  purpose  of  the  contest  is  to 
advance  the  art  and  science  of  ob- 
stetrics and  gynecology  in  accordance 
with  the  principles  of  the  International 
College  of  Surgeons  and  with  the  pri- 
mary aim  of  the  College — to  extend 
the  frontiers  and  elevate  the  standards 
of  all  branches  of  surgery. 

The  rules  of  the  competition  are: 

1 . Fellows  of  the  International  Col- 
lege of  Surgeons  are  not  eligible.  Con- 
testants must  be  interns,  residents  or 
graduate  students  in  the  field  of  ob- 
stetrics and/or  gynecology.  Contes- 
tants must  hold  the  degree  of  Doctor 
of  Medicine  from  an  accredited  col- 
lege of  medicine,  and  must  be  resi- 
dents of  the  United  States. 

2.  Manuscripts  are  to  represent 
only  original  work  by  the  author  with- 
out co-authorship.  Manuscripts  are 
not  to  exceed  5,000  words.  They 


should  be  typewritten  on  one  side  of 
each  sheet  only,  double-spaced  and 
with  generous  margins.  Illustrations, 
if  indicated,  should  accompany  the 
manuscript.  Original  drawings  or 
glossy  photograph  prints  should  be 
numbered  on  the  back  and  legends 
for  the  illustrations  should  be  pro- 
vided. A mark  of  identification,  or 
the  author’s  nom  de  plume,  should 
be  penciled  on  the  back  of  each  illus- 
tration. Tables  should  be  numbered 
and  submitted  on  separate  sheets. 
References  should  be  listed  at  the 
end  of  the  article  and  numbered,  nam- 
ing the  author  of  the  reference,  the 
pages  on  which  the  article  was  printed 
and  the  year  of  publication. 

3.  To  conceal  the  identity  of  the 
author,  manuscripts  must  be  sub- 
mitted under  an  assumed  name.  The 
manuscript  must  be  accompanied  by 
a sealed  envelope,  containing  a card 
bearing  the  assumed  name  of  the 
author,  the  title  of  the  manuscript  and 
the  true  name  of  the  author,  his  de- 
grees, titles  and  address.  An  original 
and  three  copies  of  each  manuscript 
(carbon,  photostatic,  mimeographic  or 
other)  and  illustrations  must  be  sub- 
mitted on  or  before  April  15,  1968  to 
Harvey  A.  Gollin,  M.D.,  Chairman  of 
the  Prize  Committee,  55  East  Wash- 
ington, St.,  Chicago,  Illinois  60602. 


Homemaker  Service 
Program  Extended 
To  More  Counties 


Homemaker  Service  programs  have 
been  approved  for  five  counties — 
Crawford,  Fayette,  Lancaster,  Luzerne 
and  Warren — bringing  such  service  to 
the  residents  of  1 1 counties  as  part 
of  the  State  Public  Assistance  func- 
tion according  to  Secretary  of  Public 
Welfare  Thomas  W.  Georges,  Jr., 
M.D. 


“As  a measure  to  prevent  family 
breakdowns,  to  keep  children  and 
elderly  persons  in  their  homes  and  to 
aid  the  ill  and  the  infirm,  homemaker 
services  perform  a vital  function,” 
Dr.  Georges  said. 

“The  Department  of  Public  Wel- 
fare has  long  recognized  the  value  of 
in-home  service  as  an  adjunct  to  all 
of  its  programs,  and  one  of  our  goals 
is  to  make  this  means  of  preserving 
basic  human  values  available  in  every 
county  throughout  Pennsylvania,”  the 
Secretary  added. 

Homemaker  Service  is  continued 
with  a family  only  as  long  as  such 
service  results  in  helping  the  family 
maintain  a better  standard  of  living. 
It  is  not  continued  if  it  becomes  evi- 
dent that  the  effort  is  merely  pro- 
longing a bad  situation  or  that  some 
other  service  would  be  more  helpful. 
Also,  one  of  the  purposes  of  the  ser- 
vice is  to  gradually  teach  family  mem- 
bers to  take  over  or  disabled  persons 
to  adjust  to  doing  things  for  them- 
selves. 


To  date  the  Homemaker  Service 


program  has  been  in  effect  in  the 
following  counties:  Allegheny,  Lack- 
awanna, Philadelphia,  Washington, 
Chester  and  Delaware. 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational  1961. 

FACILITIES:  Jefferson  Hall  contains  modern  well-equipped  laboratories,  the  Daniel  Baugh 
Institute  of  Anatomy,  and  a student-faculty  activities  center;  Jefferson  Medical  College  Hospital; 
Curtis  Clinic — an  outpatient  center;  Barton  Memorial  Division  of  Chest  Diseases;  teaching  museums 
and  libraries;  and  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  Samuel  S.  Conly, 
Jr.,  M.D.,  Associate  Dean  and  Director  of  Admissions,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  F.  Kellow,  M.D. 

Dean  and  Vice  President 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1 . 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 


Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (sue! 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  I 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge 
ment  and  secretion),  change  in  wei; 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretii 
suppression  of  lactation  when  give: 
immediately  postpartum,  cholestatii 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changi 
in  libido,  changes  in  appetite,  cystil 
like  syndrome,  headache,  nervous: 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  no: 
sum,  hemorrhagic  eruption,  itchii 
The  following  occurrences  have  be 
observed  in  users  of  oral  contracepj 
fives  (a  cause  and  effect  relationshi 
has  been  neither  established  nor  di 
proved):  thrombophlebitis,  pulmoni 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  ai 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
i lower  patient  cost 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QU I IMA  MM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELl  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophy Mine  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sc i .,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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Herbert  L.  Hyman,  M.D.,  Allen- 
town, has  been  elected  to  membership 
in  England's  Royal  Society  of  Medi- 
cine. Dr.  Hyman,  chief  of  gastro- 
enterology at  Allentown  Hospital,  is 
the  first  Allentown  area  physician 
named  to  the  English  honorary  orga- 
nization. He  is  a Fellow  of  the  Amer- 
ican College  of  Physicians. 

Edgar  L.  Dessen,  M.D.,  Hazleton, 
is  the  recipient  of  the  Pennsylvania 
Power  and  Light  Co.  Keystone  Award 
for  dynamic  leadership  in  industry  and 
community  development.  Dr.  Dessen 
is  a member  of  PP&L’s  Board  of  Di- 
rectors. 


Mario  S.  Sindaco,  M.D.,  Wilkes- 
Barre,  has  been  elected  to  the  presi- 
dency of  the  medical-dental  staff  of 
Mercy  Hospital.  He  also  has  served 
the  institution  as  chief  of  surgery  and 
is  a Fellow  of  the  American  College 
of  Surgeons. 


John  K.  Kreider,  M.D.,  East  Peters- 
burg, is  serving  an  eight-week  tour 
of  duty  at  the  Mtshabezi  Mission  Hos- 
pital in  Rhodesia,  Africa.  Dr.  Kreider, 
a general  practitioner,  previously  spent 
four  years  as  a resident  doctor  at  a 
New  Mexico  Navajo  mission. 

Bernard  D.  Eaton,  M.D.,  has  been 
named  head  of  the  Reading  Health 
Bureau.  Dr.  Eaton  previously  served 
on  the  Civil  Service  Board  and  is  a 
licensed  Federal  Aeronautics  Author- 
ity examiner.  He  is  a member  of  the 
American  Academy  of  General  Prac- 
tice, American  Society  of  Clinical 
Hypnosis  and  the  American  Society 
of  Psychosomatic  Medicine. 

George  J.  Magovern,  M.D.,  Pitts- 
burgh, has  been  awarded  a $17,407 
grant  to  assist  him  in  the  design  and 
application  of  an  implantable  artificial 
heart.  Dr.  Magovern,  who  is  associ- 
ated with  the  University  of  Pittsburgh 
School  of  Medicine,  received  the  allot- 
ment from  the  Health  Research  and 
Services  Foundation. 


C.  M.  Sonne,  M.D.,  Titusville,  who 
has  served  as  deputy  coroner  for  the 
eastern  half  of  Crawford  County  since 
1937,  has  been  reappointed  to  the 
position  by  the  coroner-elect,  Wilbur 
Thomas,  M.D. 


Richard  E.  Jones,  M.D.,  formerly 
co-director,  has  been  named  director 
of  anesthesiology  at  Beaver  Valley 
Providence  General  Hospital,  Beaver 
Falls.  Dr.  Jones  is  certified  by  the 
American  Board  of  Anesthesiology. 

John  R.  Prehatny,  M.D.,  Philadel- 
phia. has  been  elected  to  membership 
in  the  American  College  of  Surgeons. 
An  associate  in  surgery  at  Jefferson 
Medical  College,  he  also  serves  on  the 
Jefferson  Division  of  Philadelphia 
General  Hospital. 

Rex  A.  Pittenger,  M.D.,  director  of 
Staunton  Clinic  of  the  University 
of  Pittsburgh, 
will  leave  his 
campus  duties 
for  one  year  to 
become  adminis- 
trator of  Alle- 
gheny County’s 
Mental  Health 
and  Mental  Re- 
tardation Pro- 
gram. Director  of 
Stauton  Clinic 
since  1955,  Dr.  Pittenger  also  serves 
as  Staunton  Clinic  associate  profes- 
sor of  psychiatry  at  Pitt’s  School  of 
Medicine. 

Katharine  R.  Sturgis,  M.D.,  presi- 
dent of  the  Philadelphia  County  Medi- 
cal Society,  is  the  recipient  of  the 
Gimbel  Philadelphia  Award  "in  recog- 
nition of  outstanding  service  to  hu- 
manity.” Dr.  Sturgis,  professor  and 
chairman  of  the  department  of  pre- 
ventive medicine  at  Woman's  Medical 
College,  received  an  illuminated  scroll 
and  a check  for  $1,000  at  Gimbel’s 
36th  Annual  Award  luncheon. 

Carroll  P.  Osgood,  Jr.,  M.D.,  Car- 
lisle, has  been  awarded  the  Bronze 
Star  with  a “V”  for  valor  in  Vietnam 
where  he  is  currently  serving  as  bat- 
talion surgeon.  The  award  was  made 
to  Dr.  Osgood  for  action  near  Cue 
Pho  when  according  to  the  Citation 
he  exhibited  “personal  bravery  and 
exemplary  devotion  to  duty.”  He  was 
also  cited  for  his  work  among  Diem 
Tieu  refugees  in  the  Phu  My  district. 

Stanley  M.  Stapinski,  M.D.,  Glen 
Lyon,  has  been  elected  a resident 
Fellow  of  the  College  of  Physicians 
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of  Philadelphia.  Dr.  Stapinski  is  as- 
sociated with  the  Hospital  of  the  Uni- 
versity of  Pennsylvania. 

William  R.  McWhirter,  M.D., 

Greenville,  has  been  appointed  to  the 
medical  staff  of  Greenville  Hospital 
with  privileges  in  orthopedic  surgery. 

Harry  A.  Goldstone,  M.D.,  Cali- 
fornia, has  been  named  president  of 
the  Southwestern  Pennsylvania  Heart 
Association  to  serve  the  unexpired 
term  of  Walter  Atalski  who  resigned 
last  year.  Dr.  Goldstone  has  been 
active  in  the  Association  for  nine 
years,  having  served  on  the  Board  of 
Directors  and  the  Executive  Commit- 
tee. During  this  period  he  has  been 
chairman  of  the  membership,  profes- 
sional and  public  education,  and  com- 
munity service  committees. 

W.  Baird  Stuart,  M.D.,  Carlisle,  re- 
ceived honors  at  the  annual  meeting 
of  the  Cumberland  County  Medical 
Society  from  the  Alumni  of  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine.  Dr.  Stuart  was  given  the 
Distinguished  Senior  Alumnus  Award 
by  William  DeMuth,  M.D.,  Carlisle, 
who  represented  the  Alumni. 

Ronald  J.  Clearfield,  M.D.,  New 

Kensington,  has  been  appointed  chief 
of  radiology  service  at  the  Citizens 
General  Hospital.  A diplomate  of  the 
American  Board  of  Radiology,  Dr. 
Clearfield  is  clinical  instructor  of 
radiology  at  the  University  of  Pitts- 
burgh Medical  Center. 

Paul  V.  Kiehl,  M.D.,  chief  surgeon 
at  Brooke  General  Hospital,  Houston, 
Texas,  has  been  appointed  associate 
chief  of  surgery  at  St.  Luke’s  Hos- 
pital, Bethlehem.  Dr.  Kiehl  has  served 
for  twenty-five  years  as  a U.  S.  Army 
career  physician.  He  will  be  respon- 
sible for  the  supervision  of  the  St. 
Luke's  teaching  curriculum  for  interns 
and  residents  in  the  department  of 
surgery. 

Philip  W.  Hoovler,  M.D.  has  been 
appointed  director  of  medical  educa- 
tion at  the  Altoona  Hospital.  Dr. 
Hoovler,  who  joined  the  Altoona  Hos- 
pital staff  in  1962,  is  a native  of 
Franklin. 
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After  forty-two  years  as  a general 
practitioner  in  North  East,  Elmer  G. 

Shelley,  M.D.  has 
retired  from  pri- 
vate practice.  Dr. 
Shelley  is  a past- 
president  of  the 
Pen  n s y 1 v a n i a 
Medical  Society; 
he  was  a delegate 
from  Erie  County 
to  the  State  Soci- 

dr.  shelley  ety  for  twenty- 
two  years  and  a 
PMS  delegate  to  the  American  Medi- 
cal Association  for  two  years.  Dr. 
Shelley  has  been  an  active  member  of 
numerous  County,  and  State  Society 
committees  and  is  currently  chairman 
of  the  A.M.A.  Judicial  Council.  In 
addition  to  his  medical  activities,  he 
has  served  on  the  North  East  Board  of 
Education,  the  Board  of  Trustees  of 
the  Presbyterian  Church  and  as  direc- 
tor of  his  local  bank. 

Daniel  J.  Gross,  M.D.,  Pottstown, 
has  been  named  to  the  Medical  Advi- 
sory Board  of  the  National  Founda- 
tion— March  of  Dimes,  Montgomery 
County  Chapter.  Dr.  Gross  is  a staff 
member  of  the  Pottstown  Memorial 
Medical  Center. 

Ralph  J.  Stalter,  M.D.,  who  directed 
the  campaign  to  install  a medical 
examiner  system  in  Allegheny  County, 
has  been  selected  to  succeed  William 
R.  Hunt,  M.D.  as  County  coroner. 
He  was  appointed  to  fill  the  unexpired 
term  of  Dr.  Hunt,  who  was  elected 
minority  County  Commissioner  re- 
cently. 

James  W.  J.  Carpender,  M.D., 

Sayre,  co-chairman  of  the  department 
of  radiology  at  the  Robert  Packer  Hos- 
pital and  Guthrie  Clinic  was  honored 
recently  by  Columbia  University  when 
he  was  presented  a medallion  com- 
memorating the  200th  anniversary  of 
the  founding  of  the  Medical  School 
of  Kings  College — the  College  of  Phy- 
sicians and  Surgeons,  of  the  Univer- 
sity. The  award  was  presented  to  Dr. 
Carpender  in  recognition  of  his 
achievements  which  have  contributed 
to  the  stature  of  the  University. 

George  L.  Gleeson,  M.D.,  Mechan- 
icsburg,  has  been  installed  as  the  presi- 
dent of  the  Harrisburg  Academy  of 
Medicine.  He  succeeds  Herbert  V. 

Jordan,  Jr.,  M.D.  of  Camp  Hill. 


George  R.  Clammer,  M.D.,  Green- 
fields, has  been  appointed  associate 
coordinator  for  Pennsylvania  for  the 
Greater  Delaware  Valley  Regional 
Program.  Dr.  Clammer  will  work 
with  Philadelphia-based  organizations 
that  operate  in  the  metropolitan  area 
and  will  be  available  for  consultation 
with  the  area-wide  committees  that 
are  being  organized  throughout  this 
area. 

William  Sodeman,  M.D.,  former 
Dean  of  Jefferson  Medical  College,  was 
honored  at  the 
ceremonies  com- 
memorating the 
150th  anniversary 
of  his  alma  mater. 
The  University  of 
Michigan  School 
of  Medicine.  Dr. 
Sodeman  was 
awarded  a certifi- 
cate and  a bronze 
medallion.  The 
award  certificate  reads,  in  part:  “Wil- 
liam A.  Sodeman,  M.D.  1931,  Versa- 
tile International  Medical  Consultant, 
Jefferson  Medical  School  Dean — Upon 
this  exemplar  of  her  cherished  ideals 
The  University  of  Michigan  is  pleased 
to  confer  the  Sesquicentennial  Award.” 

George  R.  Moffitt,  M.D.,  Mechan- 
icsburg,  is  the  1967  winner  of  the 
Dr.  William  H.  Seibert  Prize  Fund 
Award  of  the  Harrisburg  Academy  of 
Medicine.  Dr.  Moffitt  received  the 
$500  award  at  the  Academy’s  first 
annual  past  presidents  dinner.  How- 
ard Miiliken,  M.D.,  Seibert  Award 
Committee  chairman,  presented  the 
award  to  Dr.  Moffitt  for  “elevating 
the  standard  of  the  profession  in  his 
daily  round  of  duty.” 

Allentown  Hospital's  hematology 
division  is  participating  with  Acute 
Leukemia  Task  Force  Study  Group  B 
through  a federal  grant  to  the  hos- 
pital’s chief  of  hematology,  David 
Prager,  M.D.  Author  of  a number  of 
published  articles  on  hematology  and 
kidney  diseases,  Dr.  Prager  is  certi- 
fied by  the  American  Board  of  Inter- 
nal Medicine. 

Catherine  Fales,  M.D.,  Radnor,  has 
heen  named  a psychiatric  consultant 
to  the  Mental  Health-Mental  Retarda- 
tion Board  of  Chester  County.  Her 
primary  responsibility  will  be  in  the 
organization  of  a 24-hour  information 


and  referral  service.  She  is  a member 
of  the  Bryn  Mawr  Hospital  staff  and 
is  associated  with  the  Penn  Founda- 
tion for  Mental  Health,  Inc.,  Sellers- 
ville. 

Appointments  as  assistant  attending 
physicians  at  Philadelphia  General 
Hospital  have  been  made  for  the  fol- 
lowing: Kieth  Hammond,  M.D.,  Irv- 
ing J.  Olshin,  M.D.,  Anna  M.  A. 
Sesso,  M.D.,  Norman  J.  Schatz,  M.D., 
Stephen  L.  Schwartz,  M.D.,  Harold 
Graff,  M.D.,  Richard  E.  Hicks,  M.D., 
William  A.  Lista,  M.D.  and  Harry  J. 
Knowles,  M.D. 

Jack  D.  Myers,  M.D.,  University 
of  Pittsburgh  School  of  Medicine,  was 
a participant  in  the  A.M.A.’s  64th 
Annual  Congress  on  Medical  Educa- 
tion in  Chicago.  Dr.  Myers  spoke  on 
policies  of  speciality  boards. 

William  G.  Slate,  M.D.  has  been 
named  full-time  chairman  of  the  divi- 
sion of  obstetrics 
and  gynecology  at 
Philadelphia’s  Al- 
bert Einstein 
Medical  Center 
and  professor  of 
obstetrics  and  gy- 
necology at  the 
Temple  Univer- 
sity School  of 
Medicine.  Before 
assuming  his  new 
duties  in  Philadelphia,  Dr.  Slate  was 
chairman  of  the  department  of  gyne- 
cology and  obstetrics,  Loma  Linda 
University  School  of  Medicine  and 
chief  of  service  at  Loma  Linda  Uni- 
versity Hospital,  Loma  Linda,  Cali- 
fornia. 

Milton  J.  Freiwald,  M.D.,  Philadel- 
phia, who  lectured  in  the  U.S.S.R. 
under  a State  Department  exchange 
program  last  year,  has  received  New 
Year’s  greetings  from  three  Russian 
surgeons  and  from  Premier  Kosygin. 
Dr.  Freiwald  spent  a month  lecturing 
in  Russia  and  working  with  Russian 
ophthalmologists. 

George  E.  Ehrlich,  M.D.,  director 
of  the  section  of  rheumatology  at  Al- 
bert Einstein  Medical  Center,  Phila- 
delphia, was  a guest  speaker  at  the 
Heberden  Society  meeting,  London, 
England.  He  presented  a paper  en- 
titled Further  Experiences:  Familial 
Mediterranean  Fever. 
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WELCOME,  NEW  MEMBERS! 

These  M.D.’s  have  joined  the  State  Society 
in  recent  months: 


ALLEGHENY  COUNTY: 

David  J.  Torpey,  Jr.,  M.D.,  Presbyterian-University  Hos- 
pital, Pittsburgh  15213. 

Felix  F.  Loeb,  Jr.,  M.D.,  3811  O’Hara  Street,  Pittsburgh 
15213. 

Willa  D.  Lowery,  M.D.,  Magee  Womens  Hospital,  Pitts- 
burgh, 15213. 

Creed  F.  McFall,  Jr.,  M.D.,  Gateway  Towers,  Pittsburgh 
15222. 

Richard  Paul,  M.D.,  161  North  Dithridge  Street,  Pitts- 
burgh 15213. 

Anthony  R.  Haradin,  M.D.,  220  Meyran  Avenue,  Pitts- 
burgh 15213. 

BERKS  COUNTY: 

Bernadine  A.  Prince,  M.D..  1171  Lincoln  Lane,  Hunting- 
don Valley  19006. 

Adolfo  E.  Rodriguez,  M.D.,  606  Museum  Road,  Reading 
19602. 


CENTRE  COUNTY: 


Ernest  H.  Coleman,  M.D.,  705  Sunset  Road,  State  Col- 
lege 16801. 

Ling  G.  Wong,  M.D.,  728  Westerly  Parkway,  State  College 
16801. 

CUMBERLAND  COUNTY: 

Webb  S.  Hersperger,  M.D.,  800  Belvedere  Street,  Car- 
lisle 17013. 

DAUPHIN  COUNTY: 

Joseph  M.  Garfunkel,  M.D.,  Harrisburg  Polyclinic  Hos- 
pital, Harrisburg  17105. 


LEHIGH  COUNTY: 


Sabah  E.  H.  El  Jabri,  M.D.,  103  South  17th  Street,  Allen- 
town 18104. 

Henry  E.  Fenner,  M.D.,  Allentown  Hospital,  Allentown 
18102. 

Sidney  A.  Quinn,  M.D.,  303  North  Sixth  Street,  Allentown 
18102. 

M.  Bruce  Viechnicki,  M.D.,  1603  South  Street,  Allentown 
18102. 


Joseph  A.  Lieberman,  M.D.,  821  South  Ott  Street,  Allen- 
town 18103. 

Dill  J.  Albright,  M.D.,  Student  Health  Center,  Rutgers, 
The  State  University,  New  Brunswick,  New  Jersey 


08903. 

Stanley  F.  Banach,  M.D.,  1934  Linden  Street,  Allentown 
18104. 

Stephen  J.  Barrett,  M.D.,  1536  Walnut  Street,  Allen- 
town 18102. 

Mehmet  F.  Bayri,  M.D.,  563  Benner  Road,  Allentown 
18104. 

dward  J.  Burkhard,  Jr.,  M.D.,  448  Benner  Road,  Apart- 
ment 201,  Allentown  18104. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (!4  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2Vs  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


o 

RORER 

E 
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To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


WELCOME,  NEW  MEMBERS! 

LUZERNE  COUNTY: 

James  S.  Butcofski,  M.D.,  1734  Wyoming  Avenue,  Forty 
Fort  18704. 

Fii.emon  C.  Cabansag,  M.D.,  Nuremberg  Medical  Cen- 
ter, Yeston  Road,  Nuremberg  18241. 

Edwin  L.  Lyons,  M.D.,  854  Nandy  Drive,  Kingston 
18704. 

Pedro  A.  Salazar,  M.D.,  306-307  Hazleton  National 
Bank  Building,  Hazleton  18201. 


TUBERCULINJINETEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuDerculosis  Available  in  5's  and  25's. 
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McKEAN  COUNTY: 

Jafar  A.  Hamidi,  M.D.,  9 Chautauqua  Place,  Bradford 
16701. 

MONTGOMERY  COUNTY: 

Robert  W.  Connor,  M.D.,  601  East  Main  Street,  Lansdale 
19446. 

James  T.  Gourzis,  M.D.,  Camp  Hill  Road,  Fort  Washing- 
ton 19034. 

William  Pinsky,  M.D.,  762  East  Main  Street,  Lansdale 
19446. 

R.  Hailock  Williams,  M.D.,  629  Manchester  Road,  Nor- 
ristown 19403. 

PHILADELPHIA  COUNTY: 


SECOND  ANNUAL 
MAIN  LINE  CONFERENCE 

CURRENT  CONCEPTS 
IN  MEDICINE  FOR 
THE  PRACTICING 
PHYSICIAN 

April  25,  26,  27,  1968 
Treadway  Inn,  St.  Davids,  Pa. 


Sponsored  by  The  Bryn  Mawr  Hospital  and  the  Montgomery  County 
Chapter  of  the  AAGP  (approved  for  15  hours  credit) 


Symposia  and  Panels  on: 
Coronary  Artery  Disease; 
Stroke;  Diagnosis  of 
Anemia;  Painful  Shoulder; 
Indications  for  Surgery; 
Acute  Abdomen  in  Pedi- 
atrics; Chronic  Disease 
States. 

Specialty  Clinics. 

Guest  Speaker: 

Frank  A.  Elliott  M B. 
Special  Guest  Speaker: 

Paul  Dudley  White,  M.D. 


Chairman: 

Harold  J.  Robinson,  M.D. 
For  Information  Write: 

John  T.  Magee,  M.D. 
Director  of  Medical  Educa- 
tion 

The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa.  19010 
Fee:  $35.00 

(Includes  luncheons,  cock- 
tails and  dinner) 


Laird  G.  Jackson,  M.D.,  1025  Walnut  Street,  Philadelphia 
19107. 

Jaroslaw  Jarymovych,  M.D.,  Congress  Hall  Apartments,  I 
5003A  Erringer  Place.  Philadelphia  19144. 

Jack  Jenofsky,  M.D.,  8931  Maxwell  Place,  Philadelphia 
19152. 

Stephen  J.  Ellen,  M.D.,  2730  West  Country  Club  Road, 
Philadelphia  19131. 

J.  Lloyd  Elliott,  M.D.,  929  Remington  Road,  Wynne- 
wood  19096. 

Javier  Fernandez,  M.D.,  6439  Green  Street,  Apartment 
A-l,  Philadelphia  19119. 

Myron  W.  Frederic,  M.D.,  51  North  39th  Street,  Phila- 
delphia 19104. 

Robert  W.  Hamilton,  M.D.,  Community  Health  Service 
Building,  500  South  Broad  Street,  Philadelphia  19146. 

Sani  Michael,  M.D.,  14014  Napier  Street,  Philadelphia 
19116. 

George  Mikhail,  M.D.,  1025  Walnut  Street,  Philadelphia 
19107. 

Bernard  Neff,  M.D.,  585  Kismet  Road,  Philadelphia 
191  15. 

Samuel  O.  Paris,  M.D.,  109  Summit  Avenue,  Jenkin- 
town  19046. 

Conchita  T.  Sauco,  M.D.,  5501  Greene  Street,  Philadel- 
phia 19144. 

POTTER  COUNTY: 

Lewis  C.  Reese,  M.D.,  Charles  Cole  Memorial  Hospital, 
Coudersport  16915. 

WASHINGTON  COUNTY: 

Joseph  W.  Bardzil,  M.D.,  801  West  Pike  Street,  Houston  ' 
15342. 

John  R.  Paluso,  M.D.,  74  McClane  Avenue,  Washington 
15301. 
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PENNSYLVANIA  MEDICINE 


in 

digestive 

disorders: 

B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 

Stomaps 

Stress  Formula  Vitamins  Lederle  JH. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  tMMrm 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


I 


I 


< ( 


Upper  respiratory  infection!  I thought  everything 
was  a ‘ vims’  these  days?” 


i 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


A/ith  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
ablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
ndividual  patient. 

Movahistine  LP  tablets  are  most  useful  for  relief  of 
lasal  congestion  in  patients  without  pain  or  fever. 
Nlovahistine  Singlet  tablets,  which  provide  analgesic- 
intipyretic  effect,  as  well  as  decongestant  action,  are 
ndicated  for  upper  respiratory  infections  accompanied 
>y  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
rrovide  effective,  continuous  relief. 

Jse  cautiously  in  patients  with  severe  hypertension, 
liabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

•ach  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
hlorpheniramine  maleate,  4 mg. 

:ach  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
hlorpheniramine  maleate,  8 mg  . and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


PENNSYLVANIA 

MEDICINE 


capitol  report 


Congress  Told  That 
Weightwatchers  Are 
Quackery  Targets 

The  American  Medical  Association 
told  Congress  that  weight  reduction  is 
a leading  health  area  for  quackery. 

The  AMA  position  on  weight  re- 
duction, particularly  as  so-called  diet 
pills  are  involved,  was  outlined  by 
Theodore  B.  Van  Itallie,  M.D.,  of 
New  York  City,  a member  of  the 
Council  on  Foods  and  Nutrition,  and 
Harry  C.  Shirkey,  M.D..  of  Birming- 
ham. Ala.,  vice  chairman  of  the  Coun- 
cil on  Drugs,  in  testimony  before  the 
Senate  Antitrust  and  Monopoly  Sub- 
committee. 

The  subcommittee  was  investigating 
reports  that  some  osteopaths  and  phy- 
sicians were  making  large  incomes 
from  assembly-line  administration  of 
multi-colored  “diet”  pills  containing 
such  drugs  as  barbiturates,  thyroid  ex- 
tract, amphetamines,  thiazine,  diuret- 
ics, laxatives  and  various  hormones. 

ConCon  Acts  On 
Coroner  Issue; 

County  Codes  Rule 

The  Constitutional  Convention's 
Committee  on  Local  Government  has 
reported  by  a 41-2  vote  its  reform 
package  aimed  at,  in  the  words  of  the 
Co-chairman,  “returning  local  govern- 
ment to  the  people  and  stimulating  a 
new  spirit  of  civic  interest.” 

The  Committee's  proposal  on  coun- 
ty government  takes  the  approach  that 
counties  should  become  a strong  core 
of  local  government.  Specific  language 
in  the  measure  is  pegged  directly  to 
the  proposal  for  home  rule  and  more 
optional  forms  of  local  government. 

The  measure  would  retain  the  coun- 
ty “row”  office  structure,  but  elim- 
inate surveyors  and  coroners  and 
thereby  open  the  door  for  the  State 
Legislature  to  resolve  the  question  of 
whether  county  coroners  or  a system 
of  medical  examiners  would  be  more 
feasible.  Removal  of  the  coroner  is 
designed,  said  Co-chairman  Mander- 
ino,  “to  give  the  General  Assembly  the 


authority  to  determine  where  a medi- 
cal examiner  system  would  be  feasible 
and  where  coroners  should  be  re- 
tained.” 

At  this  writing.  Committee  Proposal 
No.  6,  eliminating  the  coroner  from 
the  language  of  the  Constitution,  is 
on  “first  consideration"  by  the  Dele- 
gates. 

It  should  be  noted  that  coroners  will 
still  be  in  business  following  the  Con- 
stitutional Convention  because  they 
are  written  into  the  language  of  the 
various  county  codes.  It  is  this  body 
of  county  law  which  gives  the  cor- 
oners their  duties,  and  it  will  be  these 
laws  that  the  Medical  Society  will  try 
to  have  amended  in  order  to  provide 
either  a statewide  medical  examiner 
system  or  medical  examiners  for  the 
larger  counties. 

Physicians  Would 
Resist  National 
Medical  Standards 

Dwight  L.  Wilbur,  M.D..  president- 
elect of  the  AMA,  warned  that  physi- 
cians will  resist  any  effort  to  establish 
national  medical  standards  under  the 
Regional  Medical  Programs. 

But,  he  predicted  that  the  medical 
profession  would  cooperate  enthusi- 
astically if  the  programs  are  carried 
out  on  a voluntary  cooperative  basis. 

“If  RMP  maintains  its  current  em- 
phasis on  the  working  together  of  re- 
gional groups,”  states  Dr.  Wilbur,  "it 
will  fulfill  its  purpose  of  improving  the 
quality,  accessibility  and  availability 
of  health  care,  physician  and  institu- 
tional performance,  and  consumer  sat- 
isfaction. 

“On  the  other  hand,”  he  emphasized, 
"if  RMP  becomes  an  instrument  for 
the  establishment  of  national  standards 
with  the  coercive  compliance  com- 
pelled by  such  standards,  it  will  arouse 
nationwide  resistance  from  phy- 
sicians, institutions,  and  allied  health 
professions.  What  can  be  gained  by 
cooperation  and  meaningful  partici- 
pation will  surely  be  lost  if  the  use  of 
coercive  power,  which  for  the  moment 
lies  dormant  in  Public  Law  89-239. 
becomes  its  dominant  characteristic.” 


Buy  Bonds 
where  you  work 


He  does. 


Why  do  our  servicemen  buy  U.S.  Sav- 
ings Bonds?  Their  reasons  are  the  same 
as  yours  and  mine:  saving  for  tht 
future,  supporting  freedom.  And  be- 
cause they’re  lighting  for  freedom,  too, 
maybe  servicemen  see  the  need  moi 
clearly  than  many  of  us.  Buy  Bond 
In  more  than  one  way,  it  makes  yc 
feel  good. 

New  Freedom  Shares 

Now,  when  you  join  the  Payro 
Savings  Plan  or  the  Bond-a-Mont 
Plan,  you  are  eligible  to  purchase  th 
new  type  U.S.  Savings  Notes  — Fre< 
dom  Shares  — as  a bonus  opportuni 
Freedom  Shares  pay  4.74%  when  hel 
to  maturity  of  just  four-and-a-ha 
years  ( redeemable  after  one  year) , ar 
available  on  a one-for-one  basis  witl 
Savings  Bonds.  Get  the  facts  when 
you  work  or  bank. 

Join  up.  America  needs  your  help. 

U.S.  Savings  Bonds, 
new  Freedom  Shares 
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PENNSYLVANIA  MEDICINES 


A simplified  approach 
to  the  practica  management 
of  hypertension 


PARGYLINE 


lipiihxe 


DESERPIDINE 


DESERPIRINE 


PARGYLINE 


> ItPIWINE 


PESERPIIHXE 


PARRYLINE 


mhthvcuhhia/idh 


PARRYLINE 


l’ARGYLINE 


PARRYLINE 


WESERPIDIXE 


IPIDINE 


MLTIIYCL0TIIL4ZIM 


RESERPIRINE 


BYLINE 


RESERPIRINE 


PARRYLINE 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  sever*  i 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 

1ETHYCL0THIAZIDE  5 mg.  with 
ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


ENDURON 


ENDURONYl! 


MEIHYCLOTUIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been;  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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MeadQjmmnn-pharmaceuticals  created  for  your  specialized  clinical  needs 


She  relies 
on  your 
contraceptive 
advice 


She  can  expect  to 
continue  Oracon  for  years 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink—  Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  mondial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen -progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 


observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  change  in  menstrual  (low,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  seal])  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 

1 he  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-oc  ular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalcin 
and  other  hepatic  lime  lion  tests;  coagulation  tests  (in- 
crease in  prothrombin,  factors  VI I , VI 1 1 , I \ , and  X): 
thyroid  function  (increase  in  l’BI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T:l  values); 
metyrapone  test:  pregnanediol  determination. 
Administration:  Counting  onset  o(  menses  as  Day  l,the 
patient  starts  medication  on  Day  5 ol  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  2.r>.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  II  llow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 lull  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  fi  unmedicatcd  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  anil  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
tcrone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


’akette®  dispense: 
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Disposables  Are  Dangerous 


The  best  squirt  gun  you  can  get  is  a thirty  cc 
syringe.  If  you  need  a high  volume  shot,  the 
syringe  alone  is  enough.  But,  if  you  seek  a 
surreptitious,  long  distance,  small  volume  direc- 
tional fire  (as  during  arithmetic  class)  a small 
needle  should  be  added.  The  best  thing  about  this 
is  that  it  need  not  make  any  inroad  on  one's  dis- 
posable income.  The  syringe  and  needle  can  be 
found  in  the  refuse  can  in  back  of  the  doctor’s 
office. 

This  is  to  illustrate  the  fact  that  it  gets  harder 
and  harder  to  obey  our  ancient  rule  to  do  no 
harm.  Our  increasingly  effective  therapeutic  agents 
have  increasing  ability  to  be  damaging.  This 
makes  constant  increase  in  vigilance  essential. 
And  now,  we  must  set  up  procedures  to  prevent 
irresponsible  people  from  injuring  themselves  by 
looting  our  trash  barrels.  Drug  samples  and  re- 
mainders and  disposable  tools  must  be  kept  from 
the  hands  of  children  and  otherwise  immature 
citizens. 

The  fact  that  the  syringe  and  needle  problem 
is  a real  one  has  been  pointed  out  by  our  Health 
Department.  The  danger  to  children  is  matched 
by  the  danger  to  those  who  seek  intravenous  in- 
jection of  the  drugs  by  which  they  hope  to  solve 


Medicine  and  Religion 


their  problems.  We  must  not  be  responsible  for 
complicating  the  problem  of  drug  dependence  and 
addiction. 

It  is  no  good  saying  that  these  children  and 
those  immature  adults  need  discipline,  although 
it  may  be  true.  The  place  to  attack  the  problem 
is  where  you  can  do  something.  You  can  set  up 
a system  by  which  dangerous  substances  are  kept 
out  of  the  trash  can.  The  syringe  and  needle 
problem  has  had  attention  and  a machine  is 
obtainable  from  your  surgical  supply  house  which 
will  destroy  the  disposable  needle.  Another  ma- 
chine crushes  the  syringe.  Other  methods  abound 
which  prevent  the  loss  of  these  used  syringes  and 
needles.  They  may  readily  be  burned  if  your 
work  is  in  an  institution  large  enough  to  main- 
tain an  incinerator.  A jar  of  commercial  acetone 
can  be  kept  on  hand  and  the  syringe  disposed  of 
by  dropping  it  (or  half  of  it)  into  this  jar.  The 
needles  can  be  “defused”  by  means  of  an  in- 
expensive wire  cutter.  But,  whether  you  stomp  on 
them  or  burn  them  or  buy  a machine  to  destroy 
them,  it  is  mandatory  that  you  make  these  dan- 
gerous cast-offs  inaccessible  to  children  and  other 
irresponsible  people.  Avoid  doing  this  harm. 

CBL 


Month 


The  Medicine  and  Religion  movement  of  or- 
ganized medicine  exists  to  promote  dialogue  be- 
tween physicians  and  clergymen  in  an  effort  to 
improve  patient  care  and  to  resolve  the  many 
medical-moral  problems  of  our  day.  The  gap 
between  the  professions  is  wider  than  we  had  sus- 
pected and  only  sustained  imaginative  program- 
ming at  the  county  medical  society  level  will  grad- 
ually promote  the  desired  rapport. 

Transplantation  of  vital  human  organs  (kidneys, 
liver,  heart)  presents  new  ethical  problems  for  the 
physician.  The  moral,  philosophical,  and  religious 
implications  of  this  challenging  new  field  are 
quite  evident  and  the  public  (our  patients)  de- 
vours any  information  that  becomes  available  on 
the  subject.  It  is  an  area  such  as  this  where  the 
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physician  and  the  clergyman  can  discuss  the  re- 
ligious and  medical  implications  in  an  effort  to 
understand  each  others  feelings  and  be  able  to 
handle  situations  that  may  result  when  transplant 
surgery  is  needed. 

To  promote  this  effort,  the  Board  of  Trustees 
of  the  Pennsylvania  Medical  Society  has  desig- 
nated March,  1968  as  “Medicine  and  Religion 
Month."’  Statewide  public  relations  efforts  are 
planned  for  March  and  county  medical  societies 
have  been  encouraged  to  set  this  month  aside  and 
discuss  with  their  executive  and  program  com- 
mittees the  development  of  a medicine  and  re- 
ligion program. 

John  H.  Harris,  Sr.,  M.D. 

President 
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One 


Now  that  the  osteopath  has  formally  forsaken 
cultism  and  is  (in  nearly  all  of  the  United 
States)  practicing  an  orthodox  kind  of  medicine 
based  on  scientific  principles,  every  medical  prac- 
titioner has  a problem  and  an  obligation.  The 
existence  of  a “second  medicine”  is  regarded  in 
various  ways  and  the  “allopathic”  practitioners 
share  in  these  varied  viewpoints.  Some  doctors 
of  medicine  ignore  the  problem,  some  direct 
their  gaze  toward  a single  facet  on  its  varied 
surface  and  some  become  emotional  about  it 
with  or  without  examining  the  depth  of  its  struc- 
ture. Some,  of  course,  are  examining  its  mean- 
ings and  dimensions  very  seriously. 

Of  the  last,  a large  number  are  waiting  for 
“them”  to  "do  something.”  This  is  the  group  who 
can  most  profitably  be  addressed.  We  can  be 
sure  that  the  problem  will  not  right  itself  and 
that  a small  handful  of  persons  cannot  handle 
it  alone.  It  requires  the  help  and  participation  of 
nearly  all  who  are  concerned;  it  calls  for  con- 
tinued vigilance  as  the  situation  evolves  and 
possible  solutions  appear. 

Meanwhile  the  fully  licensed  D.O.  and  the 
M.D.  are  practicing  practically  the  same  type  of 
medicine,  under  essentially  the  same  principles — 
but  separately. 

All  agree  that  in  any  given  community,  the 
best  medical  care  that  can  be  made  available 
ought  to  be  freely  and  equally  available  to  all 
who  need  it.  This  is  a truism  but  it  deserves 
mention  as  an  approachable  goal.  However,  when 
one  begins  to  define  all  his  terms,  the  goal  is  not 
so  close  to  attainment  as  some  seem  to  believe. 

The  present-day  community  itself  keeps  chang- 
ing and  enlarging.  In  the  medical  community, 
patients  are  whisked  far  away  in  airplanes  to  be 
given  specialized  care  in  burn  centers,  in  radio- 
therapy centers,  in  cardial  surgery  centers  and 
many  similar  specialized  facilities.  The  commun- 
ity no  longer  delimits  medical  care  by  boundaries 
of  geography.  Modern  changes  and  present  cir- 
cumstances make  us  regard  the  extent  of  care 
available  to  us  in  a new  light.  We  can  all  appre- 
ciate this.  We  physicians  seek  any  means  to 
obtain  the  best  care  for  our  patients,  according 
to  the  unvarying  principles  of  Medicine,  as  we 
have  always  done.  It  may  not,  however,  be  obvi- 
ous that  the  best  has  become  immeasurably  better 
and  much  more  widely  and  easily  available. 

But  existance  and  availability  cannot  guaran- 
tee that  the  public  will  reach  the  personnel  and 
facilities  to  get  the  best  medical  care  which 
can  be  had.  Communication  must  be  free  among 
all  branches  of  the  healing  arts  in  order  to  make 
the  very  costly  equipment  and  the  very  highly 


trained  team  of  health  care  specialists  provide 
the  best  service  to  a community.  Distributions  of 
facilities  and  services  and  their  utilization  depend 
upon  many  factors  other  than  the  geographic  | 
limits  and  a failure  of  communication  among  1 
practitioners  can  be  a major  impediment  to  opti- 
mum use. 

Let  us  also  note  that  securing  the  best  available 
medical  care  is  very  often  dependent  upon  the  ! 
physician  of  first  contact  and  upon  the  freedom 
and  professional  relationships  of  that  primary  I 
medical  man — that  is,  upon  his  resources  for  ex-  j 
tending  and  enlarging  his  own  diagnostic  and 
therapeutic  resources. 

To  achieve  its  highest  position  in  our  culture,  I 
our  health  care  system  should  use  every  asset  to 
best  advantage.  It  is  clear  that  when  a major 
function  of  Society  is  in  the  hands  of  two  similar 
but  essentially  unrelated  groups  which  do  the 
same  thing  in  the  same  way,  we  are  not  getting 
the  best  “mix” — the  maximum  efficiency.  On 
professional,  ethical,  moral,  sociological,  practical 
or  other  grounds,  we  need  the  largest  and  the 
best  choices  possible. 

The  separation  is  clearly  being  wiped  out  by 
the  erosion  of  circumstances.  The  military  has 
had  to  abandon  it;  the  Veterans’  Administration 
recognizes  one  kind  of  physician  and  many  com- 
munity services  such  as  school  health  and  various 
clinics  do  not  perpetuate  the  separation  of  prac- 
titioners. The  two  kinds  of  physicians  meet  at 
civic,  voluntary  health,  charitable,  social,  fra- 
ternal and  religious  functions.  The  United  Fund 
and  the  Y.M.C.A.  do  not  have  separate  facil- 
ities for  the  M.D.  and  the  D.O.  And  in  an  emer- 
gency, the  entire  public  would  see  the  M.D.  and 
the  D.O.  without  distinction.  If  you  will  not 
agree  to  that,  substitute  “disaster”  for  “emergency” 
in  the  last  sentence. 

Still,  in  a large  number  of  communities,  the 
patient  load  is  divided  between  the  two  groups. 
They  do  not  need  to  compete  for  patients,  but 
share  the  load — with  little  or  no  communication 
between  them.  The  citizen,  as  a patient,  should 
not  be  forced  to  seek  the  best  care  he  can  get  by 
employing  a divided  group.  If  his  available  assets 
are  restricted  because  of  an  outmoded  set  of  cir- 
cumstances, we  should  all  be  trying  to  better  our 
society  by  improving  the  utilization  of  our  re- 
sources. 

In  the  emerging  solution  three  main  things  will 
prove  helpful:  serious  study  of  the  whole  prob- 
lem, an  open  mind  and  an  end  to  procrastina- 
tion. The  difficulties  in  ending  the  separatist 
practices  of  D.O.  and  M.D.  are  great  but  they 
are  not  insurmountable.  Moreover,  some  of  the 
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difficulties  lie  in  the  minds  of  the  parties  on  both 
sides  of  the  bench. 

The  problem  of  granting  the  M.D.  degree  to 
certain  practitioners  who  never  attended  a “regu- 
lar” medical  school  is  a serious  matter  but  it 
is  not  intimately  related  to  the  subject  being  dis- 
cussed. The  two  kinds  of  physicians  can  work 
together  with  different  degrees  while  the  academic 
problem  awaits  a later  solution. 

The  relative  needs  and  merits  of  the  osteopathic 
and  allopathic  medical  schools  and  the  quality 
of  the  education  they  offer  deserve  all  the  atten- 
tion devoted  to  them  but  need  not  be  a cause  of 
schism  between  fully  licensed  practitioners  who 
are  equally  eligible  to  care  for  the  citizens  of  the 
community. 

The  problems  of  the  qualifications  of  specialists, 
the  availability  of  beds  in  M.D.  and  D.O.  hospitals, 
the  building  of  more  of  one  or  the  other  kind  of 
facilities,  the  relative  acceptability  of  the  D.O. 
and  the  foreign-trained  M.D.,  the  admission  of 


the  D.O.  as  intern  in  the  allopathic  hospital, 
the  public  acceptance  of  osteopaths  and  the  result 
of  the  doctor  draft  of  World  War  II  on  the  status 
of  the  osteopath  are  all  being  discussed  along  with 
many  other  aspects  of  the  relationship.  They 
will  continue  to  be  discussed  as  will  all  other 
views  of  the  situation. 

I hasten  to  concede  the  importance  of  these 
topics  but  I suggest  that  we  go  on  discussing  them 
and  seeking  solutions  while  we  integrate  the  two 
kinds  of  practice  so  that  the  patient  can  get  the 
best  possible  medical  service.  Merely  to  acceler- 
ate the  union  of  the  two  kinds  of  practice  into 
One  Medicine  will  be  goal  enough  for  the  present. 
Since  it  will  not  be  easy  or  quick  and  since  it 
will  be  good  for  our  patients,  I submit  that  it 
is  an  obligation  upon  each  practitioner  to  strike 
whatever  blow  he  can  to  eliminate  the  schism  be- 
tween the  two  kinds  of  licensed  physicians — both 
legally  qualified  to  do  the  same  thing. 
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Community  Mental  Health 

and 

Dynamic  Child  Psychiatry 


The  threat  of  dilution  of  services  and  negation  of 
learning  challenge  community  program  fulfillment 


HERMAN  S.  BELMONT,  M.D. 
Philadelphia,  Pennsylvania 


ith  the  recent  explosion  of 
interest  in  community  men- 
tal health  and  the  markedly 
increased  availability  of  funds  for 
development  of  extensive  programs 
aimed  at  fulfilling  the  mental  health 
needs  of  all  people,  there  has  become 
evident,  concurrently,  an  ever-growing 
sound  of  uncertainty  and  anxiety 
among  psychiatrists  and  child  psychi- 
atrists. This  situation  is  crucial,  and 
there  is  utmost  importance  in  a free 
and  open  exchange  of  thoughts  and 
feelings  about  the  various  issues  in- 
volved so  that  any  misunderstandings 
can  be  clarified  and  any  poorly  laid 
plans  for  design  of  community  proj- 
ects corrected. 

As  a child  psychoanalyst  and  head 
of  an  active  medical  school  child  psy- 


chiatry section  already  fulfilling  mul- 
tiple services  for  children,  the  author 
is  about  to  embark  on  the  develop- 
ment of  a “community  mental  health 
program”  for  children.  The  spirited 
crossfire  of  feelings  and  pressures, 
which  many  of  my  colleagues  have 
expressed  in  reaction  to  the  announce- 
ment of  this  intention,  makes  the  au- 
thor feel  the  need  for  some  discussion 
of  the  subject,  which  has  implications 
for  social  programs  in  many  other 
areas  of  medicine  as  well.  On  one 
hand,  there  are  those  who  feel  that 
any  community  mental  health  pro- 
gram of  significant  size  and  ambition, 
and  supported  by  federal  and  state 
funds,  is  the  beginning  of  the  end  of 
high  professional  standards  in  child 
psychiatry.  They  foresee  the  elimina- 


lion  of  adequate  diagnostic  pro- 
cedures; they  foresee  dilution  of  ef- 
fective therapeutic  measures;  they 
foresee  less  emphasis  on  adequate  pro- 
fessional standards  for  personnel 
working  with  children,  as  a result  of 
the  tremendous  demands  and  the  scar- 
city of  well-trained  personnel.  In  the 
extreme,  they  anticipate  the  indis- 
criminate lumping  together  of  all 
troubled  children  with  many  different 
diagnoses  into  a kind  of  massive 
group,  recreational,  social,  “do-good- 
er” kind  of  psychiatric  approach,  ad- 
ministered by  second-rate  personnel. 
In  short,  these  individuals  feel  that 
unless  the  scope  and  nature  of  child 
psychiatric  practice  in  the  community 
remains  relatively  the  same,  or  de- 
velops and  changes  only  very  slowly, 
this  will  be  the  end  of  high  caliber 
child  psychiatric  treatment  individual- 
ly oriented  and  prescribed. 

Advantages  Envisioned  by  Some 

On  the  other  hand,  there  are  those 
who  welcome  the  prospect  of  increased 
availability  of  funds.  They  make  plans 
for  diverse  therapeutic  innovations 
and  adaptations  of  established  tech- 
niques, aimed  at  fulfilling  the  psy- 
chiatric needs  of  a given  catchment 
area,  whether  it  be  via  group  therapy, 
family  therapy,  behavior  therapy,  hyp- 
notherapy or  what  not.  In  the  ex- 
treme, there  is  neither  caution  nor 
concern,  only  enthusiasm  about  op- 
portunities for  development. 

Caution,  Deliberation  Indicated 

It  is  in  relation  to  this  situation 
that  the  author  wishes  to  make  a few 
comments. 

In  an  introduction  of  the  1966 
Freud  Memorial  lecturer  for  the  Phil- 
adelphia Association  for  Psychoanaly- 
sis, this  author  made  the  following 
statement:  “With  the  many,  ever 

wider  applications  and  relationships  of 
psychoanalysis  . . . , we  must  at  the 
same  time  constantly  remain  alerted 
to  the  danger  of  over-extending  our 
supply  lines.  There  are  currently 
many  valid  pressures  for  provision  of 
services  to  large  numbers  of  individ- 
uals who  have  never  before  had  them. 
Vast  sums  of  money  have  been  allo- 
cated for  this  purpose.  There  is  a 
great  need  and  there  are  funds  to  be 
used  in  fulfilling  this  need. 

“There  is  also  a real  danger  in  this 
kind  of  atmosphere,  tempted  by  the 
pressure  of  necessity  and  the  lure  of 
federal  subsidy,  to  substitute  wish  for 
reality — the  wish  for  the  easy  solu- 
tion— the  mass  treatment  for  the  men- 
tal and  emotional  ills  of  all  mankind 


54 


by  "therapists'  who  have  much  good 
intention.  More  is  needed  than  this. 
Too  ambitious  and  too  rapidly  ex- 
tended ventures  with  poor  foundations 
will  only  backfire  and  serve  to  dis- 
credit psychoanalysis  as  well  as  psy- 
chiatry in  general.  One  safeguard 
against  the  wild  and  ill-advised  mis- 
application of  basic  dynamic  principles 
is  the  continued  practice,  study  and 
research  of  the  dynamics  in  depth  of 
the  individual  patient.  With  a sound, 
disciplined  and  thorough-going  under- 
standing of  the  individual,  a therapist 
is  then  in  a better  position  to  under- 
take the  perhaps  less  well-charted,  per- 
haps more  difficult  and  as  yet  more 
experimental,  family,  group  and  com- 
munity therapy  programs.  To  jump 
headlong  into  these  programs  en  masse 
without  deliberation  and  cautious 
gradual  expansion,  without  adequately 
trained  therapists  and  to  the  neglect 
of  the  main  supply  line  from  which 
all  applications  continue  to  derive 
much  of  their  nutriment,  namely,  an 
intimate  familiarity  with  all  of  the 
theoretical  and  practical  principles 
which  psychoanalysis  has  given  us,  is 
to  substitute  wish  for  reality  and  to 
court  disaster.” 

I think  my  point  is  clear.  At  Hahne- 
mann, in  child  psychiatry,  we  feel 
very  strongly  the  need  to  offer  the 
community  all  available  tried  and  es- 
tablished diagnostic,  therapeutic  and 
preventive  measures.  To  the  extent 
that  our  services  can  be  used  by  more 
people  in  all  classes  of  society,  we 
agree  they  most  certainly  should. 
However,  with  all  available  funds,  it 
is  our  opinion  that  there  is  little  likeli- 
hood that  we  will  be  able  to  provide 
optimal  care  for  every  person  in  our 
catchment  area,  at  least  in  the  near 
future,  before  many  additional  skilled 
personnel  are  trained.  This  limitation 
does  not  preclude  the  use  of  the  best, 
most  highly  recommended  and  appro- 
priate treatment  measures  for  those 
who  can  receive  treatment  now. 

The  impression  has  been  circulated 
that  once  a community  mental  health 
program  is  funded  it  must  then  assume 
immediate  responsibility  for  adequate 
care  of  every  single  person  in  its  catch- 
ment area.  If  this  is  impossible,  then 
everyone  will  have  to  experience  a les- 
ser and  lesser  degree  of  care  or  treat- 
ment. This  is  the  misconception  to 
which  I am  particularly  directing  my 
attention.  To  the  best  of  my  knowl- 
edge there  is  no  such  requirement  in 
the  law. 

The  center  is  expected  to  accept 
for  professional  services  any  eligible 
person  without  regard  to  race,  reli- 


gion, socio-economic  status,  etc.,  in 
order  of  application,  and  to  the  extent 
that  such  treatment  facilities  are  avail- 
able at  all.  If  a center  has  reached 
the  point  where  it  can  no  longer  accept 
another  patient  while  providing  an  ac- 
ceptable caliber  of  care,  it  is  not 
obliged  to  assume  responsibility  for 
those  patients  which  it  cannot  accept. 

Highest  Standards  Can  and  Must 
Be  Maintained 

There  is  nothing  in  the  make-up  of 
the  centers  which  should  in  any  way 
interfere  with  maintaining  the  highest 
standards  of  professional  performance 
for  the  patients  which  the  center  can 
take  and  care  for.  Beyond  this,  it  is 
assumed  that  each  center  will  make 
definite  efforts  to  offer  means  by  which 
eventually  the  burden  of  unfulfilled 
mental  health  needs  can  be  progres- 
sively lessened  within  the  community. 
But  this  has  always  been  our  responsi- 
bility and  we  are  not  required  to  at- 
tend to  this  responsibility  with  any 
lesser  regard  for  high  professional 
standards  than  we  have  heretofore 
practiced. 

Up  to  this  point  I have  emphasized 
one  particular  idea,  namely,  that  the 
funding  of  community  mental  health 
centers  does  not  in  any  way  imply  the 
necessity  for  a reduction  in  the  caliber 
of  psychiatric  treatment  to  be  pro- 
vided. While  there  may  be  funds  for 
addition  of  personnel  necessary  to 
treat  more  patients,  and  while  each 
potential  patient  will  have  as  much 
right  as  any  other  to  apply  for  treat- 
ment, if  a community  mental  health 
program  cannot  accept  another  patient 
and  still  feel  able  to  provide  the  level 
of  psychiatric  service  it  chooses  to 
maintain,  it  is  not  obliged  to  com- 
promise these  standards  in  the  face  of 
increased  numbers  demanding  service. 
It  is,  however,  in  no  different  position 
from  every  practicing  child  psychia- 
trist and  clinic  in  the  country,  in  re- 
spect to  considering  how  best  to  at- 
tend the  needs  of  those  awaiting  at- 
tention. 

Specific  Aspects  of  Community 
Programs 

Aside  from  the  fact  that  more  ser- 
vices will  be  potentially  fundable,  and 
there  will  be  no  preferential  selection 
of  patients,  what  other  particular  as- 
pects of  the  community  mental  health 
program  could  arouse  such  intense 
feeling,  anxiety  and  concern? 

Within  a community  program,  out- 
patient services  and  inpatient  facilities 
are  expected  to  be  properly  staffed  and 
made  available  to  a much  wider  spec- 
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trum  of  the  community.  There  can 
be  no  question  about  the  desirability 
of  such  a facility. 

Concerning  the  outpatient  service, 
there  is  no  expectation  in  the  law  that 
the  outpatient  services  be  provided  ac- 
cording to  any  particular  formula,  but 
simply  in  a manner  considered  neces- 
1 sary  and  effective  professionally  by  the 
particular  center.  There  is  no  require- 
ment that  indiscriminate  and  poorly 
indicated  group  or  family  therapy  be 
practiced  with  large  numbers  of  un- 
diagnosed patients.  There  is  no 
requirement  to  utilize  counseling  and 

I environmental  manipulation  where,  in 
the  opinion  of  the  physician,  the  reso- 
lution of  an  intrapsychic  conflict  is 
indicated.  There  is  no  contraindica- 
tion to  careful  screening  of  patients 
with  a proper  assignment  to  a mode 
of  treatment  thought  advisable  and 
adapted  to  each  patient’s  needs. 

I believe  this  is  exactly  what  we 
child  psychiatrists  have  always  wanted 
— more  federal  and  state  support  to 
make  possible  the  development  of  ade- 
quate outpatient  and  inpatient  services 
to  meet  the  specific  needs  of  the  many 
different  types  of  patients  we  have  to 
serve. 

The  twenty-four  hour  emergency 
service  has  been  subject  to  criticism. 
Comments  have  been  that  people  will 
be  walking  in  at  all  hours  and  de- 
manding psychiatric  service,  which  is 
neither  available  nor,  in  some  cases, 
indicated. 

The  availability  of  a psychiatrist  for 
consultation  in  specific  emergency  sit- 
; uations  is  to  me  unquestionably  de- 
sirable. There  is  no  reason  why  an 
acute  psychiatric  crisis  cannot  be  as 
demanding  of  attention  after  the  regu- 
lar working  hours  as  during  the  regu- 
lar working  hours.  True,  this  is  some- 
times inconvenient  for  those  of  us 
accustomed  to  a comfortable  eight,  ten 
or  eleven  hour  working  day,  but  it  is 
not  any  less  real  that  patients  may 
require  brief  contact  at  any  hour  of 
the  day,  particularly  in  such  emer- 
gencies as  suicide  attempts,  where  it 
may  be  very  valuable  to  screen  the 
situation  and  make  recommendations 
for  follow-up  or  hospitalization,  rather 
than  to  simply  discharge  the  patient 
back  to  a situation  within  which  his 
chosen  course  of  action  was  only  very 
recently  an  attempted  suicide. 

jThe  community  mental  health  cen- 
ter will  make  available  specific  per- 
sonnel to  fulfill  this  function  of  being 
on  call  for  emergencies. 

As  far  as  the  role  of  consultation 
and  education  is  concerned,  surely 
this  is  something  to  which  we  cannot 
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object.  Since  we  are  all  overwhelmed 
by  requests  for  treatment,  it  would 
seem  entirely  reasonable  that  we 
should  fully  utilize  consultative  ser- 
vices to  the  schools  and  other  agen- 
cies, such  as  well  baby  clinics,  for 
example,  to  prevent  compounding  of 
emotional  problems  to  the  point  where 
they  will  require  intensive  individual 
care,  to  enable  other  personnel  to  cope 
more  effectively  with  situations  which 
if  neglected  may  lead  to  a need  for 
more  specialized  attention.  We  all 
know  that  many,  many  situations  do 
not  require  the  individualized  atten- 
tion of  a skilled  child  psychiatrist  once 
a diagnosis  is  made.  Instead,  other 
personnel,  supported  by  the  consulta- 
tive guidance  of  a trained  child  psy- 
chiatrist, may  be  able  to  carry  out 
and  administer  the  recommendations 
of  the  child  psychiatrist  in  special 
teaching  situations,  play  situations,  re- 
habilitative centers,  court  situations, 
and  so  on. 

Dynamic,  Individual  Psychotherapy 
Essential 

It  seems  to  me  that  the  important 
point  here  is  that  consultative  and 
educational  service,  emergency  care 
or  consultation,  environmental  ma- 
nipulation and  counseling,  very  early 
preventive  work,  day  care  and  re- 
habilitative programs  are  not  in  com- 
petition with  dynamic  individual  psy- 
chotherapy aimed  at  resolution  of 
intrapsychic  conflicts  unless  they  are 
used  inappropriately.  As  a matter  of 
fact,  most  of  these  forms  of  psychi- 
atric service  draw  their  theoretical 
basis  from  and  are  most  effectively 
carried  out  with  a solid  background 
of  dynamic  individual  psychiatry.  It 
is  rather  a matter  of  careful  diagnostic 
assessment  in  order  to  determine  what 
is  and  what  is  not  indicated  in  the 
care  of  each  individual  patient.  Once 
the  diagnostic  assessment  is  carefully 
arrived  at,  no  one  can  require  that  a 
member  of  a community  mental 
health  center  apply  a form  of  treat- 
ment which  in  his  own  clinical  judg- 
ment is  not  the  optimal  form  of  treat- 
ment in  the  particular  case. 

There  should  be  no  aspect  of  the 
community  mental  health  program 
which  requires  a physician  to  utilize 
skimpy,  superficial  or  inappropriate 
environmental  manipulation  if,  in  his 
best  judgment,  he  considers  that  the 
case  calls  for  resolution  of  an  intra- 
psychic conflict  or  other  forms  of 
treatment. 

However,  it  should  also  be  men- 
tioned that  in  the  many  cases  which 
will  come  to  the  community  mental 


health  centers,  and  which  after  careful 
diagnostic  evaluation  will  seem  to  need 
some  environmental  modification, 
some  counseling,  some  help  over  a 
developmental  hurdle,  it  would  be 
equally  inappropriate  to  bring  each 
such  child  into  intensive  dynamic  psy- 
chotherapy. Many  children  with 
learning  problems,  for  example,  of  a 
type  which  do  not  derive  from  intra- 
psychic conflicts  but  rather  from  other 
sources,  organic  or  educational  or 
environmental,  and  only  secondarily 
contribute  to  emotional  disturbance, 
should  after  proper  diagnostic  assess- 
ment be  treated  with  the  appropriate 
therapeutic  means,  and  not  necessarily 
dynamic  insight  therapy. 

No  competent  psychoanalyst  will 
indiscriminately  accept  for  psycho- 
analysis every  child  who  is  brought  to 
him  for  consultative  evaluation.  There 
are  certain  clearly  defined  indications 
for  psychoanalytic  treatment.  There 
are  clearly  defined  indications  for  in- 
tensive psychotherapy,  for  supportive 
psychotherapy,  for  environmental 
modifications,  for  milieu  therapy,  for 
consultative  function,  etc. 

The  answer  to  this  particular  ques- 
tion would  seem  to  lie  in  having  avail- 
able and  required  for  each  patient 
who  enters  the  community  mental 
health  program  a careful  diagnostic 
assessment  to  determine  the  exact  na- 
ture of  the  problem  and  what  type 
of  treatment  is  preferentially  indi- 
cated. If  we  remember  this  and  con- 
tinue to  insist  on  it  as  a sine  qua 
non,  there  will  be  little  danger  that 
good,  careful,  theoretically  well- 
grounded  child  psychiatric  treatment 
will  be  replaced  by  the  indiscriminate 
application  of  mass  production  meth- 
ods of  treatment,  with  no  theoretical 
grounding  nor  purpose  other  than  to 
establish  some  kind  of  contact  between 
as  many  children  and  a professional 
as  possible. 

Toward  this  end,  it  should  be 
strongly  emphasized  that  community 
programs  should  have  built  into  them 
provision  for  careful  research  study 
and  follow-up  of  the  various  diag- 
nostic categories  and  the  measures 
employed  in  their  therapy.  In  these 
ways  the  diagnostic  categories  and  our 
treatment  methods  will  become 
clearer,  better  understood  and  more 
scientifically  based. 

Position  of  the  Psychiatrist 

Another  source  of  concern  which 
1 have  heard  is  that  poorly  qualified 
personnel  in  various  related  disciplines 
will  take  over  the  functions  of  the 
child  psychiatrist  and  provide  treat- 
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ment  in  a less  than  adequate  manner. 
Here  again  I should  make  the  same 
point  with  regard  to  type  of  personnel 
as  I made  above  in  relation  to  type 
of  treatment. 

The  question  is  not  one  of  across- 
the-board  mass  production,  standard- 
ized treatment  for  all  problems,  nor  is 
it  a matter  of  standardized,  across-the- 
board  treatment  by  personnel  of  any 
number  of  different  types  of  back- 
ground for  all  problems.  Rather,  it 
is  a matter  of  proper  diagnosis  and 
effective  division  of  labor. 

For  certain  problems  the  child  psy- 
chiatrist will  undoubtedly  be  the  thera- 
pist of  choice.  However,  with  other 
types  of  problems  and  treatment  ap- 
proaches, a social  worker,  a psycholo- 
gist, a special  education  teacher,  a 
child  care  worker,  or  an  occupational 
therapist  may  be  the  optimal  person 
to  work  with  the  child.  Here  again, 
we  are  dealing  with  a matter  of  proper 
diagnosis,  proper  administration  and 
the  most  effective  use  of  one’s  re- 
sources to  achieve  high  caliber  goals. 

Depending  on  the  tastes  and  in- 
terests of  each  member  of  a center, 
various  types  of  innovations  and  ex- 
perimental approaches  will  probably 
be  utilized  from  time  to  time.  Of 
course,  this  has  been  going  on  for  as 
long  as  there  has  been  a field  of  child 
psychiatry. 

The  extent  to  which  any  particular 
center  chooses  to  engage  in  an  inves- 
tigative study  of  one  or  another  special 
therapeutic  approach  is  entirely  with- 
in the  province  of  that  center,  and 
is  not  dictated  by  anything  within  the 
legislation  responsible  for  the  develop- 
ment of  the  community  mental  health 
program.  With  the  increased  avail- 
ability of  funds  for  development  of 
modified  or  new  approaches  to  ther- 
apy, undoubtedly  some  will  be  tried 
which  will  leave  much  to  be  desired. 

However,  if  such  innovations  in 
therapy  are  regarded  as  experimental 
and  carefully  studied  from  start  to 
finish  with  adequate  controls,  at  least 
there  will  be  some  resulting  value  in 
contrast  to  the  widespread  and  indis- 
criminate use  of  mass  approach  tech- 
niques without  any  validation  or 
sound  theoretical  basis. 

Thus  it  appears  that  many  of  the 
anxieties  expressed  about  the  commu- 
nity mental  health  programs  do  not 
really  properly  derive  from  the  intrin- 
sic nature  of  the  program  itself  or  any 
legislation  supporting  it.  In  fact,  most 
of  the  aspects  of  the  community  men- 
tal health  program  do  not  differ  from 
the  various  components  of  any  good 


child  psychiatry  program,  call  it  “com- 
munity'’ or  not. 

Then,  why  is  there  uneasiness  and 
misgivings  about  involvement  in  such 
programs?  Either  there  is  a lack  of 
knowledge  of  the  facts  or  understand- 
ing of  the  working  methods  of  the 
program,  or  else  the  difficulty  lies  in 
another  kind  of  mechanism.  It  ap- 
pears to  me  that  the  anticipated  dan- 
gers of  community  mental  health  pro- 
grams are  those  which  exist  in  the 
entire  field  of  child  psychiatry  and 
have  always  existed,  namely,  that 
there  will  be  indiscriminate  applica- 
tion of  therapeutic  techniques  with- 
out proper  understanding  of  diagnosis 
or  indications,  that  new  methods  will 
be  improperly  researched,  that  inade- 
quately trained  personnel  will  be  per- 
forming therapeutic  tasks  for  which 
they  are  unprepared,  that  there  will 
be  larger  numbers  of  patients  than 
available  facilities,  and  that  therefore 
we  will  be  tempted  to  apply  thera- 
peutic measures  which  do  not  live  up 
to  our  professional  standards.  These 
dangers  have  always  been  present. 
Perhaps  previously  they  have  not  been 
as  real  because  the  administrative  per- 
sonnel dismissed  them  with  the  ration- 
alization of  inaccessibility  of  funds, 
and  therefore  personnel  and  facilities. 

Now  that  funds  are  at  hand,  where- 
as highly  trained  personnel  are  not 
equally  available,  and  now  that  child 
psychiatrists  are  confronted  with  the 
challenge  of  fulfilling  the  psychiatric 
needs  of  more  children  than  ever,  they 
are  subjected  increasingly  to  an  inner 
threat  and  temptation  as  well  as  an 
outer  pressure  to  substitute  wish  for 
reality.  It  is  very  likely  that  this  threat 
within  themselves  and  from  without 
has  been  projected  onto  the  title  “com- 
munity mental  health  program.” 


When  programs  were  conspicuously 
restricted,  financially,  in  terms  of  an- 
swering tremendous  community  needs, 
this  temptation  could  be  defended 
against  by  rationalization  and  isola- 
tion and  was  therefore  perhaps  some- 
what less  threatening. 

Now  we  are  in  the  position  where 
with  added  awareness  we  must  edu- 
cate public  officials  and  the  public  at 
large  concerning  the  rationale  for 
specialized  types  of  treatment  appro- 
priate to  the  specific  need.  We  must 
augment  our  reserve  of  trained  per- 
sonnel of  every  discipline  by  utilizing 
our  training  facilities  to  capacity  and 
making  these  training  programs  attrac- 
tive and  stimulating  intellectually  as 
well  as  realistic  financially.  We  must 
again  stress  the  fundamental  requisite 
of  skillful  differential  diagnosis  as  a 
prelude  to  any  treatment  approach. 
We  must  not  extend  our  professional 
resources  beyond  our  capacity  to  deal 
most  effectively  with  each  individual 
patient,  but  on  the  other  hand,  we 
must  constantly  re-evaluate  and  strive 
to  use  our  resources  most  efficiently. 
In  this  way  we  can  cope  with  the 
threat  of  dilution  of  psychiatric  ser- 
vices to  children  and  the  negation  of 
all  we  have  learned  about  child  psy- 
chopathology and  treatment — not  by 
withdrawing  from  the  challenge  of 
community  mental  health  and  thus 
allowing  it,  by  default,  to  move  in 
the  very  direction  we  abhor. 

I believe  that  if  we  have  faith  in 
our  professional  principles  and  are 
firm  in  our  convictions,  no  program 
can  pervert  the  desired  standards  of 
good  child  psychiatric  practice.  At 
the  same  time  we  can  gradually  move 
closer  to  the  goal  of  providing  high 
caliber  child  psychiatric  services  for 
the  entire  community. 


01  Dr.  Belmont  is  professor  and  head 
of  the  department  of  child  psychiatry 
at  the  Hahnemann  Medical  College 
and  Hospital  of  Philadelphia. 
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for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge"  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'A  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'A  gr.  (No.  2),  Vi  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

AH  ROBINS  COMPANY  n 11  nHPIMC 
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THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  'If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”3 


^ethocarban1' 


0Heat  "A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hot  bath...”5 


Board 

"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . ”4 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./IOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L. A . : GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


O Robaxi  n-7  5 O 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
”. . .without  interfering  with  normal 
tone  and  movement.”7  And  there 
is  little  likelihood  of  sedation.6 
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If  it  seems  to  you 
that  the  world 
has  gone  mad  and 
nothing  whatsoever 
can  be  done  about  it, 
try  this  for  a start- 


help  a crippled  kid 


he  Easter  Seals  you  use  enable  the 
.aster  Seal  Society,  through  some  2000 
enters  and  programs,  to  help  people 
ght  against  these  crippling  disorders— 
rippling  accidents,  poliomyelitis,  cer- 
bral  palsy,  multiple  sclerosis,  muscu- 
ir  dystrophy,  arthritis,  birth  deform- 
ies,  speech  defects,  and  many  others. 

you  know  anyone  who  needs  this 
lerapy,  send  them  to  your  local  Easter 
eal  Society. 


Easter  Seal 
Fund  Appeal 

ADDRESS:  EASTER  SEALS,  c/o  POSTMASTER 
YOUR  CITY.  YOUR  PERSONAL  ZIP  CODE 


A Venture 
Into  the  Past 
to  Recover 

Total 

Patient  Care 


MEDICINE  and  RELIGION 


ROBERT  POOLE,  III,  M.D. 
West  Chester,  Pennsylvania 


This  is  “Medicine  and  Religion 
Month”  in  Pennsylvania — part  of  an 
approach  to  a space  age  problem  that 
has  proliferated  as  a by-product  of 
today’s  medical  advances.  There  is  a 
lesson  in  the  stone  age  that  well  might 
have  been  used  to  guide  the  clergyman- 
physician  approach  to  the  space  age 
problem  of  caring  for  the  “whole 
man.”  It  was  man's  original  inclina- 
tion to  consult  a single  advisor  for 
all  problems. 


Why  the  emphasis  on  medicine  and 
religion  cooperation  today?  Moral 
and  ethical  questions  in  medicine,  long 
the  private  concern  of  every  physician, 
have  overnight  become  public  con- 
cern. Newspapers,  magazines  and 
radio  and  television  have  placed  phy-  j 
sicians  before  juries  of  the  public  to 
examine  the  moral  and  even  spiritual 
questions  involved  in  organ  trans- 
plants. The  definition  of  death  is  re-  | 
viewed.  The  phrase,  “the  right  to  die,” 
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"Counseling  the  Troubled 
Person”  course  offered  to 
physicians  and  clergymen  by 
State  Society  committee . 


becomes  part  of  the  common  vocabu- 
lary. 

The  Pennsylvania  Medical  Society 
Committee  on  Medicine  and  Religion 
was  formed  in  1964.  Ironically,  if 
such  a committee  did  not  already 
exist,  its  formation  probably  would 
be  forced  today  by  the  weight  of 
public  opinion.  At  least,  we  would 
be  forced  to  increase  our  dialogue 
with  clergymen  on  a formal  or  in- 
formal basis.  Nationally,  the  move- 
ment is  in  its  eighth  year  as  one  of 
the  major  departments  of  the  Ameri- 
can Medical  Association. 

Hopefully,  county  societies  in  the 
state,  led  by  their  medicine  and  re- 
ligion committees,  have  scheduled 
joint  meetings  with  clergymen  this 
month.  Planning  such  a meeting  is 
not  difficult  and  program  chairmen 
will  find  an  excellent  leader’s  guide  is 
available  from  the  State  Society  com- 
mittee. The  committee  also  has  drawn 
up  an  eight-week  course  in  “Counsel- 
ing the  Troubled  Person.’’  With  the 
co-sponsorship  of  the  Pennsylvania 
Academy  of  General  Practice,  the 
course  will  be  implemented  by  the 
Pennsylvania  Steering  Committee  for 
Continuing  Education  of  Physicians 
in  Psychiatry.  The  areas  to  be  cov- 
ered include  anxiety,  depression,  alco- 
holism, pyschosomatic  diseases,  sex- 
ual disturbances  and  marital  prob- 
lems. The  course,  currently  planned 
to  extend  through  eight  two-hour 
meetings,  will  include  lectures  and 
small  group  discussions  and  pilot  pro- 
grams are  scheduled  for  Philadelphia 
and  York.  It  is  hoped  that  an  equal 
number  of  physicians  and  clergymen 
will  enroll. 

Among  the  topics  we  hope  will  be 
discussed  in  activities  during  Medi- 
cine and  Religion  Month  are: 

— The  Clergy’s  role  in  preparing 
people  for  and  supporting  them 
during  catastrophic  illness,  and 
their  responsibility  to  support  pub- 
lic health  measures. 


— Dependency  of  the  physician  and 
clergyman  upon  each  other  in 
making  possible  total  health  care 
of  those  involved  in  social  illness 
or  illness  created  through  social 
stigma  (retarded  or  deformed  chil- 
dren, unwed  mothers,  alcholism, 
etc.). 

— The  role  of  the  hospital  chaplain 
and  what  he  expects  from  the  phy- 
sician in  total  patient  care. 

— Privileged  communication  in  re- 
ferral. 

Although  moral  and  philosophical 
issues  concerning  the  practice  of  medi- 
cine are  now  the  focus  of  public  at- 
tention, the  original  AMA  program 
was  born  out  of  concern  for  im- 
proved patient  care.  Today,  treatment 
of  the  “whole  man”  remains  the 
prime  objective  of  formal  medicine 
and  religion  activities. 

That  which  needs  to  be  done  can- 
not be  accomplished  on  a national 
level  or  even  on  a state  level.  It 
must  take  place  at  the  lowest  level — 
between  a physician  and  a clergyman 
to  cooperate  in  meeting  the  total 
needs  of  a specific  patient.  The  con- 
cept must  become  a part  of  hospital 
practice,  of  medical  and  nursing 
schools,  of  theological  seminaries,  of 
physician  postgraduate  education  and 
of  the  medical  missionary  program. 

To  backtrack  a moment,  an  exami- 
nation of  most  ancient  cultures  shows 
that  the  physician-priest  was  origi- 
nally one  person.  Individuals  with 
physical,  emotional  or  spiritual  prob- 
lems sought  the  counsel  of  this  ad- 
visor and  although  the  responsibilities 
are  now  divided,  the  clergy  and  phy- 
sicians are  still  recognized  instinc- 
tively as  the  helping  professions.  The 
return  to  the  ancient  arrangement 
would  be  anything  but  progress  but 
cooperation  between  the  now  divided 
professions  is  a necessity  if  the  pa- 
tient, the  object  of  our  mutual  whole- 
some concern,  is  to  receive  optimal 
care  and  counsel. 


The  greatest  barrier  adversely  af- 
fecting cooperation  lies  in  the  con- 
trasting nature  of  the  professional 
disciplines. 

The  scientific  physician  must  insist 
that  valid  reasoning  is  an  essential 
premise  of  modern  medical  practice. 
Otherwise  the  attitudes  of  the  phy- 
sicians to  the  moral  and  amoral  prob- 
lems they  encounter  in  their  practice 
would  stand  in  hopeless  confusion. 

The  clergyman’s  discipline  by  con- 
trast is  directed  toward  a more  sub- 
jective facet  of  our  patients’  existence 
and  incorporates  experience  and  con- 
viction that  are  nevertheless  essential 
for  a complete  understanding  of  him. 

The  problem  is  real,  and  less  dor- 
mant than  meets  the  eye.  How  can 
such  contrasting  disciplines  be  brought 
to  constructive  dialogue  in  the  best 
interest  of  the  patient-parishioner? 

The  Nature  of  Man 

Any  objective  assessment  of  con- 
temporary man  by  the  most  scientific 
observer  does  reveal  that  man  is  a 
religious  being. 

The  explanations  for  this  observa- 
tion are  varied  and  controversial,  but 
if  the  physician  is  to  pursue  his  dis- 
cipline with  integrity  and  has  patient 
care  as  his  object  of  major  concern, 
he  must  admit  this  to  be  fact. 

This  observation  must  be  made 
from  the  posture  of  pure  objectivity 
and  is  essential  to  any  progress  in 
this  field. 

A second  fact  about  man  pertinent 
to  this  discussion  is  the  sociologic  and 
psychologic  truth  that  man’s  univer- 
sal and  foremost  behavioral  motive 
is  the  desire  to  be  happy.  By  hap- 
piness, of  course,  we  do  not  refer 
to  the  pursuit  of  a hedonistic  pleasure 
principle,  but  to  a state  of  existence 
relatively  free  of  burdensome  anxiety, 
hostility,  suspicion  and  guilt — forces 
that  are  scientifically  recognized  as 
destructive  to  the  human  personality. 
Indeed,  this  brand  of  happiness  is 
synonymous  with  maturity  and  mental 
health. 

Closing  the  Gap 

Physicians  have  traditionally  striven 
to  perpetuate  a concern  for  the  total 
patient.  Progress  has  necessitated  spe- 
cialization; but  despite  its  virtues,  we 
cannot  escape  the  unfortunate  deper- 
sonalization associated  with  the  de- 
cline in  the  family  practice  of 
medicine. 

In  addition,  the  medical  school 
curriculum  has  given  very  little  at- 
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Can  we  claim  to  understand  our  patient  as  a "whole  man?” 


tention  for  many  generations  to  the 
implications  of  the  fact  of  man’s  re- 
ligious nature.  Can  we  claim  to 
understand  our  patient  as  a “whole 
man”  if  we  continue  to  ignore,  as 
students,  the  personality  facet  to  which 
he  attaches  such  great  significance? 

As  our  fund  of  knowledge  grows, 
physical,  mental  and  spiritual  spe- 
cialization will  continue  to  be  neces- 
sary; but  if  patient  care  is  to  he  of 
the  highest  quality,  cooperation  and 
dialogue  at  the  patient  level  is  es- 
sential. Valid  total  patient  care  in- 
volves concern  for  his  pursuit  of 
happiness,  as  well  as  prolongation  of 
life. 

We  have  been  unbelievably  success- 
ful in  adding  “years  to  life,”  but  it 
is  paradoxically  suspected  that  as  our 
society  becomes  more  healthy  and  af- 
fluent, its  anxiety  and  insecurity  is 
more  manifest.  Are  we  losing  the 
battle  to  add  “life  to  years”? 

Our  Judeo-Christian  heritage 
soundly  incorporates  principles  that 
underscore  the  significance  of  the  in- 
dividual and  the  meaning  of  life. 
The  clergyman  is  in  an  excellent  posi- 
tion to  contribute  to  ego  strength,  se- 
curity, trust  and  constructive  living; 
and  as  such,  should  be  an  indispensa- 
ble member  of  the  healing  team. 
How  can  this  be  effectively  accom- 
plished? 

Common  Grounds 

Casual  consideration  of  these  pro- 
fessions reveals  the  existence  of  two 
points  of  overlapping  concern:  medi- 
cal advances  with  moral  implications, 
and  the  patient-parishioner,  himself. 
The  purposes  of  the  AMA  Depart- 
ment of  Medicine  and  Religion  and 
of  the  State  Society  Committee  on 
Medicine  and  Religion  center  on  these 
areas;  to  promote  inter-professional 
dialogue  in  an  effort  to  discuss  the 
moral  problems  associated  with  sci- 
entific advance  and  to  promote  better 
patient  care. 

Most  of  the  large  group  meetings 
to  date  have  dealt  with  this  first  pur- 
pose and  have  brought  the  two  groups 
together  at  the  national,  state  and 
county  medical  society  level.  A great 
deal  must  be  done,  however,  if  the 
greater  goal  is  to  be  realized — the 
cooperation  of  clergyman  and  phy- 


sician in  the  matter  of  patient  care. 
Over  eighty  percent  of  troubled  per- 
sons consult  their  family  physicians 
or  clergymen.  These  men  are  the 
most  trusted  and  intimate  family  as- 
sociates, and  they  too  often  labor  in 
ignorance  of  one  another  to  the  pa- 
tient’s disadvantage. 

Pennsylvania  is  today  greatly  con- 
cerned about  mental  health,  and  it  is 
the  conviction  of  the  Medicine  and 
Religion  Committee  that  the  most 
logical  and  effective  approach  must 
be  directed  toward  those  actually  do- 
ing the  counseling.  Counseling  with 
wisdom  is  a skill  in  which  no  humble 
counselor  can  ever  claim  full  accom- 
plishment. Community  courses  and 
interprofessional  dialogue  in  the  prac- 
tical "how”  of  counseling  for  the 
benefit  of  family  physicians  and 
clergymen  would  concomittantly  meet 
the  aim  of  our  effort  and  a great 
need  of  this  population  segment  for 
which  we  are  responsible. 

The  community  courses  to  which 
we  refer  are  in  part  instructional  to 
improve  the  counseling  techniques  of 
those  in  attendance.  It  is,  however, 
directed  to  men  with  many  years  of 
counseling  experience,  and  small 
group  discussions  will  be  a part  of 
each  session  to  explore  potential,  co- 
operative, interdisciplinary  contribu- 
tions to  the  management  of  those 
problems  most  commonly  shared. 

Summary  and  Conclusion 

Based  on  the  premises  that  man  is 
religious,  that  he  inherently  desires 


to  above  all  be  happy  and  that,  when 
troubled,  he  consults  the  helping  pro- 
fessions, the  Committee  on  Medicine 
and  Religion  of  the  Pennsylvania 
Medical  Society  has  presented  a pro- 
gram specifically  designed  to  improve 
total  patient  care. 

For  faculty,  physician  participation 
and  successful  implementation  the 
project  relies  heavily  on  the  medical 
schools  and  community  physicians  of 
the  State.  Indeed,  as  we  have  so  suc- 
cessfully reached  scientifically  into  the 
future,  the  medical  profession  is  now 
challenged  to  reach  into  the  past  to 
recover  a personal  and  social  stabiliz- 
ing element  better  known  to  bygone 
generations. 

It  is  our  hope  that  physicians  will 
meet  this  challenge  objectively  and 
take  the  lead  with  patient  care  as  their 
traditional  point  of  prime  concern. 
A small  amount  of  imagination  would 
suggest  that  success  here  could  have 
a nationwide  impact  on  our  society’s 
emotional  tone,  for  man’s  sense  of 
vertical  reconciliation  seems  intimately 
related  to  reconciliation  with  himself 
and  his  fellow  men. 

The  results  of  this  effort  will  never 
be  statistically  established  with  double 
blind  studies,  for  its  goal  is  only  that 
well-oriented  individual  physicians  and 
well-oriented  individual  clergymen  con- 
fer and  cooperate  in  the  care  of  in- 
dividual patients.  The  satisfactions 
and  advantages  of  such  a comple- 
mentary effort  can  be  known  only  to 
those  who  give  it  a try,  for  of  such  is 
the  art  of  practice  composed. 


Dr.  Poole  is  chairman  of  the  Penn- 
sylvania Medical  Society  Committee 
on  Medicine  and  Religion.  He  is  a 
member  of  the  American  Academy  of 
General  Practice  and  a past-president 
of  the  Chester  County  Chapter  of  the 
Pennsylvania  Academy  of  General 
Practice.  In  the  past.  Dr.  Poole  has 
served  as  chairman  of  the  Chester 
County  Medical  Society  Polio  Com- 
mittee and  as  chairman  of  the  Chester 
County  Sabin  Program. 
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let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro-Banthine 

propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 


How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1-2  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 


Contraindications:  Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 
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The 

Carotid 

Body 

Tumor 

The  neoplasm  is  a 
nomchromaffin 
paraganglioma 
tumor  arising  from 
a network  of 
chemoreceptor  organs 
deposited  in  the 
region  of  the  carotid 
bifurcation . 


PRASIT  SRISOMBOON,  M.D. 
and  SABASTIAN  ARENA,  M.D. 

Pittsburgh,  Pennsylvania 


The  carotid  body  tumor  is  an  un- 
usual and  interesting  neoplasm; 
approximately  four  hundred 
cases  have  been  reported  in  the  world 
literatures.  1 It  was  first  described  in 
1743  by  von  Haller,  who  thought  it 
was  a sympathetic  ganglion.2  The  first 
carotid  body  tumor  was  removed  by 
Rieguer  in  1880.3  Many  names  have 
been  used  to  designate  these  tumors, 
such  as  “paraganglioma,”  “nonchro- 
Tiaffin  paraganglioma”  and  “chemo- 
:lectoma.”  In  the  past,  the  micro- 
scopic documentation  of  these  tumors 
requently  identified  them  as  heman- 
gioendotheliomas, endotheliomas, 
ingiosarcomas,  angiomas,  reticulum 


cell  sarcomas  and  anaplastic  epithelial 
carcinomas.  Today  an  accurate  micro- 
scopic differentiation  of  these  varieties 
of  neoplasm  is  to  be  expected. 

Case  Report 

A fifty-four-year-old  white  female 
patient  was  admitted  to  Mercy  Hos- 
pital, Pittsburgh,  Pennsylvania  on 
August  10,  1966  because  of  a mass 
in  the  right  side  of  the  neck.  An 
asymptomatic  mass  had  been  present 
in  the  right  side  of  her  neck  for  the 
past  two  years.  A recent  increase  in 
its  size  had  brought  her  to  her  doctor. 
Physical  examination  revealed  a well- 
developed.  well-nourished,  white  fe- 


male who  appeared  to  be  in  good 
health.  Blood  pressure  was  112/80. 
General  examination  was  essentially 
negative.  Examination  of  the  head 
and  neck  revealed  a 4 x 3 cm.  mass 
at  the  upper  portion  of  the  right  side 
of  the  neck.  It  was  firm,  non-tender, 
and  exhibited  slight  lateral  movement 
but  no  vertical  movement.  There  was 
no  expansile  pulsation  and  no  bruit 
was  heard.  Cervical  lymph  nodes  were 
not  palpable.  Examination  of  the 
ears,  nose  and  throat  was  not  remark- 
able. Laboratory  examinations  were 
all  within  normal  limits.  Chest  x-rays 
were  negative.  A right  carotid  angio- 
gram revealed  a highly  vascular  mass, 
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Fig.  1. — Right  carotid  angiogram  showing  a widening  of 
the  carotid  bifurcation.  It  is  typical  of  carotid  body  tumor. 


Fig.  2. — Right  carotid  angiogram  showing  a highly  vascular 
mass  at  the  carotid  bifurcation  characteristic  of  carotid 
body  tumor. 


4x4  cm.  at  the  carotid  bifurcation 
and  displaced  internal  carotid  artery 
posteriorly.  There  was  no  evidence  of 
occlusion  of  the  carotid  vessels.  The 
carotid  body  tumor  was  diagnosed. 
The  patient  was  then  operated  upon 
on  August  18.  1966,  using  an  oblique 
vertical  incision  at  the  right  side  of 
the  neck.  A 5 x 4 cm.  firm,  rubbery 
consistency  and  highly  vascular  tu- 
mor was  found  at  the  carotid  bifurca- 
tion displacing  the  internal  and  ex- 
ternal carotid  artery  to  the  side.  The 
tumor  was  successfully  removed.  The 
external  carotid  artery  was  ligated  and 
excised  along  with  the  tumor.  There 
was  no  violation  to  the  internal  caro- 
tid artery,  the  vagus,  the  spinal  acces- 
sory, hypoglossal  or  sympathetic 
nerves.  The  post-operative  course  was 
uneventful.  The  wound  healed  by  pri- 
mary intention.  The  patient  was  dis- 
charged from  the  hospital  in  good 
health  on  the  sixth  post-operative  day. 
She  was  well  and  symptom  free  one 
year  after  her  operation. 

Discussion 

The  carotid  body  tumor  is  a non- 
chromaffin paraganglioma  tumor  aris- 
ing from  a network  of  chemoreceptor 
organs  deposited  in  the  region  of  the 


carotid  bifurcation.  The  chemorecep- 
tor organs  present  small  para- 
ganglionic  foci  in  the  specific  regions 
of  the  head  and  neck  such  as  in  the 
middle  ear,  jugular  bulb,  carotid  bulb, 
base  of  the  skull  and  in  the  internal 
pterygoid,  vagal  and  aortic  regions. 
Tumors  arising  from  these  different 
regions  were  named  according  to  the 
anatomic  relationship  of  the  para- 
ganglionic  foci.  Tumors  arising  in  the 
middle  ear  were  called  “glomus  jugu- 
larae.”  Tumors  arising  from  the 
region  of  carotid  bifurcation  were 
called  “carotid  body  tumor.”  Micro- 
scopically, these  two  tumors  are  the 
same  cell  type.  Grossly,  carotid  body 
tumors  are  encapsulated,  globular  and 
reddish-brown  or  reddish-grey.  The 
consistency  of  the  tumors  varies  from 
firm  to  soft.  Rubbery  consistency  is 
described  most  often.  Microscopically, 
the  tumors  present  epithelial  cellular 
and  vascular  elements,  supported  and 
interlaced  with  fibrous  tissue  and  cap- 
illaries forming  characteristic  nest  pat- 
terns. Reticulin  stains  are  useful  in 
demonstrating  the  relationship  be- 
tween the  clusters  of  cells  and  the 
surrounding  stroma.  The  tumor  may 
present  an  angiomatous  appearance  in 
some  regions.  Degeneration  phenom- 


ena, including  pyknosis  and  giant 
nuclear  forms,  may  be  noted. 

The  vast  majority  of  carotid  body 
tumors  are  considered  benign.  The 
question  of  the  incidence  of  malig- 
nancy has  been  debated  for  a number 
of  years.  There  have  been  occasional 
reports  of  local  invasion,  metastasis 
to  cervical  nodes  and  distant  sites.  The 
incidence  of  malignancy  is  less  than 
1 0 percent.1  It  now  appears  that  there  j 
is  no  correlation  between  the  histo-  | 
logic  pattern  of  these  tumors  and  their 
biologic  behavior. 

The  carotid  body  tumor  is  more 
common  in  women  than  in  men.  Mc- 
Ilrath  4 reviewed  sixty-three  cases  and  ; 
found  that  the  ratio  of  women  to  men  > t 
was  1.7  to  1.  Of  twenty-nine  cases  | 
reported  by  Conley 1 thirteen  were 
men  and  sixteen  were  women.  Of 
fifteen  cases  reported  by  Wilson 5 
thirteen  were  women  and  only  two 
were  men.  These  tumors  can  occur  | 
in  any  age  group.  The  majority  of 
the  patients  were  in  the  fourth,  fifth 
and  sixth  decades  of  life.1  The  young-  ! 
est  one  reported  on  was  twelve  years  i 
old.4 

Most  patients  will  come  to  the  hos- 
pital due  to  a painless,  asymptomatic 
mass  in  the  upper  central  portion  of 
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The  vast  majority  of  carotid  body  tumors  are  considered 
benign , with  incidence  of  malignancy  less  than  10  percent . 


the  neck  which  has  been  present  for 
many  years.  A few  patients  may  com- 
plain of  pain  or  discomfort  in  the 
neck,  tightness  in  the  neck,  dysphagia, 
hoarseness,  headache  or  carotid  sinus 
syndrome.  They  may  present  with 
paralysis  if  the  tumor  is  very  large 
and  involves  the  vagus,  spinal  acces- 
sory or  hypoglossal  nerves. 

The  typical  physical  finding  of  the 
carotid  body  tumor  is  a firm,  smooth, 
globular  and  spongelike  mass  palpable 
at  the  region  of  the  carotid  bifurcation. 
Frequently  the  tumor  can  be  moved 
laterally  but  has  restricted  vertical 
mobility.  A pressure  on  the  vagus, 
glossopharyngeal,  spinal  accessory, 
hypoglossal  and  sympathetic  chain 
may  produce  neurological  problems. 
A bruit  may  be  heard  over  the  tumor 
mass  due  to  high  vascularity  of  the 
tumor. 


The  carotid  body  tumor  must  be 
differentiated  from  branchiogenic 
cysts,  aneurysms  of  the  carotid  artery, 
neurofibromas,  malignant  lymphomas, 
metastatic  lesions  from  carcinoma  of 
the  thyroid,  parotid  and  from  distant 
primary  sites.  The  most  valuable  diag- 
nostic aid  is  the  carotid  angiography. 
The  presence  of  the  highly  vascular 
mass  widening  the  carotid  bifurcation 
or  enclosing  the  carotid  artery  is  char- 
acteristic of  this  tumor.  Needle  aspira- 
tion biopsy  is  a very  dangerous  pro- 
cedure because  of  possible  excessive 
bleeding. 

Not  all  carotid  body  tumors  should 
be  removed.  Because  it  is  a benign 
tumor,  the  patient  can  live  with  it  for 
many  years.  There  are  four  types  of 
carotid  body  tumors  that  should  be 
removed:  1 


1 ) Histologically  malignant  and  re- 
sectable 

2)  Manifesting  an  aggressive 
growth  pattern 

3)  Small  and  medium  sized  tumors 
in  persons  under  fifty  years  of 
age 

4)  Resectable  tumors  interfering 
with  speaking,  swallowing, 
breathing  or  causing  severe  pain 

The  technique  of  surgical  interven- 
tion depends  upon  the  type  and  size 
of  the  tumor.  The  external  carotid 
artery  is  always  resected  along  with 
the  tumor  but  the  internal  carotid 
artery  should  be  preserved  if  feasible. 
The  use  of  intra-arterial  by-pass  shunt 
may  be  necessary.  The  carotid  arterial 
graft  and  reconstruction  should  be 
prepared  to  be  done  at  any  time  during 


Fig.  3. — A 4x5  cm.  rubbery,  highly  vascular  tumor  found  at  the  carotid  bifurcation. 
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Fig.  4. — Photomicrograph  of  excised  carotid  body  tumor 
(xlOO). 


Fig.  5.— Photomicrograph  of  excised  carotid  body  tumor 
(x400).  They  are  made  up  of  nests  or  “Zellballen”  of  the 
“chief”  or  epithelioid  cells,  fairly  uniform  in  size,  and 
surrounded  by  a vascular  stroma. 


Carotid  angiogram  for  positive  diagnosis . 


the  operation.  The  operative  mor- 
tality has  been  about  12  percent.  6 

The  carotid  body  tumor  has  a very 
good  prognosis  when  the  simple  extir- 
pation of  the  tumor  can  be  accom- 
plished without  violation  to  the  caro- 
tid arterial  system.  There  were  cases 
followed  up  to  fifteen  to  twenty-nine 
years  with  no  evidence  of  recurrence. 
Due  to  its  being  a benign  neoplasm 
and  extremely  slow-growing,  the  pa- 
tient may  live  with  it  symptom-free 
for  many  years.  In  the  light  of  a 
better  understanding  of  the  carotid 
body  tumor,  progress  has  been  made 
toward  reducing  the  hazards  of  surgi- 
cal intervention.  The  management  of 
these  tumors  still  demands  the  most 
serious  judgment  with  respect  to  the 
criteria  for  surgical  intervention  and 
justification  in  addition  to  superior 
surgical  skill. 

Summary 

The  carotid  body  tumor  is  a rare 
neoplasm.  Since  1743  approximately 
four  hundred  cases  have  been  reported 
in  the  literature.  It  is  considered  a 
benign  tumor.  It  is  found  to  be  more 
common  in  women  than  in  men,  and 
mostly  in  the  fourth,  fifth  and  sixth 
decades.  Most  patients  will  present 
with  an  asymptomatic  mass  at  the  area 
of  carotid  bifurcation.  The  most  posi- 


tive diagnostic  aid  is  a characteristic 
carotid  angiogram.  A case  of  a caro- 
tid body  tumor  in  a fifty-four-year-old 
female  has  been  reported,  in  which 
the  tumor  was  successfully  removed 
without  violation  to  the  internal  caro- 
tid artery.  The  various  aspects  of  this 
unusual  and  interesting  tumor  have 
been  discussed  briefly. 
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Sandpainting  ceremonials  of  the  In- 
dians embodied  religion,  magic,  sing- 
ing, physio-  and  psychotherapy,  and 
drug  lore. 
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Ileitis  became  a household  word 
and  a physician  was  accorded 
movie  star  celebrity  in  June,  1956. 
The  occasion  was  President  Eisen- 
hower’s well  publicized  ailment.  The 
doctor,  Isador  S.  Ravdin,  M.D. — a 
Pennsylvania  surgeon — -was  called  to 
the  White  House.  A special  civilian 
consultant,  he  participated  in  the 
emergency  operation  which  followed. 
Ravdin  was  only  one  in  a long  line 
of  Pennsylvania-related  physicians 
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who  cared  for  our  chief  executives. 

George  Washington’s  two  most 
favored  medical  men,  Elisha  Cullen 
Dick  and  James  Craik,  were  Penn- 
sylvania trained.  W.  W.  Keen,  who 
helped  perform  the  secret  cancer 
operation  on  Grover  Cleveland  in 
1893,  was  a Pennsylvanian  as  were 
Nathaniel  Chapman  and  David  Hayes 
Agnew,  who  were  called  as  consultants 
in  the  last  agonies  of  William  Henry 
Harrison  and  James  A.  Garfield. 

Presidents  are  extraordinary  beings, 
and  an  inordinate  number  of  the  men 
responsible  for  their  health  have  been 
associated  with  Pennsylvania — the 
Commonwealth  of  so  many  medical 
firsts  and  the  home  of  a fantastic 
array  of  medical  greats. 

The  Indians  were  Pennsylvania’s 
first  medical  practioners.  Their  craft 
combined  herbalism  with  magic  and 


naturalism  with  religion.  The  white 
man,  coming  to  America  at  the  dawn 
of  modern  medicine  in  western 
Europe,  was  an  eager  eclectic  who 
searched  our  fields  and  forests  for 
new  drugs — a pastime  which  led  an 
over-enthusiastic  colonial  to  proclaim 
the  Pennsylvania  Indians  to  be  "as 
able  physicians  as  any  in  Europe.” 
Accordingly,  a concerted  effort  was 
made  to  discover  his  secrets,  an 
undertaking  which  added  a few  new 
botanicals  to  the  materia  medica,  and 
an  almost  endless  assortment  of 
“Indian  cures”  to  be  peddled  to  the 
credulous. 

The  first  permanent  settlers  in  Penn- 
sylvania came  from  Sweden,  a coun- 
try which  paid  little  attention  to  medi- 
cal training.  It  is  doubtful,  there- 
fore, that  any  of  that  nation’s  trained 
physicians  came  here.  Our  references 
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to  early  medical  personnel  records  are 
scattered.  Frederick  Hans  Kock  had 
a medicine  case  fitted  out  in  1648 
and  later  that  year  he  landed  at  Fort 
Christiana  (near  Wilmington,  Dela- 
ware). Did  he  have  any  training? 
Was  he  ever  in  Pennsylvania?  There 
are  no  answers. 

The  Dutch  are  equally  elusive.  Jan 
Petersen’s  only  epithet  is  that  he  was 
a salaried  surgeon  for  the  Dutch  West 
India  Company  on  the  South  (Dela- 
ware) River.  A score  of  years  later, 
the  names  Wilhelm  van  Rasenherg  and 
Jan  Oosting  crop  up  but  again  noth- 
ing is  known  of  their  credentials. 

Only  with  the  arrival  of  the  Eng- 
lish does  the  medical  profession  move 
into  historical  perspective. 

Thomas  Wynne  came  on  the  Wel- 
come with  William  Penn.  He  built  a 
house  that  still  stands,  albeit  much 
altered,  in  the  Wynnfield  section  of 
Philadelphia.  Edward  Jones,  Thomas 
Lloyd,  and  “tender  Griffith  Jones,”  all 


Welsh  Quakers  like  Wynn,  were  men 
who  played  important  roles  in  the 
early  history  of  the  Commonwealth. 
All  are  well  known,  but  more  for  their 
political  records  than  for  any  medical 
contributions. 

The  truly  significant  beginning  of 
medical  professionalism  can  be  dated 
from  the  1711  arrival  in  Philadelphia 
of  Dr.  John  Kearsley,  Sr.,  who  came 
equipped  with  “a  good  medical  educa- 
tion in  England.”  By  apprenticeship 
he  trained  John  Redman,  Thomas  and 
Phineas  Bond  and  Lloyd  Zachary. 
Redman  in  turn  continued  the  apos- 
tolic succession  and  was  the  preceptor 
to  John  Morgan,  Benjamin  Rush  and 
Caspar  Wistar. 

Zachary,  the  Bonds,  and  young 
Thomas  Cadwalader  were  aipong  the 
earliest  Pennsylvanians  who,  upon 
finishing  their  apprenticeships,  went  to 
Britain  or  the  continent  to  complete 
their  training. 


Upon  their  return,  men  of  their 
class  naturally  stepped  into  high  posi- 
tions within  the  medical  world  of 
Pennsylvania  which  they  shared  with 
home-grown  physicians  like  William 
Shippen,  Sr.,  who  started  practice  as 
an  apothecary  in  the  English  tradi- 
tion. That  is,  he  took  care  of  the 
sick,  performed  simple  surgery  and 
sold  drugs  at  his  shop  at  “the  Sign 
of  Paracelsus’  Head.”  As  his  skill 
grew  he  simply  elevated  himself  to  the 
physician’s  rank. 

It  wasn’t  until  the  late  18th  Cen- 
tury, however,  that  even  trained  phy- 
sicians gave  up  selling  drugs.  Early 
doctors  who  tried  to  break  away  from 
the  practice — Adam  Thompson  and 
John  Morgan  especially — encountered 
great  resistance. 

Helping  advance  medical  profes- 
sionalism were  patrons-of-all-the-arts 
like  William  Allen  who,  though  best 
remembered  for  his  patronage  of 
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PENNSYLVANIA  MEDICINE 


Pennsvlvania  Academv  of  Fine 


The  focus  on  medical  progress 
became  institutional  with 
Pennsylvania  Hospital 


painter  Benjamin  West,  similarly 
helped  finance  medical  education 
abroad  for  promising  medical  stu- 
dents including  John  Morgan,  Ralph 
Assheton,  and  John  Redman. 

Allen’s  proteges,  as  well  as  other 
medical  students,  almost  invariably 
carried  with  them  to  London  letters 
of  introduction  to  Benjamin  Franklin, 
Pennsylvania’s  representative  in  Great 
Britain,  and/or  Dr.  John  Fothergill, 
the  Quaker  physician  who  sponsored 
so  many  young  Americans. 

Franklin  was  free  with  his  money 
in  helping  future  physicians.  But,  for 
medical  advice,  he  usually  referred 
young  men  to  Fothergill  who  recom- 
mended a winter  be  spent  attending 
private  lectures  in  London  (preferably 
those  of  anatomist  John  Hunter)  and 
walking  the  wards  at  St.  Thomas’  Hos- 
pital. As  a capstone,  Fothergill  felt 
that  every  student  should  go  to  Edin- 
burgh to  study  under  the  incompar- 
able William  Cullen  or  the  renowned 
Alexander  Monro  secundus.  This  cur- 
riculum proved  to  be  the  general  pat- 
tern for  a proper  medical  education, 
but  some  varied  the  prescription. 
John  Morgan  added  a winter  in  Paris 
studying  with  anatomist  Jean-Joseph 
Sue  and  Adam  Kuhn  learned  botany 
from  Linnaeus  at  Upsala. 

Benjamin  Franklin,  the  protector  of 
American  medical  students  abroad, 
helped  a whole  generation  and  was 
an  honorary  member  of  several  medi- 
cal societies.  In  later  years,  a French 
engraver  mistakingly,  if  not  unreason- 
ably, identified  him  as  “Docteur  en 
medecine.” 

Franklin’s  invention  of  bifocals  is 
well  known,  but  he  also  developed 
other  medical  apparatus,  notably  a 
catheter  for  his  brother’s  use.  He  was 
an  early  supporter  of  small  pox  in- 
noculation  and  James  Logan  and 
others  called  on  the  American  wonder 
to  cure  them  of  paralysis,  deafness 
and  insanity  with  his  electrostatic 
machines. 

Franklin,  additionally,  was  the  prin- 
cipal lay  founder  of  the  Pennsylvania 
Hospital,  America’s  first  hospital  in 
the  modern  meaning  of  the  word.  Its 
establishment,  perhaps  more  than  jany 
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other  factor,  laid  the  groundwork 
for  the  distinction  that  Pennsylvania 
medicine  was  to  achieve.  Until  its 
conception  in  1751,  medical  progress 
had  to  depend  on  the  individual.  The 
medical  community  lacked  an  insti- 
tutional focus. 

Pennsylvania  Hospital  became  the 
center  of  teaching  and  practice  of 
medicine  in  the  colony — a place  where 
patients  could  be  adequately  cared  for 
and  where  apprentices  could  be  taken 
for  study.  It  was  at  here,  appropri- 
ately, that  America’s  first  clinical  lec- 
tures in  medicine  were  given  by  one 
of  its  important  professional  founders, 
Dr.  Thomas  Bond. 

New  Englander  John  Adams  found 
little  in  Philadelphia  to  his  liking. 
Boston,  he  believed,  was  morally, 
religiously  and  educationally  superior 
to  it.  But  he  had  to  admire  the 
Quaker  city’s  charitable  institutions 
and  especially  its  great  hospital. 

The  humanitarianism  which  led  to 
the  hospital’s  establishment  can  be 
traced  to  the  Quakers  who  are  widely 
known  for  their  concern  for  human 
suffering  and  their  leadership  in  found- 
ing pioneer  American  institutions  de- 
voted to  the  care  and  treatment  of  the 
old,  the  sick  and  the  insane. 

In  1702,  Philadelphia  Quaker  John 
Martin  willed  his  property  to  provide 
a home  for  indigent  Friends,  and  seven 
years  later  the  first  insane  detention 
home  in  America  was  brought  into 
being  by  the  Quakers.  After  its  found- 
ing, the  Pennsylvania  Hospital  ex- 
panded the  functions  of  this  institu- 
tion and  attempted  to  help  as  well  as 
control  the  mentally  ill. 

Additionally,  the  Quakers  provided 
the  Pennsylvania  Assembly  with  the 
impetus  to  build  the  Pennsylvania 
Alms  House  (1731-1732)  which, 
from  the  start,  had  to  supply  some 
simple  medical  care  for  its  inmates. 
A century  later  the  poor  house  added 
“and  Hospital”  to  its  name  and,  in 
1920,  the  hospital  portion  of  the 
hybrid  separated,  forming  Philadel- 
phia General  Hospital. 

What  set  the  Pennsylvania  Hospital 
apart  from  the  Alms  House  was  that 
it  provided  care  for  private  patients 
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South  view  of  the  Pennsylvania  Hospital , Philadelphia. 


Firsts  in  American  medical  history 


Pennsylvania  Hospital  for  the  Insane,  Philadelphia. 


Morgan  appointed  America’s 
first  Professor  of  Medicine 


as  well  as  the  indigent,  and  that  it 
was  molded  on  English  and  Scottish 
precedents.  Quite  consciously,  Sam- 
uel Rhoads,  who  designed  its  first 
building,  apparently  referred  to  the 
Royal  Infirmary  at  Edinburgh  as  the 
departure  point  for  the  highly  original 
structure  that  eventually  was  to  house 
America’s  first  surgical  amphitheatre. 

Soon  after  its  inauguration,  the 
Pennsylvania  Hospital  attained  inter- 
national renown.  Between  1751  and 
1773  it  cared  for  an  average  of  four 
hundred  patients  annually,  with  a mor- 
tality rate  of  about  10  percent — prob- 
ably one  half  the  rate  then  prevailing 
in  European  institutions.  In  1762  the 
Hospital  established  another  milestone 
with  the  creation  of  America’s  first 
medical  library.  The  College  of  Phy- 
sicians of  Philadelphia  founded  the 
second  one  in  1788. 

To  complement  the  hospital’s  ser- 
vices, the  medical  profession,  at  the 
urging  of  Episcopal  Bishop  William 
White,  initiated  the  Philadelphia  Dis- 
pensary in  1780 — a pioneer  out- 
patient facility  staffed  by  younger 
physicians  which  provided  free  medi- 
cal care  and  medicine  to  the  indigent 
ambulatory  sick. 

Because  so  many  influential  physi- 
cians had  studied  medicine  in  Edin- 
burgh, America’s  first  Medical  school 
originally  was  allied  to  the  arts  faculty 
at  the  College  of  Philadelphia  rather 
than  to  the  Pennsylvania  Hospital  as 
in  the  London  tradition.  A proposal 
calling  for  a medical  school  was  made 
by  Dr.  Cadwallader  Colden  as  early 
as  1717,  but  the  date  was  forty-eight 
years  premature.  When  a medical 
school  was  at  long  last  created,  it 
came  as  the  result  of  the  rivalry  of 
two  physicians,  William  Shippen,  Jr., 
and  John  Morgan,  and  the  superior 
craft  and  application  of  the  latter. 

William  Shippen’s  father  meant  his 
son  for  medical  leadership  and  had 
him  trained  accordingly.  The  younger 
man  began  giving  private  medical  lec- 
tures in  Philadelphia  in  1762,  and 
received  from  Fothergill  encourage- 
ment in  his  plan  to  found  a medical 
school.  The  English  physician  en- 
trusted Shippen  with  a gift  destined 
for  the  Pennsylvania  Hospital — a set 
of  eighteen  magnificent  anatomical 
drawings  by  Jan  Van  Rymsdyck  (Wil- 


liam Hunter’s  illustrator),  a skeleton, 
and  plaster  casts  of  the  gravid  uterus, 
all  to  be  used  in  medical  teaching. 

While  Shippen  was  conducting  his 
course  employing  the  Fothergill  para- 
phernalia, John  Morgan  was  complet- 
ing his  medical  education  in  Europe 
and  garnering  medical  honors  which, 
by  shrewd  press  agentry,  he  made 
sure  were  known  at  home.  With  his 
studies  complete,  Morgan  returned  to 
Philadelphia  with  a letter  from  the 
Proprietary,  Thomas  Penn,  to  the 
Trustees  of  the  College  of  Philadel- 
phia endorsing  the  young  physician’s 
plan  for  a medical  school  and  the 
manuscript  of  his  own  brilliant  “Dis- 
course upon  the  Institution  of  Medical 
Studies  in  America.” 

Before  Shippen  was  aware  of  what 
had  happened,  Morgan  was  appointed 
America’s  first  professor  of  medicine, 
and  what  was  to  become  the  medical 
school  of  the  University  of  Pennsyl- 
vania was  launched.  Even  though 
Shippen  was  given  the  school’s  chair 
of  Anatomy  and  Surgery,  he  felt 
cheated  of  his  primacy  and  a dis- 
gusting feud  developed  between  the 
two  which  was  to  last  over  thirty 
years,  dishonoring  both  of  their  rec- 
ords of  service  during  the  Revolution, 
and  almost  wrecking  their  school. 

In  1768  Adam  Kuhn  was  added  to 
the  school’s  faculty  in  materia  medica 
and  the  next  year  Benjamin  Rush  be- 
came professor  of  chemistry.  Supple- 
menting their  efforts  were  Provost 
William  Smith’s  lectures  in  natural 
philosophy  and  Thomas  Bond’s  clini- 
cal lectures  at  the  Pennsylvania  Hos- 
pital. 

Morgan  established  high  standards 
for  medical  education  and  insisted  on 
pre-medical  training.  At  least  one 
year  was  to  be  required  for  receiving 
the  M.D.  and  three  additional  years 
were  needed  before  a student  could 
defend  his  thesis  for  the  M.D.  But, 
from  the  graduation  of  its  first  class 
of  ten  in  1768  until  the  abolition  of 
the  M.B.  in  1789  (coincidentally  the 
same  year  that  pre-medical  require- 
ments were  dropped),  the  College  of 
Philadelphia  awarded  few  M.D.’s. 

The  alleged  loyalist  sympathies  of 
members  of  the  faculty  of  the  College 
of  Philadelphia  invited  the  patriot- 
dominated  State  Legislature  to  found 
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Smallpox  scourges  Pennsylvania 


the  rival  University  of  the  State  of 
Pennsylvania  which  established  its 
own  medical  school.  In  1791,  when 
tempers  cooled,  the  two  schools 
merged  and  the  modern  University 
of  Pennsylvania  was  formed.  At  the 
time  of  the  Revolution,  there  were 
only  two  places  in  America  where 
formal  medical  education  was  avail- 
able— New  York  and  Philadelphia. 

Perhaps  it  was  the  stimulus  of  the 
medical  school  that  finally  induced 
physicians  to  organize  a professional 
organization,  for  it  wasn’t  until  1766 


While  its  first  president  was  John 
Redman,  its  early  guiding  force  re- 
mained Rush,  signer  of  the  Declara- 
tion of  Independence  and  the  first 
American  to  achieve  international 
recognition  in  the  world  of  medicine. 
Pioneer  in  the  humane  treatment  of 
the  mentally  ill  and  in  his  temper- 
ance views,  he  achieved  his  greatest 
fame  or  notoriety  for  his  heroic  treat- 
ment of  yellow  fever — calomel  and 
bleeding.  The  dispute  over  his  thera- 
peutics led,  in  1797,  to  a split  in  the 
College  of  Physicians  and  the  found- 


mained  in  the  area  and  was  increas- 
ingly prominent  in  western  affairs 
until  his  wife’s  death.  He  then  mar- 
ried her  lady’s  maid  and  retired  from 
practice. 

Harrisburg,  the  future  capitol  of 
Pennsylvania,  did  not  have  a trained 
physician  until  Dr.  Martin  Luther 
moved  there  from  Virginia  in  1785. 

The  Pittsburgh  area  was  also  to 
lag  in  obtaining  hospital  facilities. 
Although  temporary  military  hospitals 
and  cholera  hospitals  were  opened  as 
needed,  it  wasn’t  until  1847  that 
Mercy  Hospital  was  founded  by 
Bishop  Michael  O’Connor.  Non-sec- 
tarian West  Penn  Hospital  and  Ger- 
man-Protestant  Passavant  Hospital 
followed  in  short  order. 


Matthias  Greuther’s  copper  engraving 
of  a doctor  healing  fantasy  by  heat 
treatment,  ca.  1600. 


that  the  Philadelphia  Medical  Society 
was  founded.  Reorganized  in  1787, 
it  was  absorbed  by  the  College  of 
Physicians  fifty  years  later.  The  pres- 
ent Philadelphia  County  Medical  So- 
ciety dates  from  1849. 

The  College  of  Physicians  of  Phil- 
adelphia was  the  earliest  American 
medical  academy.  It  tried  to  obtain 
the  authority  to  license  all  of  Penn- 
sylvania’s physicians,  but  the  authoriz- 
ing legislation  died  in  the  Assembly. 
The  College’s  prime  mover,  Benjamin 
Rush,  meant  it  to  consist  of  physi- 
cians by  the  educated  London  stan- 
dard and,  accordingly,  our  pioneer 
surgeons  including  Philip  Syng  Phy- 
sick,  John  Syng  Dorsey,  and  William 
Gibson,  were  not  invited  to  member- 
ship. 


ing  by  Rush  of  the  short-lived  Acad- 
emy of  Medicine. 

Medicine  developed  slowly  outside 
the  area  of  earliest  settlement,  but  as 
the  concentration  of  medical  person- 
nel grew  in  other  parts  of  the  State, 
medical  organizations  appeared.  The 
Warren  County  Medical  Society,  the 
first  medical  society  founded  outside 
of  Philadelphia,  dates  from  1821. 

Pittsburgh’s  earliest  doctors,  like 
Scottish-educated  Hugh  Mercer,  ar- 
rived there  on  military  assignment  and 
left  when  their  tours  of  duty  ended. 
The  first  physician  to  settle  perma- 
nently in  Pittsburgh  for  the  sole  pur- 
pose of  the  practice  of  medicine  was 
Dr.  Nathaniel  Bedford  who  arrived 
as  a military  man.  But,  after  resign- 
ing from  the  army  in  1770,  he  re- 
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Medical  education  took  the  longest 
time  of  all  to  become  established  and, 
even  though  the  first  proposal  for  a 
medical  school  was  made  in  1846, 
it  wasn’t  until  forty  years  later  that 
the  ancestor  of  the  medical  school  of 
the  University  of  Pittsburgh  was  func- 
tioning. 

East  or  West,  Pennsylvania’s  health 
problems  remained  constant  from  the 
17th  through  the  19th  centuries. 
Smallpox  was  an  especial  scourge. 
Coming  along  on  the  Welcome  with 
William  Penn,  it  killed  about  thirty 
passengers  enroute.  The  disease  ap- 
parently also  helped  the  colonists: 
smallpox  introduced  by  the  Swedes  or 
Dutch  apparently  killed  off  large  num- 
bers of  the  colony’s  Indians.  This, 
perhaps  even  more  than  Penn’s  cele- 
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hrated  regard  for  Indian  rights,  may 
explain  the  harmonious  relations  of 
white  and  red  men  in  early  Pennsyl- 
vania. 

Even  though  vaccination  was 
known  from  the  eighteenth  century, 
smallpox  was  a major  killer  in  Penn- 
sylvania until  as  late  as  1861,  and 
not  until  1895  did  all  Pennsylvania 
school  children  have  to  be  vaccinated. 
In  addition  to  smallpox,  Pennsylva- 
nians appear  to  have  been  plagued  by 
the  common  cold,  the  children’s  dis- 
eases (chickenpox,  measles  and 
mumps),  and  huge  numbers  of  other 
infectious  and  communicable  diseases 
including  scarlet  fever,  malaria,  diph- 
theria, typhoid,  typhus,  dysentery,  in- 
fluenza, yellow  fever,  tuberculosis 
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I | and  even  syphilis  and  gonorrhea.  Well 
into  the  19th  century,  a man  wasn’t 
■ j considered  a man  in  rural  Pennsylvania 
■»j  unless  he  had  the  “chills,”  and  it  was 
! only  with  the  large  scale  clearing  of 
j the  land  and  use  of  pesticides  that 
;|  | malaria  became  rare.  Malignant  and 
j degenerative  diseases  usually  being  in- 
i ternal  were  not  generally  recognized 
! ) and  there  were  few  old  people  around 
; j to  suffer  from  many  complaints  fa- 
miliar to  geriatricians. 

Threats  to  health  were  everywhere 
j — especially  in  the  diet  which  overly 
concentrated  on  meat  and  alcohol. 
It  was  the  state  of  the  American  diet, 
rather  than  an  outraged  morality, 
which  induced  Benjamin  Rush  to  have 
the  College  of  Physicians  petition  Con- 
gress in  1790  to  control  the  sale  of 
distilled  liquor. 
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The  most  feared  medical  problem 
in  early  Pennsylvania  was  the  epi- 
demics which  harrassed  the  colony 
from  its  very  beginning.  The  most 
dramatic  bout  was  the  yellow  fever 
epidemic  of  1793  which  killed  about 
10  percent  of  Philadelphia’s  popula- 
tion. Among  the  runners-up  for  in- 
spiring terror  were  the  nationwide 
Asiatic  cholera  epidemics  of  1832, 
1849,  and  1866. 

The  timespan  between  the  great 
yellow  fever  epidemic  and  the  last 
Asiatic  cholera  siege  mark  the  growth 
of  scientific  medical  knowledge.  At 
the  beginning  of  the  period,  as  for 
centuries  before,  epidemics  were 
looked  upon  as  divinely  wrought  de- 
vices. Doctors,  like  Rush,  struggled 


Bloodletting  from  medieval  treatise, 
1519. 


against  epidemics,  and  a board  of 
health  was  founded  in  Philadelphia 
to  help  clean  up  the  city.  But,  the 
general  attitude  was  overlaid  by 
religiosity,  and  prayer  was  very  widely 
relied  upon.  By  1866,  epidemics  were 
recognized  as  medical  problems  best 
coped  with  by  proper  sanitation  and 
more  rational  treatment. 

As  a rule,  sanitary  measures  like 
cleaning  streets  and  draining  stagnant 
pools  were  only  feverishly  put  into 
effect  after  an  epidemic  had  broken 
out.  It  wasn’t  until  1872,  for  example, 
that  garbage  was  collected  in  Phila- 
delphia. Pennsylvania  did  take  an 
important  health  step  with  the  intro- 
duction of  public  water  systems.  The 
Moravians  at  Bethlehem  installed  one 
about  1755  and  Philadelphia’s  first 
went  into  use  in  1800.  The  Quaker 


City’s  advanced  water  supply  some- 
times backfired.  For  years  it  helped 
spread  innumerable  waves  of  typhoid 
over  the  city  as  whole  reservoirs,  in- 
stead of  individual  wells,  became  in- 
fected. 

Up  through  the  19th  century,  only 
a small  percentage  of  Pennsylvanians 
was  treated  by  academically  trained 
physicians.  Most  doctors  had  served 
apprenticeships  or  perhaps  had  a year 
of  lectures  picked  up  somewhere.  Self 
doctoring  was  common  and  Pennsyl- 
vania, honored  for  its  many  medical 
firsts,  also  produced  the  earliest  Amer- 
ican patent  medicine,  Tuscarora  Rice, 
developed  by  Mrs.  Sybilla  Masters. 

Outright  quacks  also  thrived  here. 
Transvestite  Charlotte  Hamilton  (pos- 
ing as  Charles  Hamilton)  ministered 
to  18th  century  residents  of  Chester 
County.  Charlatan  Francis  Torres 
bilked  Philadelphians  into  purchasing 
“Chinese  Stones”  guaranteed  to  cure 
toothache,  cancer,  and  the  bites  of 
mad  dogs  and  rattlesnakes.  Even 
more  remarkably,  the  managers  of  the 
Philadelphia  Alms  House  obtained  the 
local  distribution  rights  of  Elisha 
Perkins’  “Metallic  Tractors,”  a device 
for  curing  all  manner  of  disease.  Fur- 
thermore, the  board  sold  the  contrap- 
tion to  the  Chief  Justice  of  the  United 
States  Supreme  Court  and,  according 
to  legend,  even  to  George  Washing- 
ton. 

In  the  1820’s  when  the  lines  be- 
tween quackery  and  organized  medi- 
cine were  not  as  distinct  as  they  were 
to  be  later,  the  leading  physicians  of 
Philadelphia  could  be  found  endorsing 
patient  medicines,  most  notoriously 
“Swaim’s  Panacea” — a concoction  of 
sasparilla  syrup,  oil  of  wintergreen, 
and  corrosive  sublimate. 

Medical  research  lagged  in  the  17th 
and  1 8th  centuries  and  most  medical 
education  tended  to  be  theoretical 
with  little  attention  given  to  anatomy 
demonstrations  even  though  the  first 
such  lectures  in  America  were  pre- 
sented by  Thomas  Cadwalader  in  the 
1730’s.  What  generally  passed  for 
medical  research  was  random  observa- 
tions and  historical  scanning.  The 
results  of  this  type  of  inquiry  is  evi- 
dent in  Cadwalader’s  pioneer  treatise 
An  Essay  on  the  West  India  Dry 
Gripes  (1745)  and  in  the  first  Ameri- 
can textbook,  John  Jone’s  Plain,  Con- 
cise, Practical  Remarks  on  the  Treat- 
ment of  Wounds  and  Fractures  (1775). 

As  exceptions  to  the  contemporary 
lacks  in  medical  research  stand  the 
work  of  Adam  Seybert  who  performed 
actual  experiments  on  the  “putrefac- 
tion of  the  blood”  in  1793  and  the 
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Dr.  Benjamin  Rush  was  the  first 
American  to  achieve  international 
recognition  in  the  world  of  medicine. 


work  Rush’s  student,  John  R.  Young 
did  in  1803  to  demonstrate  the  acid 
nature  of  gastric  digestion  which 
pointed  the  direction  Beaumont  was 
to  follow.  It  wasn’t  until  the  influence 
of  the  Paris  Clinicians  was  felt  in  the 
1820’s  that  medical  research,  in  the 
modern  sense,  became  increasingly 
common  in  America. 

After  the  Revolution,  while  the 
United  States  was  attempting  to  de- 
velop a national  identity,  even  medi- 
cine was  drawn  into  the  effort.  For 
example,  the  originally  stated  scientific 
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aim  of  the  College  of  Physicians  was 
to  encourage  the  study  of  American 
diseases  and  drugs  and  many  a physi- 
cian “took  pride  in  the  thought  that 
even  diseases  were  made  in  America.” 
Ironically,  however,  the  only  medi- 
cal risk  peculiar  to  the  new  country, 
aside  from  a few  native  diseases,  was 
the  heroic  practice  Americans  were 
accorded.  Calling  for  huge  doses  of 
laxatives  and  massive  bleedings,  the 
theory  was  based  on  Scottish  prin- 
ciples— only  carried  to  extremes  un- 
known abroad.  In  a lighter  thera- 


peutic vein,  the  interest  in  American 
cures  stimulated  the  interest  in  our 
medicinal  springs  and  this  era  marks 
the  important  development  of  Penn- 
sylvania’s Bedford  and  Chester 
Springs  as  counterparts  to  the  English 
“watering  places.” 

A new  nationalism  and  a growing 
professional  importance  demanded  the 
emergence  of  American  medical  jour- 
nals. Of  the  thirteen  publications 
founded  in  the  United  States  before 
1820,  five  [beginning  with  the  Phila- 
delphia Medical  Museum  (1804- 
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Medical  Philosopher ” 


I 1811)  edited  by  John  Redman  Coxe] 
i were  produced  in  Pennsylvania.  The 
I Philadelphia  Journal  of  the  Medical 
and  Physical  Sciences  succeeds  the 
New  England  Journal  of  Medicine 
and  Surgery  (founded  1812)  as  the 
second  oldest  of  its  kind  in  the  nation. 
It  was  founded  by  Nathaniel  Chap- 
' man  in  1820  and  renamed  the  Ameri- 
j can  Journal  of  the  Medical  Sciences 
by  Dr.  Isaac  Hays  who  edited  it  until 
1879  when  stewardship  passed  to  his 
I son,  I.  Minis  Hays. 

Medical  journalism  had  a hard  time 
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maintaining  its  respectibility  during 
the  second  half  of  the  19th  century 
as  increasing  pots  of  red  ink  led  pub- 
lications to  accept  the  most  dubious 
patent  medicine  advertisements.  The 
struggle,  obvious  even  in  the  Journal 
of  the  American  Medical  Association, 
was  also  evident  within  the  Common- 
wealth. 

Soon  after  the  formation  of  the 
Medical  Society  of  the  State  of  Penn- 
sylvania in  1848,  the  organization 
began  publication  of  its  transactions. 
In  1896  the  group  produced  a journal 
which,  for  nearly  twenty-five  years, 
conducted  as  a society-related  pro- 
prietary fiefdom,  run  first  by  Dr. 
Adolph  Koenig  of  Pittsburgh  and 
then  Dr.  Cyrus  Lee  of  Athens.  Not 
until  1920,  when  the  State  Society 
acquired  its  first  Executive  Secretary, 
did  the  Society  assume  ownership  of 
the  Pennsylvania  Medical  Journal,  the 
ancestor  of  the  present  Pennsylvania 
Medicine. 

During  the  early  years  of  the  new 
American  Republic,  Philadelphia  re- 
mained the  pre-eminent  center  of 
American  medical  education  and  in- 
fluence and  Benjamin  Rush,  the 
teacher,  was  the  living  personification 
of  its  primacy.  In  each  of  the  four 
years  before  his  death  in  1813,  about 
three  hundred  students  enrolled  in  his 
courses.  Of  the  approximately  twenty 
members  of  the  South  Carolina  Medi- 
cal Society  in  this  period,  about  half 
had  been  Rush’s  students,  and  most 
medical  students  did  not  consider  their 
education  complete  without  a course 
of  lectures  by  “The  American  Medical 
Philosopher.” 

Recognition  of  Philadelphia’s  com- 
petence also  came  from  abroad. 
Daniel  Coxe  sent  his  son,  John  Red- 
man Coxe,  here  from  Britain  to  be 
educated  (1791)  and  S.  W.  Jacobs 
of  Belgium  received  his  M.D.  in  1801. 
But,  more  frequently,  Americans  like 
Philip  Syng  Physick  returned  from  ad- 
vanced study  in  Eruope  to  lead  in 
the  development  of  a sphere  of  medi- 
cal practice.  Often  called  the  “Father 
of  American  Surgery,”  and  the  first 
man  in  America  to  hold  a separate 
chair  of  surgery,  he  invented  ingenious 
instruments  to  perform  lithotomies 
and  tonsillectomies  and  introduced  the 
use  of  buckskin  sutures.  Inventive- 
ness seemed  to  best  characterize  our 
medical  contributions  during  this  era. 
Joseph  Parrish  devised  an  aneurysm 


needle,  Joseph  Hartshorne  an  appa- 
ratus for  a fractured  patella,  and  Char- 
les Delucena  Meigs  a widely  used  ring 
pessary. 

With  the  advent  of  the  1930’s,  in- 
creasing surgical  skill  and  the  fruits  of 
significant  medical  research  joined 
gadgetry  as  the  hallmarks  of  medical 
practice.  German-trained  Samuel 
Jackson  decried  “the  commercialism 
of  the  age”  and  urged  his  students  “to 
attempt  research  in  their  first  lean 
years,  ere  the  shades  of  money-making 
closed  about  them.” 

A student  of  the  clinician  Pierre 
Charles  Alexandre  Louis,  William 
Wood  Gerhard — applying  French  sci- 
entific methods — differentiated  be- 
tween typhus  and  typhoid  in  the 
1830’s.  Brilliant  theorist  Joseph 
Leidy,  who  almost  advanced  the 
theory  of  evolution  in  1846  prior  to 
Darwin,  discovered  the  trichina  cyst 
in  the  muscles  of  pigs.  To  codify 
the  emerging  medical  knowledge, 
Robley  Dunglison  brought  out  the  first 
of  numerous  editions  of  his  pioneering 
New  Dictionary  of  Medical  Science 
and  Literature  in  1833. 

One  of  the  greatest  contributions 
to  medicine  during  the  first  fifty  years 
of  the  1800’s — the  development  of 
anesthesia — also  has  its  Pennsylvania 
connection.  Crawford  W.  Long  of 
Georgia  who,  in  March,  1842,  first 
performed  surgery  using  ether,  was  a 
proud  alumnus  of  the  University  of 
Pennsylvania. 

Every  generation  of  Pennsylvania’s 
physician  crop  seems  to  have  pro- 
duced a few  men  who  attained  fame 
or  notoriety  in  other  than  medical 
pursuits  and  this  vital  time  produced 
its  share.  George  Logan’s  diplomatic 
mission  as  a private  citizen  to  France 
in  1798  led  Congress  to  pass  the 
“Logan  Act”  forbidding  future  non- 
official  negotiations.  Elisha  Kent 
Kane’s  Arctic  Exploration:  The  Sec- 
ond Grunnell  Expedition  in  Search  of 
Sir  John  Franklin  (1856)  has  been 
called  “the  greatest  book  on  arctic  ex- 
ploration ever  written.” 

The  font  of  all  regularly  trained 
physicians  has  remained  medical 
schools  and,  up  until  the  1820’s,  there 
was  only  one  in  Pennsylvania — the 
University  of  Pennsylvania.  But, 
many  people  were  still  trained  by  the 
apprenticeship  system.  As  a supple- 
ment to  the  education  of  both  appren- 
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American  Medical  Association  is 
organized  at  Philadelphia’s 
Academy  of  Natural  Science,  1847 
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Nathaniel  Chapman  is  first  of 
twelve  Pennsylvanians  to 
head  the  121-year  old  AMA 
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tices  and  medical  students,  informal 
institutions  like  the  Medical  Institutes 
of  Philadelphia  (1817)  and  the  Phil- 
adelphia School  of  Anatomy  (1820) 
were  created. 

As  the  Commonwealth  grew,  how- 
ever, the  demand  for  regular  medical 
training  outstripped  the  capabilities  of 
its  single  college  of  medicine.  In  1825, 
with  the  founding  of  Jefferson  Medi- 
cal College,  the  University  of  Penn- 
sylvania’s monopoly  was  broken.  The 
new  school  was  bitterly  fought  by  the 
faculty  of  the  older  one  whose  income 
was  directly  dependent  on  student  en- 
rollment. Penn  even  sent  lobbyists  to 
Harrisburg  to  prevent  Jefferson  Medi- 
cal College  from  receiving  its  charter. 
In  fact,  it  was  because  of  the  opposi- 
tion of  the  University-centered  medi- 
cal establishment  that  the  founders  of 
Pennsylvania’s  second  medical  school 
allied  themselves  with  Jefferson  Col- 
lege of  Canonsburg  rather  than  at- 
tempt to  attain  a separate  corporate 
existence,  even  though  they  meant  to 
operate  in  Philadelphia. 

Once  the  monopoly  was  broken, 
other  medical  schools  followed  with 
less  pain  aborning.  Pennsylvania 
Medical  College  began  classes  in 
1839  under  the  aegis  of  Pennsylvania 
(now  Gettysburg)  College.  Its  unique 
charter  of  the  next  year  held  “That 
hereafter  it  shall  not  be  lawful  for 
any  college  incorporated  by  the  laws 
of  this  State,  to  establish  any  faculty 
for  the  purpose  of  conferring  degrees, 
either  in  medicine  or  the  arts,  in  any 
city  or  county  of  the  commonwealth 
[sic],  other  than  that  in  which  said 
college  is  or  may  be  located.”  The 
institution’s  prolonged  death  throes 
were  ended  at  a sheriff’s  sale  in  1861, 
a fate  matched  by  most  of  the  scores 
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of  medical  schools  of  all  varieties  that 
the  Legislature  chartered  from  the 
1840’s  to  the  1880’s.  Of  this  whole 
rash,  only  three — the  University  of 
Pittsburgh  Medical  School,  Woman’s 
Medical  College,  and  Hahnemann 
Medical  College — survive. 

Originally  called  “Female  Medical 
College  of  Pennsylvania”  at  its  found- 
ing in  1850,  Woman’s  is  the  only 
surviving  school  of  its  genre  in  Amer- 
ica. Originally  established  and  staffed 
by  men,  it  elected  the  first  American 
woman  professor  of  medicine,  Amy 
Preston. 

Hahnemann’s  story  is  also  unusual, 
in  that  it  is  rooted  in  homeopathy. 
The  American  followers  of  homeop- 
athy organized  their  first  school,  the 
short  lived  North  American  Academy 
of  Homeopathic  Medicine,  in  Allen- 
town in  1836.  Then,  in  1848,  the 
State  Legislature  chartered  the  Home- 
opathic Medical  College  of  Pennsyl- 
vania in  Philadelphia  which,  in  1867, 
became  Hahnemann  Medical  College 
of  Philadelphia.  In  1936,  the  school 
formally  renounced  the  sectarianism 
of  homeopathy. 

Pennsylvania’s  role  has  also  been 
distinctive  in  the  paramedical  fields. 
The  Philadelphia  College  of  Pharmacy 
and  Science,  another  first,  was 
founded  in  1821  after  many  years  of 
medical  concern  over  the  quality  of 
available  drugs.  The  Nurse  Society 
organized  by  Joseph  Warrington, 
M.D.,  in  the  1830’s,  attempted  to  train 
nurses  and  elevate  the  profession.  The 
School  of  Nursing,  founded  in  1861 
by  Woman’s  Hospital  of  Philadelphia, 
graduated  the  first  American-trained 
nurse.  Pennsylvania  lagged  in  estab- 
lishing dental  education  and  its  first 
school,  the  Philadelphia  College  of 


Dental  Surgery,  was  not  founded  until 
1850,  years  after  the  Baltimore  College 
of  Dental  Surgery.  In  the  area  of  veter- 
inary medicine,  although  interest  can 
be  traced  to  Rush  and  even  earlier, 
the  initial  school,  at  the  University  of 
Pennsylvania,  was  not  established  until 
1884. 

Pennsylvania’s  importance  to  Amer- 
ican medicine  in  mid-century  was 
clearly  demonstrated  by  the  fact  that 
the  American  Medical  Association 
was  organized  at  the  Academy  of 
Natural  Science  in  1847  and  that  its 
first  president,  Dr.  Nathaniel  Chap- 
man, was  considered  to  be  the  “un- 
questioned head  of  the  medical  pro- 
fession of  Philadelphia”  and  the 
holder  of  the  most  prestigious  teach- 
ing position  in  the  nation — the  chair 
of  the  theory  and  practice  of  medi- 
cine at  the  University  of  Pennsylvania. 
Eleven  of  his  successors  at  the  head  ; 
of  medicine’s  most  influential  voice 
have  been  Pennsylvanians,  including 
the  great  surgeon  Samuel  Gross,  op- 
thomologist  George  E.  de  Schweinitz  I 
and,  most  recently,  James  Z.  Appel  | 
of  Lancaster  (1965). 

It  was  the  impetus  of  the  forma-  |, 
tion  of  the  A.M.A.  which  finally  ] 
prodded  Pennsylvania  into  organizing  j 
its  first  state  medical  association — the  | 
Medical  Society  of  the  State  of  Penn-  I 
sylvania  (1848)  with  Lancaster’s  Sam-  I 
uel  Hulme  as  its  first  executive.  Penn-  I 
sylvania  was  the  sixteenth  state  to 
form  this  type  of  organization;  New 
Jersey  was  the  first.  Perhaips  it  was 
the  medical  organization  of  its  domi- 
nant city  that  delayed  for  so  many 
years  the  creation  of  a state  wide 
association  in  Pennsylvania. 

As  the  Commonwealth  matured,  in- 
creasing sophistication  of  care  in  many  I 
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areas  of  medical  treatment  and  the 
consciousness  of  religious  and  ethnic 
groups  led  to  the  foundation  of  large 
numbers  of  hospitals. 

In  1825  the  estate  of  wealthy  grocer 
James  Wills  provided  for  the  estab- 
lishment of  one  of  the  nation’s  fore- 

Imost  ophthalmic  centers,  Wills  Eye 
Hospital,  and  another  bequest  pro- 
vided the  Preston  Retreat,  a lying-in 
hospital  housed  in  a noted  Greek  re- 
vival building  designed  by  Thomas  U. 
Walter. 

Pennsylvania  Hospital  constructed 
the  Pennsylvania  Hospital  for  the  In- 
sane in  1833  and  Children’s  Hospital 
of  Philadelphia  opened  its  doors  in 
1855.  Children’s  Homeopathic  Hos- 
pital of  Philadelphia  was  chartered  in 
1877.  Religious  groups  joined  the  pro- 
cession: Roman  Catholic  St.  Joseph’s 
Hospital  of  Philadelphia  (1849),  that 
city’s  Episcopal  Hospital  (1852)  and 
Jewish  Hospital — now  Einstein  Medi- 
cal Center  (1874).  The  German  Hos- 
pital (now  Lankenau),  established  in 
1860,  had  strong  Lutheran  connec- 
tions but  from  the  start  it  was  open  to 
all  without  distinction  of  race,  color  or 
creed. 

With  the  coming  of  the  Civil  War, 
Philadelphia  became,  next  to  the  Dis- 
trict of  Columbia,  the  North’s  greatest 
hospital  center.  Of  the  fifteen  tempo- 
rary hospitals  established  in  the  city, 
the  largest  were  the  4,000-bed  Mower 
General  Hospital  and  the  even  larger 
Satterlee  General  Hospital. 

Construction  of  the  first  University- 
owned  and  controlled  hospital,  the 
University  of  Pennsylvania  Hospital, 
began  in  1872  after  a prolonged  effort 
led  by  William  Pepper,  Jr.  The  next 
year,  our  State  Capitol  built  Harris- 
burg Hospital. 

Pennsylvania’s  greatest  decades  for 
hospital  growth  were  the  1870’s,  80’s 
and  90’s.  During  these  years,  hospital 
service,  for  the  first  time,  became 
i widely  available  across  the  Common- 
i wealth.  The  tragedy  of  the  Johnstown 
Flood  led  directly  to  the  Conemaugh 
Valley  Memorial  Hospital  which  was 
an  extension  of  the  emergency  Red 
Cross  hospitals  hastily  organized  after 
the  disaster. 

As  a rare  expression  of  concern 
among  the  rich  who  controlled  our 
natural  resources,  Mr.  Adrian  Islin 
of  New  York  City,  a principle  owner 
t,  of  the  Rochester  and  Pittsburgh  Coal 
Company,  instigated  the  foundation 
of  Adrian  Hospital  in  Delancey.  Ini- 
tially to  care  for  sick  and  injured 
employees,  it  later  served  the  entire 
community.  Railroad  money,  in  the 
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hands  of  heirs,  founded  the  world  re- 
nowned Robert  Packer  Hospital  in 
Sayre  in  1885,  and  the  belief  of  the 
efficacy  of  fresh  air  as  a curative  led  to 
the  establishment  of  Kane  Summit 
Hospital  in  1894.  St.  John’s  General 
Hospital  in  Allegheny  City  was  a spin 
off  of  Philadelphia’s  German  Hospital 
and,  like  the  original,  it  was  founded 
under  Lutheran  influence. 

What  effected  the  course  of  medical 
development  in  the  second  half  of  the 
nineteenth  century  was  not  so  much 
institutions  as  the  Civil  War.  Wars 
are  locomotives  of  change  and  the 
Civil  War  was  paramount  in  its  re- 
sults. While  the  Revolution  had  pro- 
vided an  abundance  of  stories  of 
bravery  and  created  medical  heroes 
like  Berks  County’s  Dr.  Bodo  Otto, 
the  Civil  War  stimulated  medical 
theory  to  branch  out  in  new  directions 
and  the  inspiration  of  innumerable 
important  works  came  from  the  war- 
time experiences  of  physicians. 

In  1859,  more  than  half  of  Phila- 
delphia’s 1,200  medical  students  were 
from  the  South,  and  as  tension  de- 
veloped into  hostility  and  hostility  into 
war  they  left  Philadelphia.  But,  it  is 
no  surprise  that  the  chiefs  of  both 
the  northern  and  southern  medical 
services  had  been  trained  in  Pennsyl- 
vania. Northern  students  went  right 
into  the  army.  Older  physicians  and 
teachers  joined  the  army  as  regimental 
surgeons  or  gave  their  services  as  con- 
tract surgeons — working  several  hours 
a day  in  military  hospitals  and  also 
carrying  on  private  practice.  Dr.  Sam- 
uel D.  Gross  prepared  a manual  of 


Lancaster’s  Samuel  Hulme  became  the 
first  executive  of  the  newly  formed 
Medical  Society  of  the  State  of  Penn- 
sylvania in  1848. 


Dr.  Charles  Leonard  “skiagrapher” 
( today’s  clinical  radiologist),  operates 
an  early  X-ray  machine  (about  1897 ) 
at  the  Hospital  of  the  University  of 
Pennsylvania. 

University  of  Pennsylvania 
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military  surgery  and  hygiene  which 
both  armies  used  and  which  was  even 
reprinted  in  Richmond. 

Before  the  war  there  were  the 
beginnings  of  a trend  towards  a 
nationwide  public  health  movement. 
Led  by  Dr.  Wilson  Jewell  of  Phila- 
delphia, the  first  National  Sanitary 
Congress  met  in  Philadelphia  on  May 
13,  1857,  to  discuss  matters  of  sani- 
tation and  quarantine.  The  conven- 
tions were  continued  over  the  next 
three  years  when  military  health  prob- 
lems took  priority  over  civilian  mat- 
ters, and  medical  and  lay  concern  was 
directed  towards  the  War. 

Less  than  two  weeks  after  Fort 
Sumter  was  fired  upon,  the  Philadel- 
phia Nurses  Corps — America’s  first — 
was  founded  and,  through  the  soon- 
to-be-formed  United  States  Sanitary 
Commission,  other  laymen  helped  to 
stir  needed  reform  in  the  Army  medi- 
cal services  and  to  give  special  help 
and  comfort  to  the  sick  and  wounded. 
To  promote  the  national  agency’s 


work,  the  Sanitary  Commission  of 
Pennsylvania,  New  Jersey,  Maryland, 
and  Delaware  gave  a great  fair  during 
three  weeks  in  June  1864.  Thousands, 
including  President  and  Mrs.  Lincoln, 
attended  the  function,  patronized  its 
booths,  and  helped  net  over  a million 
dollars  to  help  the  Union  Army’s  sick 
and  wounded. 

Despite  the  sanitary  fairs,  the  fact 
remained  that  disease  killed  more 
soldiers  than  wounds,  and  that  doctors 
knew  little  about  hygiene  and  sanita- 
tion. They  learned  many  lessons  by 
the  war’s  end  and,  afterwards,  aca- 
demic attention  was  devoted  to  the 
neglected  area.  In  the  early  1870’s,  a 
chair  of  hygiene  was  established  at 
the  University  of  Pennsylvania  and, 
in  subsequent  years,  laboratories  were 
added. 

Running  neck  and  neck  with  dis- 
ease as  a cause  of  death  was  inept 
therapy.  William  S.  Forbes  saw  that 
many  surgeons  were  guilty  of  butchery 
because  they  had  no  knowledge  of 


anatomy  and  he  vowed  to  rectify  the 
situation  by  helping  to  make  cadavers 
available  for  medical  teaching.  He 
led  the  fight  for  the  Anatomy  Act  of 
1867  which  partially  realized  the  goal. 
John  Hill  Brinton,  an  author  of  The 
Medical  and  Surgical  History  of  the 
War  of  the  Rebellion,  was  an  impor- 
tant chronicler  of  medicine’s  role  in 
the  war. 

Great  physicians,  including  W.  W. 
Keen,  George  R.  Morehouse,  and 
S.  Weir  Mitchell  learned  from  the 
War.  As  a result  of  his  observations 
at  Turner’s  Lane  hsopital,  S.  Weir 
Mitchell  published  Reflex  Paralysis 
and  Gunshot  Wounds  and  other  In- 
furies  of  the  Nerves,  described  as  one 
of  the  “great  milestones  in  the  history 
of  American  neurology  and  American 
clinical  medicine.”  Through  Mitch- 
ell’s efforts,  America’s  first  department 
of  neurology  was  founded  at  the  Uni- 
versity of  Pennsylvania  in  1871. 
Mitchell  was  to  make  many  more  con- 
tributions to  neurology  and  psy- 
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Leader  in  Surgical  Specialization 


Specialization  Replaces  the  Generalist,  Societies  Yield 


chology  as  well  as  to  become  one  of 
his  era’s  most  popular  novelists.  Addi- 
tionally, Mitchell’s  medical  interests 
j reflected  a trend. 

Before  the  Civil  War  most  physi- 
} cians,  with  a few  exceptions  like  sur- 
geon Philip  Syng  Physick,  practised 
general  medicine.  By  1900  increased 
knowledge,  and  a greater  population 
had  made  specialization  common- 
place. Modern  specialties  emerged, 
led  by  physicians  like  opthamologist 
William  Thomson  and  radiologist 
; Charles  Lester  Leonard.  America’s 
i Moneer  skiagrapher,  Leonard  made 
lis  first  medical  X-rays  just  two 
nonths  after  Roentgen  announced  his 
■ liscovery.  When  he  retired  from  prac- 
ice  in  1903  Leonard  already  bore 
he  badge  of  early  workers  in  radiol- 
ogy— fatal  X-ray  burns. 

' Medical  diagnosis  based  on  more 
scientific  knowledge  was  raised  to 
greater  heights  by  such  dedicated 
practitioners  as  Jacob  Mendez  Da 
Costa  who  never  stopped  his  clinical 
pbservations.  Watching  his  own  symp- 
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toms  during  his  last,  fatal  heart  attack, 
he  remarked  “Just  as  I expected.” 

Two  paintings,  “The  Gross  Clinic” 
(1875)  and  “The  Agnew  Clinic” 
(1898),  both  by  Thomas  Eakins, 
document  the  dramatic  change  surgery 
underwent  in  a few  years.  In  the 
1875  painting,  the  surgeon  and  his 
assistant  are  in  street  clothes.  In  1898, 
they  are  in  aseptic  surgical  white.  The 
two  stars  of  the  paintings  were  great 
surgeons,  a field  in  which  Pennsyl- 
vania physicians  have  been  most  spec- 
tacular as  leaders. 

Easton-born  Samuel  D.  Gross’s 
Elements  of  Pathological  Anatomy 
represents  the  first  effort  ever  made 
to  present  that  subject  in  a systematic, 
carefully  constructed  form.  Gross,  an 
editor  of  Lives  of  Eminent  American 
Physicians  and  Surgeons  of  the  Nine- 
teenth Century,  was  an  early  appreci- 
ator  of  America’s  medical  heritage 
and  also  a symbol  of  the  nineteenth 
century  physician’s  withdrawal  from 
public  affairs  as  specialization  replaced 
the  generalist.  Benjamin  Rush  signed 


the  Declaration  of  Independence.  A 
century  later,  Gross  was  proud  of  the 
fact  that  he,  himself,  seldom  voted. 

David  Hayes  Agnew,  surgeon  and 
teacher  of  anatomy,  authored  the 
Treatise  on  the  Principles  and  Prac- 
tice of  Anatomy,  one  of  the  most 
widely  used  text  books  of  the  nine- 
teenth century.  Agnew’s  contempo- 
rary, William  Williams  Keen,  in  1887 
performed  the  first  successful  opera- 
tion for  a brain  tumor. 

As  specialties  developed,  research- 
oriented  physicians  felt  the  state  medi- 
cal society  and  the  College  of  Physi- 
cians to  be  too  general.  Beginning 
with  the  Pathological  Society  founded 
by  Samuel  Gross  in  1859,  new  orga- 
nizations were  founded  which  reflected 
the  ever  more  specialized  discipline 
of  medicine. 

Perhaps  the  greatest  researcher  of 
the  last  century  to  work  in  Pennsyl- 
vania was  William  Osier  who  spent 
four  years  (1884-1888)  at  Blockley 
(now  Philadelphia  General  Hospital). 
While  there  for  only  a short  time,  he 

85 
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did  exceptional  work  on  the  mecha- 
nism of  malaria  and  established  the 
need  for  blood  examinations  for  deter- 
mination of  the  disease.  He  also  wrote 
his  important  The  Cerebral  Palsies  of 
Children. 

Research  helped  strip  away  the 
romantic,  Victorian  nonsense  that  sur- 
rounded many  diseases  and  to  expose 
them  to  eyes  of  science.  Tuberculosis, 
for  example,  was  no  longer  to  bestow 
a “languor  in  the  azure  eyes  . . . 
which  told  of  something  too  refined 
for  humanity.”  It  was  to  be  looked 
upon  as  a disease  which  destroyed 
the  lungs.  To  fight  it,  Dr.  Lawrence 
Flick  in  1892  founded  the  Pennsyl- 
vania Society  for  the  Prevention  of 
Tuberculosis.  It  was  the  first  state- 
wide organization  pitting  medical  and 
lay  men  against  a single  disease  and 
was  the  inspiration  for  the  foundation 
of  the  American  Tuberculosis  Associ- 
ation. 

Despite  the  great  medical  advances 
made  by  Pennsylvanians,  the  Corn- 
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monwealth  gave  very  little  official  aid 
or  encouragement  to  its  medical  pro- 
fession. Not  until  1867  was  the  state’s 
first  Anatomy  Act,  the  Armstrong 
Law,  passed  to  provide  a legal  source 
of  bodies  for  dissection.  Inadequate, 
it  applied  only  to  unclaimed  bodies 
in  Philadelphia  and  Allegheny  Coun- 
ties. Pennsylvania’s  satisfactory,  albeit 
belated,  Anatomy  Act  of  1883,  came 
about  as  a result  of  a public  scandal 
arising  out  of  the  fact  that  Jefferson 
Medical  College  had  to  use  bodies 
supplied  to  it  by  “resurrectionists” 
(grave  robbers)  because  a sufficient 
supply  of  legal  cadavers  was  not  avail- 
able. The  legislative  leader  of  the 
battle  for  the  new  legislation  was 
William  James  McKnight,  a progres- 
sive physician  turned  politician  from 
Jefferson  County.  He  was  the  first 
doctor  in  his  county  to  use  a hypo- 
dermic syringe  and  to  operate  success- 
fully for  cataracts.  In  his  youth,  his 
quest  after  medical  knowledge  had  led 
to  his  conviction  as  a grave  robber. 


Similarly,  Pennsylvania  lagged 
sorely  in  licensing  physicians,  and  it  I 
was  not  until  1893  that  the  Common- 
wealth established  a state  examining 
board.  The  legislation  providing  for 
the  licensing  also  attacked  diploma 
mills  by  making  a three  year  medical 
course  mandatory  and  provided  for 
a four  year  course,  or  a year  of  pre- 
medical training,  by  1895.  Why  was 
Pennsylvania  so  slow  in  licensing  its 
physicians?  In  part,  it  was  due  to  the 
opposition  of  the  untrained,  and,  to  a 
greater  degree,  to  a spirit  of  democ-  , 
racy  taken  to  extremes.  Somehow  an 
established  licensing  board  smelled  of  I 
aristocracy  and  interfered  with  a 
man’s  freedom.  ji 

The  20th  century  has  witnessed  | 
the  launching  of  two  important  medi- 
cal schools — over  sixty  years  apart 
— and  the  disappearance  of  several 
others.  At  the  close  of  the  1960’s, 
there  are  seven  active  medical  schools  I 
in  the  Commonwealth.  Since  the  fail-  J 
ure  of  Lincoln  University’s  medical 
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Flexner  expounds  on  Pennsylvania  Medicine 


school  in  1876,  no  liberal  arts  insti- 
tution or  university  had  tried  to  estab- 
lish a medical  school  until  1901  when 
the  trustees  of  Temple  College 
(Temple  University)  “ordered  that  an 
evening  medical  school  be  opened  in 
connection  with  the  other  departments 
of  Temple  College.” 

Of  great  import  to  the  development 
of  medical  education  within  the  Com- 
monwealth was  the  new  basic  medical 
sciences  orientation  being  introduced 
into  medical  education  by  German- 
trained  younger  physicians  and  by 
graduates  of  the  newly-founded  Johns 
Hopkins  Medical  School,  practitioners 
like  Simon  Flexner  who  for  a brief 
time  served  as  head  of  the  Pathology 
laboratory  at  the  University  of  Penn- 
sylvania. But,  research  had  not  yet 
become  significant  at  Philadelphia’s 
medical  schools  and  he  left  for  the 
more  pleasing  atmosphere  of  New 
York’s  Rockefeller  Institute. 

Flexner’s  brother,  Abraham,  work- 
ing under  a grant  from  the  Carnegie 
Foundation,  published  the  epic  Medi- 
cal Education  in  the  United  States  and 
Canada  (1910)  in  which  he  rated  the 
University  of  Pennsylvania’s  Medical 
School  as  very  good,  gave  Jefferson 
a moderate  rating,  “complimented  the 


Woman’s  Medical  College  on  a worthy 
effort  with  limited  means”  and  de- 
nounced the  city’s  remaining  four 
schools  as  mediocre  or  worse.  Flexner 
proposed  that  Pennsylvania  should 
have  only  two  medical  schools,  a 
strengthened  one  at  the  University  of 
Pittsburgh  and  one  composed  of  the 
strongest  medical  schools  in  Philadel- 
phia merged  with  the  University  of 
Pennsylvania.  Fortunately  Philadel- 
phia did  not  follow  Flexner’s  prescrip- 
tion and  most  of  the  medical  schools 
decided  to  “shape  up,  rather  than  ship 
out.”  Only  one,  the  Medico  Chirurgi- 
cal  College  of  Philadelphia,  which 
opened  in  1881,  decided  to  give  up 
its  individual  existence  and  to  merge 
with  the  University  of  Pennsylvania 
in  1916. 

The  newest  medical  school  in  Penn- 
sylvania, the  Milton  S.  Hershey 
School  of  Medicine  of  the  Pennsyl- 
vania State  University,  accepted  its 
first  class  in  1967.  Made  possible  by 
a grant  of  $50,000,000  from  the 
Milton  S.  Hershey  Foundation  and 
substantial  federal  funds,  the  develop- 
ment of  the  institution  is  being  spear- 
headed by  George  Harrell,  M.D.  who 
is  the  only  man  in  recent  history  to 
have  organized  the  development  of  two 
medical  schools  from  the  ground  up — 


the  first  having  been  at  the  University 
of  Florida.  In  a simpler  day,  Phila- 
delphia-trained Charles  Caldwell 
(1772-1853)  helped  to  found  five 
medical  schools,  beginning  with  Tran- 
sylvania University. 

Hershey  Medical  College  has  intro- 
duced a number  of  innovations.  In 
an  age  of  increased  specialization,  it 
is  attempting  to  produce  an  up-dated 
variety  of  general  practioners.  To  aid 
in  the  understanding  by  the  physician 
of  the  interaction  of  man,  society,  and 
his  ills,  Hershey  is  the  first  medical 
school  to  have  a group  of  social  scien- 
tists on  its  satff.  It  is  also  a pioneer 
in  that  its  experimental  Animal  Re- 
search Farm  provides  the  only  such 
planned  facility  physically  connected 
to  a medical  school. 

Also  within  the  sphere  of  medical 
education,  the  20th  century  wit- 
nessed the  development  of  osteopathic 
education  from  its  beginnings  in  1895 
to  the  founding  of  the  Philadelphia 
College  of  Osteopathy  in  1953.  To- 
day, in  keeping  with  contemporary 
trends,  the  College  is  constructing  an 
entirely  new  physical  plant.  Similarly, 
the  Pennsylvania  State  College  of  Op- 
tometry which,  at  its  foundation  in 
1919  boasted  of  being  the  “only  insti- 


Body  snatching  in  the  18th  Century.  (Pen  and  ink  drawing  by 
Barney  Moore  after  a sketch  by  Cruikshank). 
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Working  as  a unique  early  team, 
neurologist  William  G.  Spiller  and 
neurological  surgeon  Charles  H. 
Frazier  created  sophisticated  neuro- 
surgical techniques  including  the  first 
“surgical  transection  of  the  spino- 
thalmic  tracts  for  the  relief  of  pain 
in  the  body.”  Their  contemporary, 
laryngologist  Chevalier  Jackson,  de- 
veloper of  the  brochoscope,  made  such 
noted  contributions  to  the  field  of 
laryngeal  surgery  that  he  was  deco- 
rated by  ten  foreign  countries. 

Temple  University’s  W.  Wayne 
Babcock  (1872-1963),  a founding 
member  of  the  American  College  of 
Surgery,  developed  the  use  of  stainless 
steel  sutures,  spinal  anesthesia  and  the 
theory  of  early  ambulation  after  sur- 
gical procedures.  Jefferson  Medical 
College  physician  John  H.  Gibbon, 
Jr.,  is  identified  with  one  of  the  most 
important  contemporary  surgical  pro- 
cedures— open  heart  surgery.  Gibbon 
is  credited  with  having  invented  the 
heart-lung  machine  first  successfully 
used  in  surgery  May  6,  1953,  when, 
for  twenty-six  minutes,  it  took  over 
the  vital  heart  and  lung  functions  of 
an  eight-year  old  girl  from  Wilkes- 
Barre,  allowing  Dr.  Gibbon  to  operate 
directly  on  her  heart.  A modification 
of  the  heart-lung  machine  was  vital 
to  Christian  Barnard’s  successful  hu- 
man heart  transplants. 

Pennsylvania  has,  since  the  late 
nineteenth  century,  been  one  of  the 
most  important  producers  of  ethical 
drugs,  and  interplaying  with  this  phe- 
nomenon has  been  the  number  of 
distinguished  physiologically  oriented 
researchers  we  have  produced.  Alfred 
Newton  Richards  who  headed  the  de- 
partment of  pharmacology  at  Penn 
from  1910-1939  was  one  of  America’s 
foremost  pharmacologists.  A student 
of  Oswald  Schmiedeberg,  the  founder 
of  modern  pharmacology,  Richards 
sought  to  bring  his  students  the  clear- 
est possible  understanding  of  how 
drugs  work.  Among  his  most  signifi- 
cant work  was  his  research  on  renal 
physiology  undertaken  in  the  1920’s. 
He  is  commemorated  in  the  name  of 
one  of  the  most  architecturally  im- 
portant contemporary  buildings  in 
America,  Louis  Kahn’s  Richardson 
Towers  at  the  University  of  Pennsyl- 
vania. 

Any  list  of  important  researchers 
should  include  George  de  Schweinitz, 
author  of  Diseases  of  the  Eye,  the 
long-time  standard  text  in  the  field, 
whose  most  important  original  mono- 
graph Toxic  Amblyopias  was  pub- 
lished in  1896.  Brinton  Chance,  a 
contemporary  physical  brochemist  at 
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manifestation  of  the  knowledge  ex- 
plosion. As  this  century  developed, 
medicine  became  ever  more  complex 
and  specialized.  Many  innovations  are 
of  so  complex  a nature  that  they  can- 
not be  presented  in  this  survey. 

Surgical  developments  continued  to 
be  important.  We  have  produced 
leading  manufacturers  of  surgical  in- 
struments like  Jacob  H.  Gemrig,  as 
well  as  great  surgeons.  John  Blair 
Deaver,  M.D.,  a brilliant  practioner 
from  Lancaster  County,  was  one  of 
that  group  which  included  the  Mayos 
who  moved  surgery  from  the  periph- 
ery of  medical  practice  to  its  very 
center.  Not  an  innovator,  Deaver  was 
a developer  of  procedures.  He  is  most 
noted  for  having  transformed  the  ap- 
pendectomy into  a routine  procedure. 


tution  of  its  kind  in  the  world  not  run 
for  profit,”  received  the  right  to  grant 
Doctor  of  Optometry  degrees  in  1923. 
It  is  now  a four-year  professional 
school — the  Pennsylvania  College  of 
Optometry. 

This  century  has  seen  the  greatest 
developments  in  the  world  of  medicine 
of  anytime  in  human  history.  Through- 
out the  Commonwealth,  as  nationally, 
medical  institutions  are  rebuilding.  As 
alluded  to  above,  medical  schools  are 
being  rebuilt  or  added  to,  and  our 
hospitals  for  the  most  part  founded 
in  the  decades  of  the  1870’s,  80’s  and 
90’s,  are  pulsing  with  new  construc- 
tion. Today,  the  State  has  some  three 
hundred  hospitals  which  include  what 
are  among  the  finest  teaching  hospi- 
tals in  America. 

New  buildings  are  only  the  physical 
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Penn  (and  1952  Olympic  Yacht 
champion),  discovered  eight  of  the 
nine  known  active  enzyme-substrate 
compounds. 

In  immunology,  contributions  have 
been  equally  impressive.  Pediatrician 
Joseph  Stokes,  Jr.,  discovered  the 
value  of  gamma  globulin  for  the  pre- 
vention of  epidemic  and  serum  hepa- 
titus.  The  most  dramatic  immunologi- 
cal breakthrough  of  mid-century  must 
be  credited  to  the  University  of  Pitts- 
burgh’s Dr.  Jonas  Salk  who  headed 
the  team  which  developed  the  polio 
vaccine. 

In  1948,  Salk  and  his  colleagues 
confirmed  the  identity  of  three  types 
of  polio  virus  and  went  to  work  to 
develop  a vaccine.  By  1952,  the  vac- 
cine, which  along  with  the  Sabin  vac- 
cine was  to  nearly  eradicate  polio,  was 
ready  for  testing.  The  first  large  scale 
public  immunization  was  among  the 
children  of  Allegheny  County  with 
Dr.  Salk’s  own  children  being  first. 

As  technology  decreases  the  earth’s 
size,  medical  internationalism  has 
emerged.  A leader  in  this  movement 
has  been  Henry  L.  Bockus,  the 
founder  and  first  chairman  of  the 
World  Organization  of  Gastroen- 
terology who,  in  1960,  became  chair- 
man of  the  board  of  directors  of 
MEDICO  (Medical  International  Co- 
operation), a service  of  CARE 
(which  he  served  as  a vice  president). 

As  the  Commonwealth  heads  to- 
wards the  seventies,  it  does  so  rich 
with  medical  accomplishment.  But  the 
story  is  not  an  unblighted  one.  At  a 
time  when  medical  knowledge  is  at 
its  highest  stage  in  history,  it  is  still 
possible  for  quacks  to  flourish.  It 
gives  shivers  to  realize  that  it  took 
over  thirty  years  of  litigation  before 
Pennsylvania,  in  1960,  could  finally 
force  the  closing  of  the  Hoxsey  Cancer 
Clinic,  and  quackery  is  on  the  upbeat. 
Additionally,  as  medicine  becomes 
more  complex,  it  becomes  increasingly 
expensive  and  city,  county,  state  and 
federal  governments  are  beginning  to 
flay  an  increasingly  significant  role 
n the  financing  of  medical  care.  The 
:ull  implications  of  medicare  and 
Pennsycare  are  only  just  being  real- 
zed.  What’s  ahead  in  an  uncertain 
vorld? 

Prognostication  is  impossible.  It 
:an  only  be  hoped  that  medicine  will 
()e  able  to  cope  with  the  new  com- 
plexities and  developments  which 
tome  day  might  make  our  present 
Health  care  technology  look  as  sim- 
plistic as  Benjamin  Rush’s  prescrip- 
ion  of  calomel  and  bleeding. 
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The  interaction  of  man,  society  and  his  ills — a new  concept  at  Hershey  Medical 
Center  headed  by  Dr.  George  Harrell. 


■ Dr.  Richman  is  Chief  of  the  section 
on  Science,  Industry  and  Technol- 
ogy at  the  William  Penn  Memorial 
Museum,  Harrisburg.  He  has  taught 
United  States  history  at  the  Harris- 
burg University  Center  and  at 
Lebanon  Valley  College.  His  doctoral 
dissertation.  The  Brightest  Ornament: 
A Biography  of  Nathaniel  Chapman, 
M.D.,  was  published  recently. 
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■ V SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 

AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  • BROOKS  HALL 


The  excitement  of  San  Francisco’s  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 
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FILMS,  COLOR  TELEVISION  FEATURED 


Approximately  50  medical  motion  pictures  will  be 
shown  as  part  of  the  scientific  program  at  the  Conven- 
tion. 

Color  television,  presented  live  from  a San  Fran- 
cisco-area  medical  facility,  also  will  be  featured. 

The  medical  motion  picture  program  will  include 
the  premiere  of  a new  film  on  Diagnosis  of  Heart  Di- 
sease, made  with  the  sponsorship  of  the  American 
College  of  Cardiology.  Narrator  of  the  film  is  Tinsley 
Harrison,  M.D.,  Distinguished  Professor  of  Medicine, 
University  of  Alabama,  an  internationally  known  au- 
thority on  diagnosis  of  the  causes  of  cardiac  pain. 

Other  films  to  be  included:  Radiographic  Visualiza- 
tion of  the  Biliary  System  and  Cholecystectomy  and 
Choledochotomy,  by  Dr.  Frank  Glenn;  Bullet  Embolus 
of  the  Right  Ventricle,  by  Arthur  Beall;  Role  of  the 


Endometrium  in  Conception  and  Menstruation,  by  Dr. 

John  Rock;  and.  Gold  Light  Endoscopy,  by  Norman  P. 
Schenker  of  Munich,  Germany,  an  award-winning  film 
made  in  France,  Germany  and  Austria  for  U.S.  physi- 
cians. 

Five  Scientific  Sections  are  to  present  programs  on 
color  television:  Dermatology,  case  presentations; 

General  Surgery,  a surgical  program  including  live 
telecast  of  an  operation,  moderated  by  J.  Englebert 
Dunphy,  Professor  of  Surgery,  University  of  Califor- 
nia; Laryngology,  Otology  and  Rhinology,  a program 
on  sinus  diseases;  Obstetrics  and  Gynecology,  the 
complete  gynecologic  examination;  Orthopedic  Sur- 
gery, spine  problems  in  children. 

The  entire  Scientific  Program  for  Convention  will 
be  published  in  the  May  6 issue  of  JAMA. 


AUTO  ACCIDENTS,  HEALTH  CARE 
PLANNING  ON  THE  PROGRAM 


Four  general  scientific  meetings  of  wide  medical 
interest  will  be  included  in  the  Scientific  Program  of 
the  Convention. 

The  four  general  sessions: 

1.  Automobile  accidents,  with  participation  by  sec- 
tions on  orthopedic  surgery,  general  surgery,  pedi- 
atrics, physicial  medicine,  and  preventive  medicine,  as 
well  as  the  AMA  Committee  on  Medical  Aspects  of 
Automotive  Safety. 

2.  Health  care  planning,  with  participation  by  sec- 
tions on  preventive  medicine,  diseases  of  the  chest, 
general  practice,  general  surgery,  internal  medicine, 
and  military  medicine. 

3.  Management  of  infectious  diseases,  with  partici- 
pation by  sections  on  experimental  medicine  and 
therapeutics,  allergy,  diseases  of  the  chest,  general 
surgery,  pediatrics,  and  preventive  medicine. 

4.  Treatment  of  advanced  malignant  disease,  with 
participation  by  sections  on  general  surgery,  gastroen- 
terology, general  practice,  internal  medicine,  nervous 
and  mental  diseases,  pathology  and  physiology,  colon 
and  rectal  surgery  (formerly  proctology),  and  radi- 
ology. 

MARCH,  1968 


Regular  scientific  programs  also  will  be  presented 
by  each  of  the  22  scientific  sections,  plus  a program 
by  the  Section  on  Miscellaneous  Topics.  The  latter  pro- 
gram will  include  a full  day  session  on  smoking  and 
health  sponsored  by  the  AMA  Committee  on  Research 
for  Tobacco  and  Health,  and  a full  day  session  on 
neurological  surgery  in  which  the  American  Associa- 
tion of  Neurological  Surgeons  will  participate. 

The  entire  scientific  program  will  appear  in  the  May 
6 issue  of  JAMA. 

The  youngest  exhibitors  and  official  guests  of  the 
AMA  at  its  Annual  Convention  will  be  two  teenage 
high  school  scientists. 

They  will  be  chosen  at  the  19th  International  Science 
Fair  in  Detroit  May  15-18  by  members  of  the  AMA 
Council  on  Scientific  Assembly.  Competing  with  over 
400  other  finalists  from  every  state  and  several  for- 
eign nations,  the  two  top  AMA  winners  will  be  named 
for  the  excellence  of  their  studies  and  exhibits  in  the 
basic  medical  sciences. 

During  the  Convention,  they  will  exhibit  their  dis- 
plays in  the  Scientific  Exhibit  and  will  be  introduced 
as  honored  guests  of  the  AMA  to  the  House  of  Dele- 
gates, the  Woman's  Auxiliary  to  the  AMA,  and  at  the 
Scientific  Awards  Dinner. 
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One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  %l1!4land  3-grain  Pulvules 
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uinal  helps  wakeful  patients  fall  asleep  fast,  stay 


tions  occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 


idications:  Tuinal  is  indicated  for  prompt  and  moder- 
ely  long-acting  hypnosis.  It  is  not  suitable  for  con- 
nuous  daytime  sedation. 

ontraindications:  Barbiturates  should  not  be  adminis- 
red  to  anyone  with  a history  of  porphyria,  nor  should 
ey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
mse  excitement  may  result. 

'arning:  May  be  habit-forming. 


Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


"ecautio ns:  Tuinal  should  be  used  cautiously  in  pa- 
ints with  decreased  liver  function,  since  prolongation 
effect  may  occur. 

■ dverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hngover,  or  pain,  may  appear.  Hypersensitivity  reac- 


Dosage: 50-200  mg.  (34-3  grains)  at  bedtime. 
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Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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cardiovascular  briefs 


Management  of  Thrombophlebitis 
and  Pulmonary  Embolism 


What  is  the  treatment  of  superficial 
thrombophlebitis? 

This  can  usually  be  treated  by  bed 
rest  at  home,  leg  elevation,  warm 
compresses  and  anti-inflammatory 
drugs  such  as  Butazolidin®*  or  In- 
docin.®**  However,  if  it  does  not 
respond  or  progresses  upward  toward 
the  femoral  vein,  hospitalization  for 
heparin  therapy  is  indicated. 

Can  deep  thrombophlebitis  be  treated 
in  the  same  manner? 

No,  these  patients  should  be  ad- 
mitted to  a hospital  for  heparin  to 
prevent  pulmonary  embolism  which 
could  be  fatal.  In  addition  to  the  anti- 
coagulant effect,  heparin  has  an  anti- 
inflammatory action  in  thrombo- 
phlebitis. Heparin  should  be  con- 
tinued for  10  to  21  days,  depending 
on  the  severity  of  the  process. 

What  is  the  best  method  of  administer- 
ing heparin  and  what  is  the  dose? 

The  ideal  method  is  intermittent  in- 
travenous, although  it  can  also  be 
given  by  continuous  TV  drip  or  sub- 
cutaneously. The  average  dose  is 
20.000  to  30.000  units  daily,  divided 
into  three  to  six  doses.  The  amount 
given  varies,  depending  on  the  Lee- 
White  coagulation  time  which  should 
be  kept  at  20-30  minutes,  a calcu- 
lation being  made  one  hour  before 
a dose  of  heparin. 

How  does  one  treat  deep  thrombo- 
phlebitis if  heparin  cannot  he  used, 
such  as  following  a recent  episode  of 
upper  G-I  bleeding  from  a peptic 
ulcer? 

Dextran  (regular  or  low  molecular 
weight)  is  useful  in  this  situation.  It 
appears  to  have  an  anti-inflammatory 
effect  but,  unfortunately,  would  not 
offer  much  protection  against  pul- 
monary embolism. 


* Geigy  Pharmaceuticals 

**  Merck,  Sharp  & Dohme 


When  should  one  consider  surgery  for 
thrombophlebitis? 

If  a patient  presents  with  ilio- 
femoral thrombophlebitis  of  less  than 
three  days’  duration,  thrombectomy 
should  be  considered.  The  Fogarty 
catheter  has  made  this  easier  than 
previously.  By  removing  the  thrombus, 
pulmonary  embolism  and  post-phle- 
bitic  syndrome  are  prevented. 

What  are  the  clinical  signs  of  pul- 
monary infarction? 

The  classical  symptoms  are  chest 
pain,  shortness  of  breath,  cough  and 
hemoptysis  associated  with  signs  of 
thrombophlebitis.  However,  not  un- 
commonly patients  may  have  only  a 
transient  episode  of  shortness  of 
breath  or  just  an  unusual  weak  spell. 
Slight  elevation  in  temperature  and 
tachycardia  are  also  important  clues. 

I)o  the  signs  of  thrombophlebitis  al- 
ways precede  a pulmonary  embolism? 

They  usually  do,  but  we  have  all 
seen  patients  with  a pulmonary  em- 
bolus with  little  or  no  evidence  of 
thrombophlebitis.  The  thrombophle- 
bitis may  become  apparent  days  later 
or  there  may  be  no  sign  of  thrombo- 
phlebitis if  a thrombus  forms  in  a 
vein  without  much  inflammation  or 
without  occluding  it  completely.  Here 
the  clot  becomes  an  embolus  since 
it  is  not  adherent  to  the  vein  wall. 

What  studies  are  helpful  in  diagnosing 
a pulmonary  embolus? 

The  chest  x-ray,  ECG  and  enzymes 
(I.DH)  may  be  helpful.  A lung  scan, 
using  radioactive  macro-aggregated 
albumin  may  reveal  a perfusion  de- 
fect. If  pulmonary  embolectomy  is 
being  considered  for  a massive  pul- 
monary embolus  or  if  the  diagnosis  is 
not  certain  and  vena  caval  ligation 
may  have  to  be  done,  a pulmonary 
arteriogram  may  give  added  informa- 
tion. More  recently,  some  investi- 
gators have  suggested  the  possible 
usefulness  of  ultrasound  in  the  diag- 
nosis of  pulmonary  infarction. 


What  is  the  treatment  of  a patient 
with  a moderate  pulmonary  embolus? 

The  mainstay  of  treatment  is  hep- 
arin. the  dose  being  somewhat  larger 
than  for  thrombophlebitis  alone,  es-  I 
pecially  the  first  few  days.  Absolute 
bed  rest,  leg  elevation  and  preven-  J 
tion  of  constipation  are  indicated. 

When  is  inferior  vena  caval  ligation 
indicated? 

When  a patient  has  repeated  emboli 
while  on  adequate  anticoagulant  ther- 
apy or  if  a patient  has  an  embolus 
and  anticoagulants  cannot  be  used. 

Is  there  any  advantage  of  plication 
over  ligation  of  the  inferior  vena  cava? 

Yes.  Plication  is  preferred  because 
it  does  not  have  a stagnant  area  (from 
the  point  of  ligation  to  the  level  of 
the  renal  veins),  and  there  is  less 
stimulus  for  the  development  of  col- 
lateral veins  and  less  post-operative  , 
edema.  Plication  can  be  performed 
by  suturing  or  by  the  use  of  one  of 
several  types  of  clips  placed  on  the 
inferior  vena  cava. 

Is  there  any  relationship  between  oral 
contraceptives  and  thrombophlebitis? 

This  is  not  definitely  established,  '[ 
but  their  use  may  result  in  coagulation 
changes  so  that  we  advise  patients  '|[« 
with  a history  of  thrombophlebitis  to  HU 
avoid  these  drugs.  , 

William  G.  Leaman,  Jr.,  M.D.,  I 
questions  Meyer  Naide,  M.D.,  Direc- 
tor, Division  of  Vascular  Diseases,  I 
Graduate  Hospital  of  the  University  I 
of  Pennsylvania,  and  David  Naide,  I 
M.D.,  Division  of  Vascular  Diseases,  I * 
Graduate  Hospital  of  the  University 
of  Pennsylvania,  Philadelphia,  Penn- 
sylvania. I 

William  G.  Teaman,  Jr„  M.D.,  j 
Fellow,  Council  on  Clinical  Cardi-  I 
ology  of  the  American  Heart  Associa- 
tion,  edited  this  Brief  for  the  Council  I 
on  Scientific  Advancement,  in  coop-  I 
eration  with  the  Pennsylvania  Heart  I 
Association. 
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postgraduate  courses 


ALLENTOWN 

Geriatric  Gynecology;  at  Allen- 
town Hospital,  May  9,  1968;  10:00 
a.m.  to  1:00  p.m.,  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
19107. 


Infectious  Diseases — Global  Per- 
spective; at  St.  Luke’s  Hospital,  Beth- 
lehem, May  16,  1968,  9:30  a.m.  to 
noon,  fee  $7.00  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

HARRISBURG 


Surgical  Aspects  of  Renal  Trans- 
plantation; at  Allentown  Hospital, 
April  11,  1968,  10  a.m. — 1 p.m., 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 


ALTOONA 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Allen- 

town Hospital— March  27,  1968;  Wil- 
liamsport Hospital — April  24,  1968; 
Altoona  Hospital — April  25,  1968; 
arrisburg  Hospital — May  9,  1968. 
ours:  1:30-5:30  p.m.,  fee  $5.00. 

ontact  Richard  B.  Magee,  M.D.,  Co- 
rdinator,  Blair  Medical  Center,  501 
oward  Avenue.  Altoona,  Pa.  16601. 

Treatment  of  the  Patient  with  Renal 
)isease,  Including  Dialysis;  at  AI- 
oona  Hospital;  March  21,  1968;  10 
l.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Valnut  Street,  Philadelphia  19107. 

Approach  to  the  Patient  with  Gas- 
rointestinal  Hemorrhage;  at  Altoona 
lospital,  April  4,  1968,  10  a.m. — 
2:30  p.m.,  AAGP  2 hours.  Contact 
ohn  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia  19107. 

BETHLEHEM 

Rational  Therapy  with  Antibiotics; 

t St.  Luke’s  Hospital,  Bethlehem; 
larch  21,  1968;  9:30  a.m.  to  noon; 
;e  $7.00;  AAGP  3 hours.  Contact 
ohn  H.  Killough,  M.D.,  1025  Wal- 
ut  Street,  Philadelphia  19107. 

Pediatrics  & Infectious  Diseases;  at 

jt.  Luke’s  Hospital,  Bethlehem,  April 
8,  1968,  9:30  a.m. — noon,  fee  $7.00, 
AGP  3 hours.  Contact  John  H. 
illough,  M.D.,  1025  Walnut  Street, 
hiladelphia  19107. 
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Pelvic  Approach  to  Gynecological 
Surgery;  sponsored  by  Merck,  Sharp 

6 Dohme  at  Harrisburg  Hospital, 
March  28,  1968.  Speaker  will  be  Larry 
McGowan,  M.D.,  director,  depart- 
ment of  obstetrics/ gynecology,  Fitz- 
gerald-Mercy  Hospital,  Philadelphia. 

Clinical  Correlation  of  Coronary 
Arteriography;  sponsored  by  Harris- 
burg Hospital,  April  30,  1968,  9:00 
a.m.  Contact  George  Jackson,  M.D., 
Harrisburg  Hospital,  South  Front 
Street,  Harrisburg  17101. 

Surgical  Management  of  Congenital 
Heart  Disease;  sponsored  by  Harris- 
burg Hospital,  April  9,  1968,  5 p.m. 
Contact  George  Jackson,  M.D.,  Har- 
risburg Hospital.  South  Front  Street, 
Harrisburg  17101. 

Dystocia;  sponsored  by  Merck, 
Sharp  & Dohme  at  Harrisburg  Hos- 
pital, April  18,  1968.  Contact  George 
Jackson,  M.D.,  Harrisburg  Hospital, 
South  Front  Street,  Harrisburg  17101. 

JOHNSTOWN 

The  Neurologic  Examination;  at 

Conemaugh  Valley  Memorial  Hos- 
pital, Johnstown;  March  26,  1968; 

7 p.m.  to  9 p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Pharmacologic  Support  of  Men  on 
Prolonged  Space  Flight;  at  Cone- 
maugh Valley  Memorial  Hospital, 
Johnstown,  April  23,  1968,  7 p.m. — 
9 p.m.,  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

Colitis  and  Enteritis;  at  Conemaugh 
Valley  Memorial  Hospital,  May  28, 
1968,  7:00  p.m.  to  9:00  p.m.,  AAGP 
2 hours.  Contact  John  H.  Killough, 
M.D..  1025  Walnut  Street,  Philadel- 
phia 19107. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone; 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 


Continuing  Education  in  Psychiatry 
for  Medical  Practitioners;  Abington 
Memorial  Hospital,  March  5,  1968 
through  May  21,  1968  (successive 
Tuesdays),  7:00  p.m.-9:00  p.m.;  fee 
$50.00;  AAGP  24  hours.  Contact 
William  T.  Donner,  M.D.,  Training 
Program  Director,  Abington  Memo- 
rial Hospital,  Abington  19001. 

Current  Concepts  in  Medicine  for 
the  Practicing  Physician;  sponsored  by 
Bryn  Mawr  Hospital  and  Montgomery 
County  AAGP  at  the  Treadway  Inn, 
St.  Davids,  April  25-27,  1968,  AAGP 
credit  15  hours.  Contact  John  T. 
Magee,  M.D.,  Bryn  Mawr  Hospital, 
Bryn  Mawr  19010. 

Auscultation  of  the  Heart;  at  the 
Sheraton  Hotel,  Philadelphia,  May 
27-30,  1968,  fees:  ACP  members 

$60.00;  non-members,  $100.00.  Con- 
tact Edward  C.  Rosenow,  M.D.,  4200 
Pine  Street,  Philadelphia  19104. 

Neurohumoral  Control  of  the  Cir- 
culatory System;  by  Heart  Associa- 
tion of  Southeastern  Pennsylvania  at 
Sheraton  Hotel,  Philadelphia,  March 
14-15,  1968,  9 a.m.  to  5:15  p.m.,  fee 
$50.00.  AAGP  10  hours.  Contact 
Florence  R.  Johnson,  318  S.  19th 
Street,  Philadelphia  19103. 

Frontiers  in  Gastroenterology;  at 
Bellevue  Stratford  Hotel,  Philadelphia, 
May  12-15,  1968,  Henry  J.  Tumen, 
M.D.  and  James  L.  A.  Roth,  M.D., 
co-directors,  fees:  members  $60.00; 

non-members,  $100.00.  Contact  Ed- 
ward C.  Rosenow,  M.D.,  4200  Pine 
Street,  Philadelphia  19104. 

The  Prevention  and  Early  Detec- 
tion of  Disease  in  Clinical  Practice; 
University  of  Pennsylvania  School  of 
Medicine,  May  20-24,  1968,  fees: 
members  $60.00;  non-members, 
$100.00.  Contact  Edward  C. 
Rosenow,  M.D.,  Philadelphia  19104. 

Problems  in  Management  of  Eso- 
tropia; sponsored  by  Wills  Eye  Hos- 
pital and  Temple  University  School 
of  Medicine,  April  6,  1968.  Contact 
W.  E.  Krewson,  III,  M.D.,  Wills  Eye 
Hospital,  1601  Spring  Garden  St., 
Philadelphia  19130. 

Advances  in  Gynecologic  Endoc- 
rinology; sponsored  by  Jefferson  Med- 
ical College,  April  19-20,  1968,  fee 
$35.00.  Contact  John  H.  Killough, 
M.D..  1025  Walnut  Street,  Philadel- 
phia 19107. 

(Continued  on  page  98.) 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,’’  but  may  well 
be  in  need —medically.  You  know  the  symptoms.  She’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  her  organically,  she  suffers  from  general 
malaise.  Lassitude  has  become  her  way  of  life  . . . vague  aches  and  pains  her 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  her  life  in 
which  she’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  she’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
her  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 


PENNSYLVANIA  MEDICINE 


The  estrogen  component  in  MEDIATRIC  is  PREMARIN^ (conjugated  estrogens-equine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  methyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  methamphetamine  HCl  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  due  to 
methyltestosterone  component. 
WARNING:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  EFFECTS:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES:  Male  and 
female—  1 Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 

SUPPLIED:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  10  fluidouncesand  1 gallon. 


Each 

MEDIATRIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC 
Liquid 
contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCl 

1 .0  mg. 

1 .0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCl 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

(Contains 
15%  alcoholf) 
tSome  Loss 
Unavoidable 

Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 

AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada  esn 
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(Continued  from  page  95.) 

PITTSBURGH 

Selected  Topics  in  Gastrointestinal 
Disease;  sponsored  by  the  Western 
Pennsylvania  Hospital,  March  10, 
1968,  10:30  a.m.-4:30  p.m.,  fee 

$10.00,  AAGP  5 hours.  Contact  John 
B.  Hill,  M.D.,  the  Western  Pennsyl- 
vania Hospital,  4800  Friendship  Ave- 
nue, Pittsburgh  15224. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
March  14,  April  11,  May  9,  June  13, 
1968;  11:00  a.m.  to  2:00  p.m.;  AAGP 
20  hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College, 
1025  Walnut  Street,  Philadelphia. 

Common  Skin  Diseases;  at  Potts- 
ville Hospital;  March  14,  1968;  11 
a.m.  to  2 p.m.;  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Management  of  Complicated  Peptic 
Ulcer;  at  Pottsville  Hospital,  April  11, 
1968,  11a.m. — 2 p.m.,  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.. 
1025  Walnut  Street,  Philadelphia 
19107. 

Treatment  of  Massive  G.I.  Hemor- 
rhage; at  Pottsville  Hospital,  May  9, 
1968  11:00  a.m.  to  2:00  p.m.,  AAGP 
2 hours.  Contaet  John  H.  Killough, 
M.D..  1025  Walnut  Street,  Philadel- 
phia 19107. 

SCRANTON 

The  Treatment  of  Rheumatoid  Ar- 
thritis; at  Mercy  Hospital,  Scranton; 
March  20,  1968;  9:30  a.m.  to  noon; 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

Symposium  on  Clinical  Nutrition: 
Obesity:  Principles  of  Dietotherapy; 

at  Mercy  Hospital,  Scranton,  May  15, 
1968;  9:30  a.m.  to  noon;  AAGP  2 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

WILKES-BARRE 

Differential  Diagnosis:  Peptic  Ulcer, 
Hiatal  Hernia  and  Cholelithiasis;  at 

Wilkes-Barre  General  Hospital;  March 
21,  1968;  9 a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 


Office  Management  of  Common 
Gynecologic  Problems;  at  Wilkes- 
Barre  General  Hospital,  April  18, 
1968,  9a.m. — noon,  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
19107. 

Surgical  Aspects  of  Chronic  Pul- 
monary Disease;  at  Wilkes-Barre  Gen- 
eral Hospital,  May  16,  1968,  9:00 
a.m.  to  noon,  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

WILLIAMSPORT 

Endocrinology:  Misuse  of  Hor- 

mones in  Men — Misuse  of  Hormones 
in  Women;  at  Williamsport  Hospital; 
March  20,  1968;  10  a.m.  to  3:30  p.m.; 
AAGP  4 hours.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street,  Phil- 
adelphia 19107. 

The  Autoimmune  Diseases:  Immu- 
nology Rheumatoid  Arthritis;  at  Wil- 
liamsport Hospital,  April  17,  1968; 
10  a.m. — 3:30  p.m.,  AAGP  4 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
19107. 

OUT  OF  STATE 

Clinical  Endocrinology — Recent  Ad- 
vances in  Diagnosis  and  Treatment; 

sponsored  by  the  American  College  of 
Physicians  at  the  Mayo  Graduate 
School  of  Medicine,  April  22-26, 
1968.  Contact  Edward  C.  Rosenow, 
Jr.,  M.D..  4200  Pine  Street  19104. 

Cine  Angiographic  Techniques  in 
Cardiovascular  Disease;  sponsored  by 
the  American  College  of  Chest  Phy- 
sicians at  the  Cleveland  Clinic,  April 
29-May  1,  1968.  Contact  the  Ameri- 
can College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago,  Illinois 
60611. 

International  Academy  of  Proctol- 
ogy Twentieth  Annual  Teaching  Sem- 
inar; May  4-9,  1968  at  the  Montreux- 
Palace  Hotel,  Montreux,  Switzerland. 
Contact  the  Executive  Officer,  147-41 
Sanford  Avenue,  Flushing,  N.Y. 
1 1355.  For  travel  arrangements  write 
the  Earlfield  Agency,  29  Fifth  Avenue, 
Pelham,  N.Y.  10803. 

Fractures  and  Other  Trauma;  spon- 
sored by  the  Chicago  Committee  on 
Trauma  of  the  American  College  of 
Surgeons,  April  17-20,  1968  at  the 
John  B.  Murphy  Memorial  Audi- 
torium. Chicago,  fee  $80.00,  AAGP 
credit.  Contact  James  P.  Ahstrom, 
Jr.,  M.D.,  55  East  Erie  Street,  Chi- 
cago, Illinois  60611. 


Correlations  in  Medicine:  The  Clin- 
ician and  the  Laboratory:  sponsored 
hy  Mound  Park  Hospital  Foundation, 
April  11-13,  1968,  fee  $40,  18  hours 
AAGP.  Contact  Mound  Park  Foun- 
dation, Inc.,  St.  Petersburg,  Fla. 
33701. 

The  Clinical  Selection  of  Patients 
for  Cardiac  Surgery;  sponsored  by  the 
American  College  of  Physicians  at  the 
Mayo  Graduate  School  of  Medicine, 
March  14-16,  1968.  Contact  Edward 
C.  Rosenow,  Jr.,  M.D.,  4200  Pine 
Street,  Philadelphia  19104. 

Laryngology  and  Bronehoesophagol- 

ogy;  College  of  Medicine  of  the  Uni- 
versity of  Illinois  at  the  Medical  Cen- 
ter, Chicago,  March  25  through  April 
6,  1968.  Contact  the  Department  of 
Otolaryngology,  College  of  Medicine, 
University  of  Illinois  at  the  Medical 
Center,  P.O.  Box  6998,  Chicago,  Il- 
linois 60680. 

Biochemical  and  Clinical  Aspects 
of  Alcohol  Metabolism;  sponsored  by 
the  Wayne  State  University  School  of 
Medicine  at  the  Wayne  County  Medi- 
cal Society,  April  11-12,  1968.  Con- 
tact Nancy  M.  Houston,  Wayne  State 
University  School  of  Medicine,  1400 
Chrysler  Freeway,  Detroit,  Michigan 
48207. 

Psychiatry  and  the  Internist;  spon- 
sored by  the  American  College  of 
Physicians  at  Albany  Medical  College 
of  Union  University,  Albany,  N.  Y., 
March  18 — 22,  1968.  Contact  Ed- 
ward C.  Rosenow,  Jr.,  M.D.,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

Papilledema:  Diagnosis  and  Dif- 

ferential Diagnosis;  Angiography  and 
Phlebography  of  the  Orbit;  X-Ray 
Ethology  of  the  Orbit;  Visual  Field 
Alterations  in  Brain  Tumors;  Secon- 
dary Glaucoma;  a series  of  five  lec- 
tures in  English  by  Professor  Alfred 
Huber  of  Zurich,  Switzerland  at  the 
Institute  of  Ophthalmology  of  the 
Americas,  March  25-29,  1968,  fee 
$20.00  per  lecture.  Contact  Jane 
Stark,  Institute  of  Ophthalmology  of 
the  Americas,  New  York  Eye  and  Ear 
Infirmary,  218  Second  Avenue,  New 
York,  N.  Y.  10003. 


. About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 


98 


PENNSYLVANIA  MEDICINE 


* 

PENNSYLVANIA 

J 

MEDICINE 

meetings 


MARCH 

PMS  Board  Meeting,  March  20-21,  1968,  PMS  Head- 
quarters Building,  Lemoyne. 

Ninth  Annual  Postgraduate  Anesthesia  Seminar,  New  Jer- 
sey Society  of  Anesthesiologists,  March  23,  1968, 
Cherry  Hill,  New  Jersey. 

Spring  Session,  American  Academy  of  Pediatrics,  March 
18-20,  1968,  Regency  Hyatt  House,  Atlanta,  Georgia. 

Forty-Second  Congress,  International  Anesthesia  Research 
Society,  March  17-21,  1968,  San  Francisco,  California. 

Seventh  National  Symposium,  Heart  Association  of  South- 
eastern Pennsylvania,  March  14-15,  1968,  Sheraton 
Hotel,  Philadelphia. 

Fourth  International  Medical-Legal  Seminar,  Pittsburgh 
Institute  of  Legal  Medicine,  in  the  Orient  (Japan, 
Manila,  Bangkok,  Singapore,  Hong  Kong  and  Hawaii), 
March  30  to  April  14,  1968.  Contact  Cyril  H.  Wecht, 
M.D.,  1417  Frick  Building,  Pittsburgh  15219. 

Second  National  Congress  on  the  Socio-Economics  of 
Health  Care,  the  Council  on  Medical  Service  of  the 
AMA,  March  22-23,  1968,  at  the  Palmer  House, 
Chicago. 

Sectional  Meeting  for  Doctors  and  Nurses,  the  American 
College  of  Surgeons,  March  11-13,  1968,  Williams- 
burg, Virginia. 

Annual  Meeting,  the  American  Diopter  and  Decibel  So- 
ciety, March  17,  1968,  Jamaica  Hilton,  Ocho  Rios, 
Jamaica,  West  Indies.  Contact  Compass  Travel 
Bureau,  55  West  42nd  Street,  New  York,  New  York 
10036. 


APRIL 


Annual  Meeting  of  the  Pennsylvania  Tuberculosis  and 
Health  Society,  April  24-26,  1968,  Warwick  Hotel, 
Philadelphia. 

PMS  Officers’  Conference,  April  25,  1968,  Penn-Harris 
Hotel,  Harrisburg. 

American  Industrial  Health  Conference,  April  22-25,  1968, 
Hilton  Hotel,  San  Francisco,  California. 

Forty-First  Annual  New  York  Eye  and  Ear  Infirmary 
Clinical  Conference,  April  1 and  2,  1968,  Biltmore 
Hotel,  New  York  City. 


170th  Annual  Meeting  of  the  Medical  and  Chirurgical 
Faculty  of  Maryland,  April  17-19,  1968,  Baltimore, 
Maryland. 

AMA  Third  National  Conference  on  Health  Education  to 
the  Public,  April  4-6,  1968,  Pick  Congress  Hotel, 
Chicago,  Illinois. 


Eleventh  Neuropsychiatric  Institute,  Jefferson  Medical 
College,  April  26,  1968,  Coatesville  YA  Hospital, 
Coatesville. 


Q.  How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC 

Hematinic  with  Vitaminsand  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  Bra 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7—6064 
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Indications: Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiai 
arrhythmias  have  occurred  in  hype 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen  1 
Imipramine  may  block  the  pharma 
cologic  activity  of  guanethidine  ar 
other  related  adrenergic  neuron- 
blocking  agents. 

The  drug  is  not  recommended  at  t 
present  time  in  patients  under  12  ’ R 
of  age. 

Adverse  Reactions:  Dryness  of  th»  i 
mouth,  tachycardia,  constipation.  • 
turbances  of  accommodation,  swe 
ing,  dizziness,  weight  gain,  urinan 
frequency  or  retention,  nausea  an 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  sui 
symptoms  as  hallucinations  and  d 
orientation),  activation  of  psychos  ^ 
schizophrenics  and  agitation  (incl  - 


J 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


ig  j'pomanic  and  manic  episodes) 
hi  may  require  dosage  reduction 
id,>r  addition  of  a tranquilizer  or 
imjrary  discontinuation  of  the  druc 
pi Iptiform  seizures,  orthostatic 
ypiension  and  substantial  blood 
reiure  fall  in  hypertensive  patients 
un  ra,  transient  jaundice,  bone  ma 
)wepression  including  agranulocy 
>sl sensitization  and  skin  rash 
icl  ling  photosensitization,  eosino- 
hi(i,  and  mild  withdrawal  symptoms 
n \1den  discontinuation  after  pro- 
b'd treatment  with  high  doses, 
'cckional  hormonal  effects  (im- 
otece,  decreased  libido,  and  estro- 
en  effects)  may  be  observed, 
trc  ne-like  effects  may  be  more 
ror|unced  (e.g.  paralytic  ileus)  in 
uscjatible  patients  and  in  those 
sin  anticholinergic  agents  (includ- 
'9  ■ tiparkinsonism  drugs). 

'ut(tient  Adult  Dosage:  Initially, 

5rr  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Tofranil' 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5’s  and  25’s. 


330-8/6135 


write  now 

Booklets:  If  Your  Child  Has  a Congenital  Heart  Defect, 
available  from  the  American  Heart  Association,  44  East 
23rd  Street,  New  York,  N.Y.  10010  at  $15.00  per  100. 
. . . Recommendations  for  Human  Blood  Pressure  De- 
termination by  Sphygmomanometers,  $4.60  per  100  from 
the  American  Heart  Association.  . . . If  You  Have 

Angina,  $5.10  per  100  from  the  American  Heart  Associa- 
tion. . . . Adult  Immunization  Guide,  available  from  the 
American  College  Health  Association,  Box  9117,  University 
of  Miami  Branch,  Coral  Gables,  Fla.  33124.  . . . Public 
Health  Service  Film  Catalog  1967,  (75c)  Two  Articles  on 
Family  Life  and  Sex  Education  (10c),  Medico-Moral 
Ethics  for  a Hospital  Ministry  (20c),  Reference  Facts  on 
Health,  Education  and  Welfare  (30c)  and  Training  the 
Homemaker-Home  Health  Aide  in  Personal  Care  (10c), 
all  available  from  the  Superintendent  of  Documents,  Gov- 
ernment Printing  Office,  Washington,  D.C.  20402.  . . . 
Feeding  the  Child  with  a Handicap,  20c  per  copy  from  the 
U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 
. . . Promoting  the  Group  Practice  of  Medicine,  available 
free  of  charge  from  the  Group  Practice  Section,  Division 
of  Medical  Care  Administration,  Public  Health  Service, 
Arlington,  Va.  22203.  . . . Progress  Against  Cancer,  1967, 
65c  per  copy  from  the  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402.  . . . Report  of  the  Third  Na- 
tional Conference  on  Public  Health  Training,  40c  per  copy 
from  the  U.S.  Government  Printing  Office,  Washington, 
D.C.  20402. 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a hicjli  marl?  of  distinction 


Professional  Protection  Exclusively  since  1899 


: 


|Jj|Jlgpp 


W 

EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 


mtirtfrffl 


1074  Greentree  Road,  Pittsburgh  15220 


Telephone:  412-531-4226 
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IMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2Vi,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


' - 


Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


El  BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  iNC.,Tuckahoe,  n.y. 


i 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


r 


iftr 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.01  % — 15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  1 5 and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  ateroid  fi 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


r 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER 

(SODIUM  LEVOTHYROXINE. 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 


HRCH,  1968 
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obituaries 


O William  S.  McCabe,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1950;  age  50;  died  Decem- 
ber 26,  1967.  Dr.  McCabe  was  on 
the  Woodville  State  Hospital  staff, 
the  psychiatric  staff  of  the  University 
of  Pittsburgh  School  of  Medicine,  and 
a member  of  the  Pennsylvania  Psy- 
chiatric Association.  He  is  survived 
by  his  wife,  a daughter  and  a son. 

O Jerome  S.  Druckman,  Newtown 
Square;  Hahnemann  Medical  College, 
1952;  age  42;  died  July  1,  1967.  We 
have  received  no  information  regard- 
ing survivors. 

O Howard  G.  Fretz,  Los  Angeles, 
Calif.;  University  of  Pennsylvania 
School  of  Medicine,  1900;  age  91; 
died  December  15,  1967.  We  have 
received  no  information  regarding  sur- 
vivors. 

O Hamlet  R.  Giordano,  Bristol; 
Hahnemann  Medical  College,  1937; 
age  53;  died  December  18,  1967.  Dr. 
Giordano  was  a veteran  of  World  War 
II  and  served  as  medical  director  of 
Rhom  and  Haas  Co.  of  Bristol.  Sur- 
vivors include  his  wife,  two  daughters 
and  a sister. 

O Elizabeth  M.  McLaughry,  New 
Wilmington;  Woman's  Medical  Col- 
lege, 1894;  age  102;  died  December 
7,  1967.  Dr.  McLaughry  founded 
the  Overlook  Sanitarium  in  1911  and 
served  as  medical  director  until  her 
retirement  in  1946.  She  is  survived 
by  two  nephews  and  seven  nieces. 

Philip  Hertz,  Luzerne;  University  of 
Pennsylvania  School  of  Medicine, 
1925;  age  63;  died  November  13, 
1967.  Dr.  Hertz  was  a member  of 
the  American  Psychiatric  Association 
and  on  the  staff  of  Nesbitt  Memorial 
Hospital.  Survivors  include  his  wife, 
two  sons,  a daughter,  three  brothers 
and  three  sisters. 

Ray  D.  Saul,  Ft.  Lauderdale,  Fla.; 
University  of  Pennsylvania  School  of 
Medicine,  1916;  age  76;  died  Decem- 
ber 6,  1967.  Dr.  Saul  was  chief  medi- 
cal officer  for  the  Pennsylvania  Rail- 
road, Pittsburgh,  for  thirty-six  years. 
Surviving  are  his  wife,  two  sons  and  a 
stepson. 

O Aaron  H.  Stock,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine.  1933;  age  56;  died  Decem- 
ber 21,  1967.  Dr.  Stock  is  survived 
by  his  wife,  three  sons  and  a daughter. 


John  A.  Mooney,  New  Bethlehem; 
University  of  Michigan  School  of 
Medicine,  1924;  age  71;  died  Decem- 
ber 15,  1967.  Surviving  are  a brother 
and  a sister. 

Rachel  H.  Quantius,  Philadelphia; 
Hahnemann  Medical  College,  1907; 
age  88;  died  August  17,  1967.  We 
have  received  no  information  regard- 
ing survivors. 

O J.  Guy  Smith,  Sunbury;  Hahne- 
mann Medical  College,  1936;  age  58; 
died  December  24,  1967.  Dr.  Smith 
was  chief  of  medicine  at  Sunbury 
Community  Hospital  and  a staff  mem- 
ber of  Selinsgrove  State  School  and 
Hospital.  He  is  survived  by  his  wife, 
his  mother,  a son  and  a daughter. 

O E.  Quintard  St.  John,  Feaster- 
ville;  Woman’s  Medical  College, 
1900;  age  91;  died  November  21, 
1967.  We  have  received  no  informa- 
tion regarding  survivors. 

O William  L.  Welch,  State  Col- 
lege; Jefferson  Medical  College,  1941; 
age  51;  died  November  14,  1967.  Dr. 
Welch  was  a past  president  of  the 
Centre  County  Medical  Society  and 
served  with  the  Army  Medical  Corps 
in  World  War  II.  Surviving  are  his 
wife,  four  sons,  a daughter,  and  a 
brother. 

O Matthew  P.  Ward,  Monongahela; 
Hahnemann  Medical  College,  1934; 
age  62;  died  December  13,  1967.  Dr. 
Ward  was  a past  president  of  the 
Fayette  County  Medical  Society.  His 
wife,  four  sons,  a daughter  and  a 
brother  survive. 

O Carroll  S.  Wright,  Philadelphia; 
University  of  Michigan  School  of 
Medicine,  1919;  age  71;  died  Decem- 
ber 5,  1967.  Dr.  Wright  was  profes- 
sor of  dermatology  at  Temple  Uni- 
versity Medical  School  from  1931 
until  he  was  named  professor  emeri- 
tus in  1961.  He  also  was  professor 
of  clinical  dermatology  at  the  school 
of  medicine  of  the  University  of  Penn- 
sylvania from  1923  until  1961.  Sur- 
viving are  his  wife  and  two  daughters. 

O Richard  Yoffe,  Camp  Hill;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1915;  age  75;  died  Novem- 
ber 11,  1967.  Dr.  Yoffe  served  as  a 
iieutenant  in  the  British  Expeditionary 
Force's  engineering  division  during 
World  War  I.  He  is  survived  by  his 
wife,  a daughter  and  a son. 


O Frederick  F.  Fiedler,  Pittsburgh; 
Hahnemann  Medical  College,  1938; 
age  55;  died  January  13,  1968.  Dr. 
Fiedler  was  on  the  staff  of  the  Alle- 
gheny County  Health  Department  for 
twenty  years  as  a school  physician.  He 
served  as  a major  in  the  Army  Medical 
Corps  during  World  War  II.  Surviv- 
ing are  two  brothers. 

O James  D.  Heard,  Pittsburgh;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1891;  age  98;  died  De- 
cember 29,  1967.  Dr.  Heard  was  a 
former  professor  of  medicine  at  the 
University  of  Pittsburgh  and  served 
on  the  staff  of  Magee  Hospital  from 
1931  until  his  retirement.  He  was  di- 
rector of  medical  service  at  the  Falk 
Clinic  and  a medical  consultant  to 
Mt.  Sinai  Desert  Island  Hospital  in 
Bar  Harbor,  Maine.  Surviving  is  a 
brother. 

O Leo  P.  Gibbons,  Waymart;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1912;  age  82;  died  Janu- 
ary 12,  1968.  Dr.  Gibbons  was  a 
past-president  of  the  Lackawanna 
County  Medical  Society  and  a member 
of  the  American  Urological  Associa- 
tion. He  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  served 
with  the  Army  Medical  Corps  during 
World  War  I.  Surviving  are  his  wife, 
a sister  and  several  nieces  and  ne- 
phews. 

O Raymond  M.  Lauer,  Dover; 
Temple  University  School  of  Medi- 
cine, 1929;  age  67;  died  January  4, 
1968.  Dr.  Lauer  was  a past-president 
of  the  York  County  Medical  Society 
and  a member  of  the  American  Acade- 
my of  Allergy.  He  was  a member 
of  the  Pennsylvania  Physicians  Art 
Association  and  was  associated  with 
the  Historical  Society  of  York  County. 
His  wife,  two  sons  and  a daughter 
survive. 

O Joseph  C.  Pfister,  Newtown 
Square;  Jefferson  Medical  College, 
1948;  age  45;  died  January  3,  1968. 
Dr.  Pfister  was  a captain  in  the  Army 
Medical  Corps  and  served  in  the 
Korean  War.  Surviving  are  his  wife, 
two  daughters,  his  mother,  a brother 
and  two  sisters. 

Ernest  J.  Rascati,  Clairton;  Tufts 
University  Medical  School,  1929;  age 
67;  died  January  4,  1968.  Dr.  Rascati 
is  survived  by  his  wife,  three  sons,  a 
sister  and  several  brothers. 
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In  treatment  of 
cold  feet 
leg  cramps 
tinnitus 

discomfort  on  standing 


LIP0-NICIN7l00mg. 

LIP0-NICIN/250mg 

A peripheral  vasodilator/safe  and  potent 


Lipo-Nicin®/100  mg. 

Each  blue  tablet  contains: 


Lipo-Nicin®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid 
Niacinamide  . 
Ascorbic  Acid 
Thiamine  HCI 
(B-1)  . . . 
Riboflavin  (B-2) 
Pyridoxine  HCI 
(B-6)  . . . 


100  mg. 
75  mg. 
150  mg. 

25  mg. 
2 mg. 

10  mg. 


Nicotinic  Acid 
Niacinamide  . 
Ascorbic  Acid 
Thiamine  HCI 
(B-1)  . . . 

Riboflavin  (B-2) 
Pyridoxine  HCI 
(B-6)  . . . 


250  mg. 
75  mg. 
150  mg. 

25  mg. 
2 mg. 

10  mg. 


Dose:  1 to  5 tablets  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


Dose:  1 to  3 tablets  daily. 
Available: 

Bottles  of  100.  500,  1,000. 


INDICATIONS:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory  loss 
or  tinnitus  when  associated  with  impaired  peripheral 
circulation.  Also  provides  concomitant  administration 
of  the  listed  vitamins. 

The  warm  tingling  flush  which  may  follow  each  dose 
is  one  of  the  therapeutic  effects  that  often  produce 
psychologic  benefits  to  the  patient. 

SIDE  EFFECTS  Flushing  with  heat  and  itching,  in 
some  cases  followed  by  sweating,  nausea  and  abdom- 
inal cramps.  This  reaction  is  usually  transient.  Nausea 
caused  by  high  acidity  can  be  relieved  by  non- 
absorbable antacid. 

(broM.’ITHF  BROWN  PHARMACEUTICAL  CO.  2S00  W. sill  St..  Los  Anteles, Calif.  90057 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 

Cerebro-Nicin 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR  FAIR  GOOD 

CEREBRO-NICIN*  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole. 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid .. . ,..100  mg. 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  , 500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.  6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 
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classified 


PHYSICIANS  WANTED 

Anesthesiologist — Modern  140-bed 
voluntary  general  hospital  with  active 
surgical  staff  needs  Board  Certified  or 
Eligible  anesthesiologist  to  head  es- 
tablished department.  Will  negotiate 
arrangements.  Write  or  call:  Admin- 
istrator, Brownsville  General  Hos- 
pital, 125  Simpson  Road,  Brownsville, 
Pa.  15417.  Phone  (412)  785-7200. 

Internists,  Pediatricians,  General 
Practitioners  wanted  for  group  medi- 
cal practice  in  inter-city  Philadelphia. 
Prefer  those  interested  in  social 
change.  Competitive  salary,  fringe 
benefits  and  faculty  appointment  to 
medical  school  for  qualified  physi- 
cians. Please  contact  Dr.  Hale  Cook, 
3409  N.  15th  Street,  Philadelphia,  Pa. 
19140. 

Physician — For  Emergency  Room 

service  only.  Monday  thru  Friday,  8 
a.m.  to  5 p.m.  and  Saturday  8 a.m.  to 
noon.  Pennsylvania  licensure  required. 
$12,000  per  year.  For  details,  contact 
Norman  W.  Skillman,  Director,  The 
Chester  County  Hospital,  West  Ches- 
ter, Pennsylvania. 

Staff  opening  at  the  Ritenour  Health 
Center  of  The  Pennsylvania  State  Uni- 
versity. Outpatient  dispensary,  60-bed 
hospital,  enrollment  approximately 
24,000.  Many  liberal  benefits  includ- 
ing excellent  retirement  program  and 
educational  privileges  for  your  family. 
Pleasant  university  town  in  scenic  cen- 
tral Pennsylvania  with  excellent  hunt- 
ing, fishing,  camping,  and  other  recre- 
ational facilities.  For  more  informa- 
tion, contact:  A.  L.  Ingram,  M.D., 
Director,  University  Health  Services, 
Ritenour  Health  Center,  University 
Park,  Pa.  16802.  An  Equal  Oppor- 
tunity Employer. 

Rotating  Internship — 266-bed  gen- 
eral hospital,  center  city  Philadelphia, 
offers  ten  rotating  internships.  Active 
affiliation  with  university  medical 
center,  full-time  directors  of  education 
in  medicine  and  surgery.  Monthly 
stipend  $525  married  and  $500  single 
plus  partial  maintenance.  Write  De- 
partment 522  Pennsylvania  Medi- 
cine. 

Obstetrician-Gynecologist  needed 
for  an  agricultural,  industrial  and  fed- 
eral employment  community  of  25,000 
population  in  south-central  Pennsyl- 


vania. New  100-bed  general  hospital. 
Contact  R.  A.  Baldwin,  Administra- 
tor, Waynesboro  Hospital,  Waynes- 
boro, Pa.  17268.  Phone  (717)  762- 
3131. 

General  Practitioner  needed  for  an 

agricultural,  industrial  and  federal  em- 
ployment community  of  25,000  popu- 
lation in  south-central  Pennsylvania. 
New  100-bed  general  hospital.  Con- 
tact R.  A.  Baldwin,  Administrator, 
Waynesboro  Hospital,  Waynesboro, 
Pa.  17268.  Phone  (717)  762-3131. 

Physician  wanted — JCAH  fully  ac- 
credited ultra-modern  2000-bed 

chronic  disease  hospital.  (No  psy- 
chotic or  tuberculosis  patients.)  Dy- 
namic rehabilitation  program:  univer- 
sity affiliations;  regular  consultation 
available  in  all  specialties;  five  day 
thirty-five  hour  work  week;  liberal  paid 
vacations  and  holidays;  pension  plan; 
insurance  and  other  fringe  benefits. 
Limited  number  of  ranch-type  homes 
and  apartments  available  on  the  prem- 
ises. Pennsylvania  license  required. 
Salary  competitive  and  negotiable. 
Reply  Department  512,  Pennsylvania 
Medicine. 

Tired  of  the  rat  race?  Will  you 

exchange  the  large  estate  you  are 
amassing  for  decent  salary  and  chance 
to  live?  Physicians  needed  for  medi- 
cal care  of  patients  at  mental  hos- 
pital fourteen  miles  from  Pittsburgh. 
Vacation,  sick  leave,  plus  cultural, 
educational  and  spectator  sports  ad- 
vantages of  a big  city.  R.  F. 
Downey,  M.D.,  Director,  Mayview 
State  Hospital,  Bridgeville,  Pa.  15017. 


Anesthesiologist — Board  Certified  or 
Eligible,  to  associate  with  present  an- 
esthesiologist and  ten  certified  nurse 
anesthetists.  Duties  include  supervision 
of  anesthesia  in  two  hospitals  with 
total  of  355  beds,  recovery  rooms, 
I.T.  departments,  considerable  I.C.U. 
work  and  instructor  in  School  for 
Nurse  Anesthetists.  Economically 
sound  community.  Excellent  recrea- 
tional facilities.  Progressive  staff. 
Liberal  vacation  and  postgraduate 
study  plans.  One  hour  from  Pitts- 
burgh. Write  Department  523,  Penn- 
sylvania Medicine. 

Emergency  Room  Physician — One 
to  complete  24-hour  coverage  for  350- 
bed  hospital.  42-hour  week,  vacation, 
sick  time,  fringe  benefits,  salary  open. 
Pennsylvania  license  required.  Write 
details  of  training  and  experience  to 
A.  C.  Seawell,  Administrator,  Butler 
County  Memorial  Hospital,  Butler, 
Pennsylvania  16001. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  Wz 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 

House  physician  for  202-bed  gen- 
eral hospital,  located  in  a growing 
university  community,  55  miles  from 
Pittsburgh.  Rotate  services  with  other 
house  physicians.  Pennsylvania  li- 
cense required.  An  excellent  intro- 
duction to  a community  with  good 
practice  opportunities.  Contact  Ad- 
ministrator, Indiana  Hospital,  Indi- 
ana, Pa.  15701. 


(412)  343-2700. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoync,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . . , Pennsylvania  Medicine,” 
as  five. 
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Anesthesiologist  needed  for  an  agri- 
cultural, industrial  and  federal  employ- 
ment community  of  25,000  population 
in  south-central  Pennsylvania.  New 
100-bed  general  hospital.  Contact  R. 
A.  Baldwin,  Administrator,  Waynes- 
boro Hospital,  Waynesboro,  Pa.  17268. 
Phone  (717)  762-3131. 

Physicians  for  psychiatry  service  of 

951 -bed  modern,  neuropsychiatric 
hospital.  Immediate  openings  avail- 
, able.  General  practitioners  welcomed. 
Physicians  age  55  or  over  may  be 
given  3 year  renewable  appointments. 
Licensure  required  (in  any  state). 
Excellent  working  conditions,  liberal 
federal  service  fringe  benefits.  Salary 
range  dependent  on  qualifications, 
$12,873-$23,013  p/a.  Non-discrimi- 
nation in  employment.  Write  Chief 
of  Staff,  VA  Hospital,  Leech  Farm 
Road,  Pittsburgh,  Pa.  15206. 

General  practitioner — Seventy-bed 
hospital,  fully  accredited.  Twenty  ad- 
ditional beds  to  be  added  within  the 
next  two  years.  Hospital  is  located 
in  northwest  Pennsylvania,  eight  miles 
from  the  new  Kinzua  Dam  Recrea- 
tional Area.  Contact  Administrator. 
Community  Hospital,  Kane,  Pa. 


Psychiatric  Residencies:  Approved 
three-year  progressive  program  in  met- 
ropolitan Detroit  area.  University  as- 
sociations. Teaching  staff  of  Board 
men,  psychoanalysts,  professors,  out- 
standing visiting  lecturers.  Active  re- 
search. Modern  physical  plant.  Sal- 
ary $8,978;  $9,405;  $10,213.  Five 
year  career  program  $10,213  to  $18,- 
507.  Ten  percent  increase  expected  in 
July.  Liberal  Civil  Service  benefits. 
General  practitioners  completed  in- 
ternship four  years  ago  may  be  eligible 
for  NIMH  stipends  of  $12,000  per 
year.  Write  Director  of  Education 
and  Research,  Northville  State  Hos- 
pital, Northville,  Michigan  48167. 

Physician — with  Pennsylvania  li- 
cense, for  daytime  coverage  of  acci- 
dent ward.  Salary  open.  Contact 
Administrator,  St.  Agnes  Hospital, 
Philadelphia,  Pa.  19145.  Telephone 
(215)  HO  5-2500. 

FOR  SALE 

EKG,  Sanborn  Visette  Model  300. 

Four  years  old,  like  new;  $400.00. 
Robert  L.  Thompson,  M.D.,  Geis- 
inger  Medical  Center,  Danville,  Pa. 
Phone  275-1000. 


Mia-y  r/ 

^VT^r  c samoui  CJAeaf 

EasHaax 


WERE 
SPECIALISTS 
IN  FITTING 
'SPECIAL"  FEET 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

—ALLENTOWN— 

• UP-TOWN  STORES  • CENTRAL  STORE 
953  Hamilton  St.  719  Hamilton  St. 

951  Hamilton  St. 


Psychiatric  Residencies 

Pennsylvania  Hospital  with  outstanding  teaching,  ther- 
apy, and  residency  programs  and  large  medical  staff  offers 
fully  accredited,  three-year  training  to  physicians  desiring 
certification:  residencies  include  individual  supervision  of 
psychotherapy,  experience  on  adolescent  wards  and  out- 
patient therapy  of  children,  college  students  and  adults; 
programs  supplemented  by  regular  scheduled  guest  lec- 
turers and  three  months  intensive  graduate  lecture  course 
at  Eastern  Pennsylvania  Psychiatric  Institute;  salary  ranges 
from  $11,000  to  $12,000  if  licensed.  G.  P.  Grants  avail- 
able; residencies  beginning  in  January  and  July. 


Also 

Immediately  available,  in  newly  constructed  9 million 
dollar  Institute  for  Geriatric  Research  and  Acute  Treat- 
ment Center,  positions  for  general  practitioners  and  intern- 
ists interested  in  this  field;  beginning  salary  from  $14,657 
to  $17,839  per  annum;  Pennsylvania  licensure  required. 

Fringe  Benefits 

Liberal  fringe  benefits  include  15  paid  vacation  days, 
13  paid  legal  holidays,  15  sick  leave  days  per  annum;  ex- 
cellent retirement  program;  annual  opportunity  for  meri- 
torious salary  increases;  maintenance  and  housing  avail- 
able. Qualified  candidates  write  Superintendent,  Warren 
State  Hospital,  Box  240,  Warren,  Pa.  16365  for  details. 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 

' periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  m patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness. dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N Y. 
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in  my  opinion 


Generic  Equivalents 


Medicare  and  medicaid  are  now  firmly  entrenched  in  the 
health  care  structure  of  this  nation.  Federal  legislators, 
however,  have  found  that  these  are  expensive  programs  to 
conduct.  It  was  only  natural  to  expect  them  to  begin  to 
closely  scrutinize  all  aspects  of  cost  and  management. 

Recently,  a great  deal  of  attention  has  been  directed  to 
the  cost  of  pharmaceuticals  produced  in  this  country.  Long 
hours  of  testimony  have  been  recorded  in  Senate  Subcom- 
mittee hearings.  There  is  growing  pressure  to  enact  laws 
providing  that  recipients  of  government  controlled  health 
programs  receive  only  generic  equivalent  drugs  designated 
by  the  Federal  Drug  Administration. 

As  physicians,  we  cannot  argue  with  the  policy  of  giv- 
ing the  patient  the  best  health  care  at  the  lowest  possible 
price.  However,  can  we  be  certain  that  low  cost  generic 
equivalent  drugs,  produced  by  small  companies,  here  and 
abroad,  are  therapeutically  equivalent  to  those  manufac- 


tured by  the  large  reputable  firms  which  have  managed 
to  survive  in  a highly  competitive  field  without  government 
intervention  prior  to  this  time?  So  far  the  evidence  and 
testimony  presented  at  the  Senate  hearings  is  confusing 
and  difficult  to  interpret.  It  would  certainly  appear  that 
there  is  reasonable  doubt  that  all  generic  equivalent  drugs 
are  indeed  potent  therapeutic  equivalents. 

It  behooves  every  practicing  physician  to  familiarize  him- 
self with  the  facts  in  this  debate.  It  is  mandatory  that 
our  state  and  national  medical  organizations  furnish  us 
with  the  necessary  data  and  information  so  that  we  can 
adequately  evaluate  this  argument.  Complacency  on  our 
part  today  may  mean  that  what  we  write  on  our  pre- 
scription pads  tomorrow  will  be  dictated  by  some  bureau- 
crat in  Washington. 

Ralph  C.  Wilde,  M.D.,  Associate  Editor 

Bulletin  of  the  Allegheny  County  Medical  Society. 
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Poison  Prevention  Week 

March  17-23,  1968 


National  Poison  Prevention  Week  observance  will  be 
held  March  17-23,  1968.  Each  county  society  is  urged  to 
actively  conduct  a community  poison  prevention  campaign. 

Each  year  can  be  predicted  that  approximately  one  mil- 
lion accidental  home  poisonings  will  occur;  more  than 


500,000  will  be  children  under  five  years  of  age. 

Literature  for  the  promotion  of  Poison  Prevention  cam- 
paigns may  be  obtained  by  writing:  Poison  Prevention 

Association,  508  N.  3rd  Street,  Harrisburg,  Pa.  17101. 
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CANCER  FORUM  PAGE 


Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from 
cancer  is  early  detection  and  prompt,  proper  treatment.  Great  progress  has  been 
made  in  the  last  ten  years:  the  saving  now  of  1 in  3 compared  with  1 in  4,  as 
more  and  more  people  are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today 
to  save  1 in  2 cancer  patients.  This  is  the  target  of  the  American  Cancer 
Society's  professional  and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi- 

monthly magazines;  Films:  200  available  on  loan,  including  a series  covering 
practically  every  clinical  phase  of  cancer;  Slides:  (in  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  con- 
ventions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communica- 
tion medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their 
doctors  promptly  at  the  appearance  of  a warning  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors'  offices  become 
“cancer  detection  centers,"  and  as  more  and  more  people  see  their  physicians 
regularly,  the  closer  will  come  the  day  when  half  of  our  cancer  patients  will  be 
saved.  The  knowhow  for  saving  the  remaining  half  is  still  being  sought  in  our 
research  laboratories.  Ultimately  that  challenge,  too,  will  be  met. 


PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

(PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
(Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Can- 
cer Control  Section,  Pennsylvania  Department  of  Health. 


the"  Libriumeffect  ” 

(chlordiazepoxide  HCI) 


(in  capsules) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema. 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— 
Adults:  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  LibritabsT  M- 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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Prevention  Of 

Rh  SENSITIZATION 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


r> 

U 


APR  1 9 r 0 


A 

PENNSYLVANIA 

MEDICINE 

igram 

APRIL,  1968 


AUTO  INSURANCE  FOR  EPILEPTIC  DRIVERS  According  to  a late  state- 
ment from  the  Commonwealth's 

Insurance  Department,  the  Pennsylvania  Automobile  Assigned  Risk  Plan 
has  been  amended  to  provide  coverage  under  the  Plan  for  any  individ- 
ual suffering  from  epilepsy,  or  any  other  convulsive  disorder,  pro- 
viding that  the  individual  has  informed  the  Commonwealth's  Bureau  of 
Traffic  Safety  of  the  physical  condition,  has  met  Bureau  requirements 
with  respect  to  motor  vehicle  operator  physical  impairments  and  has 
been  given  a valid  license  to  drive.  The  Bureau  requires  certification 
from  two  physicians  indicating  the  individual's  ability  to  operate  an 
automobile  without  endangering  the  safety  of  himself  or  others,  and 
that  the  certification  must  be  renewed  every  six  months  in  order  to 
retain  the  driving  license. 

PMS  BACKS  'VOTE  YES  FIVE  TIMES'  The  PMS  Board  of  Trustees  last 

month  gave  its  support  to  all 

five  Constitutional  revision  questions  to  be  decided  at  the  April  23 
Primary  with  special  emphasis  on  a "yes"  vote  for  the  local  govern- 
ment proposal,  Question  No.  4 on  the  ballot.  Passage  of  Question  No. 

4 would  pave  the  way  for  steps  to  bring  a medical  examiner  system  to 
the  state  and  it  has  other  important,  favorable  health  aspects. 

Earlier  details  on  Page  36. 


COLUMBIA  PROFESSOR  NAMED  DEAN  AT  U.  PA.  Alfred  Gellhorn,  M.D., 

Professor  of  Medicine  at 
the  Columbia  University  College  of  Physicians  and  Surgeons,  has  been 
named  Dean  of  Pennsylvania  School  of  Medicine  as  of  July  1,  1968. 


OCCUPATIONAL  SAFETY  AND  HEALTH  ACT  The  Administration's  proposed 
FACES  CRITICISM  IN  HOUSE  HEARINGS  Occupational  Safety  and  Health 

Act  faces  problems  in  forth- 
coming Congressional  hearings,  and  is  not  expected  to  pass  in  the  ori- 
ginal form.  One  problem  centers  around  required  safety  standards  that 
would  be  developed  with  the  assistance  of  HEW.  Critics  say  it  would 
be  difficult  to  develop  useful  standards  for  the  great  variety  of 
occupational  conditions  present  today.  Health  groups  are  expected  to 
complain  that  the  program  should  be  more  health-oriented  than  labor- 
oriented.  HEW's  responsibility  would  be  limited  to  research  that 
would  develop  the  basis  for  standards  to  be  established  by  the  Labor 
Department . 


PMS  PLACEMENT  SERVICE  SCORES  IN  '68 


In  the  first  two  months  of 
1968,  five  Pennsylvania  com-  1 
munities  are  receiving  additional  medical  coverage  due  to  the  efforts 
of  the  PMS  Physician  Placement  Service.  A total  of  five  physicians 
have  agreed  to  establish  practices  in  the  communities  of  Tunkhannock, 
Sunbury,  Linesville,  and  two  in  Ellwood  City.  The  five  physicians 
placed  since  the  first  of  the  year  compares  with  the  same  number  for 
all  of  1967.  At  the  present  time,  the  Service  has  44  general  practi- 
tioners seeking  opportunities  in  Pennsylvania.  The  communities  seek- 
ing additional  medical  coverage  number  74  and  are  scattered  throughout  , 
the  state.  In  addition,  the  Service  has  a total  of  97  specialists  ' 
currently  seeking  placement.  Physicians  seeking  opportunities  to  prac- 1 
tice  and  communities  in  need  of  additional  medical  coverage  are 
encouraged  to  contact  the  Physician  Placement  Service. 


GROUP  MEDICAL  PRACTICE  SEMINAR  Pleased  with  a recent  group  medi- 

PLANNED  FOR  MANAGEMENT  PEOPLE  cal  practice  seminar  held  with 

labor  leaders , Public  Health 

Service  officials  now  plan  similar  conferences  with  management  rep- 
resentatives-- the  chief  purchasers  of  group  health  plans--  and  inter 
ested  foundations.  Some  PHS  officials  are  privately  unhappy  that 
there  are  no  legislative  plans  to  give  the  development  of  group 
practice  a boost. 

PROFESSIONAL  ACTIVITIES  FORMS  DUE  Every  physician  is  asked  to 

complete  and  mail  to  the  AMA 

the  professional  activities  questionnaire  which  appeared  in  the 
March  25  issue  of  the  "AMA  News".  The  information  obtained  is  used 
to  bring  official  records  up  to  date  and  will  be  the  foundation  for 
the  publication  of  the  1969  "Directory  of  Physicians",  the  source 
book  for  most  biographic  data.  Full  participation  is  vital  and  any 
physician  who  failed  to  complete  and  mail  the  form  is  asked  to  do  so 
as  soon  as  possible.  If  the  questionnaire  was  mislaid,  additional 
copies  can  be  obtained  by  dropping  a card  to  Robert  Enlow,  AMA, 
Chicago,  Illinois  60610. 


NEXT  MONTH 

SPECIAL  HERSHEY  MEDICAL  CENTER  ISSUE 


...including  four  scientific  papers:  "Impaired  Carbo- 
hydrate Metabolism  in  Squirrel  Monkeys";  "The  Pancre- 
atic Islet  D-Cell",  "The  Newborn  Infant  of  the  Diabetic 
Mother"  and  "Regulation  of  Cardiac  Metabolism".  Fea- 
ture papers  include:  "Humanities  in  a Medical  Curricu- 
lum: An  Experiment",  "An  Experiment  in  Teaching  Family 
Practice:  Preliminary  Report"  and  "The  Department  of 
Behavioral  Science:  A New  Basic  Science  Responds  to  a 
Clinical  Need." 
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BSP9  DISPOSABLE  UNIT 


IW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


? MSULPHALEIN® 

1A  COMPLETE. 
ERILE, 
5P0SABLE, 
l ECONOMICAL 
IMIENT-UNIT, 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


IYNSON,  WESTCOTT  & DUNNING.  INC. 


( 03PO3 ) 


BALTIMORE,  MARYLAND  21201 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLORTETRACTCLINK 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7-6046 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
ifffant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (sue 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge 
ment  and  secretion),  change  in  wei; 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretii 
suppression  of  lactation  when  give 
immediately  postpartum,  cholestati 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptibF 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chanj 
in  libido,  changes  in  appetite,  cystit 
like  syndrome,  headache,  nervousr 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  no 
sum,  hemorrhagic  eruption,  itchir 
The  following  occurrences  have  be 
observed  in  users  of  oral  contracep 
fives  (a  cause  and  effect  relationsh: 
has  been  neither  established  nor  d 
proved) : thrombophlebitis,  pulmoi 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin,  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  a 
decrease  in  T:‘  values),  metyrapom 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  IS  to  20  cm.  barkeit  of  1 cm.  or  less. 


Untreated  Patient 


Norinyl-1  Patient 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


(norethindrone  lmg.  c mestranol  0.05mg.) 


- 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension,  f 
cause  of  the  possibility  of  prc  3* 
sion  of  renal  damage,  periodi 
determination  of  the  BUN  is  ii  - 
cated.  Discontinue  if  the  BUN 
or  liver  dysfunction  is  aggrav  d. . 
Hepatic  coma  may  be  precipi  3d. 
Electrolyte  imbalance,  sodiur  nd/ 
or  potassium  depletion  may  c ur.t 
If  potassium  depletion  shoulc  f- 
cur  during  therapy,  Hygroton 
be  discontinued  and  potassiu  I 
supplements  given,  provided  “ i 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 


Now  she 
shows  them 
in  public. 


Hygroton*  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton  — to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


itie  does  not  have  marked  oli- 
Jrial 

Jke  ecial  care  in  cirrhosis  or 
sver  schemic  heart  disease  and 
■ paints  receiving  corticoste- 
lids,  CTH,  or  digitalis.  Salt  re- 
is  not  recommended. 
Reactions:  Nausea,  gastric 
i,  vomiting,  anorexia,  con- 
i and  cramping,  dizziness, 
®akr ;s,  restlessness,  hypergly- 
emiaiyperuricemia,  headache, 
aramps,  orthostatic  hypo- 


Iricti 

dver 

ritat 

iipat 


iuscI  ; 


tension,  aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5576R 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 


"Nothing  else  I’ ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 


And  let  you  control 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Sing  let  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


the dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


PMS 


OFFICIALLY 

ENDORSED 


DISABILITY  INSURANCE  PROGRAMS 


ACCIDENT 
AND  HEALTH 
PROTECTION 


Indemnities  up  to  $250.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 
pital benefits  and  surgical  protection  available  for  both 
members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 


MAJOR 
HOSPITAL  EXPENSE 
PROTECTION 


$7,500  Maximum  Benefits  after  $500  deductible  for  both 
members  and  dependents. 

This  protection  may  be  retained  for  life! 


HIGH  LIMIT 
ACCIDENTAL  DEATH, 
DISMEMBERMENT  AND 
PERMANENT  TOTAL 
DISABILITY 


Maximum  limit  $150,000  members;  $75,000  wife  of  member. 
New  low  cost  of  $.85  per  thousand  per  year.  Full  principal 
sum  paid  for  permanent  and  total  disability  from  bodily 
injury. 


• BERTHOLON-ROWLAND  AGENCIES  • 


WESTERN  PENNSYLVANIA 


EASTERN  PENNSYLVANIA 


1518  Frick  Building,  Pittsburgh,  Pa.  15219 

471-9552 

(area  code  412) 


Public  Ledger  Bldg.,  Philadelphia,  Pa.  19106 
WAInut  5-7045 
(area  code  215) 


★ THE  MAN  WHO  PLANS  AHEAD  INSURES  WHILE  HE  IS  INSURABLE  * 
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George  E.  Farrar,  M.D.,  (right)  president-elect  of  the  Pennsylvania  Medical  Society  and  Director  of  Medical  Services, 
Wyeth  Laboratories,  presents  a copy  of  the  painting  “Beaumont  and  St.  Martin"  by  Dean  Cornwell  to  A.  E.  Schaefer, 
M.D.,  president  of  the  Federation  of  American  Societies  of  Experimental  Biology. 


Painting  Honors  Biological  Scientist 

Dr.  Farrar  Presents  Cornwell  Canvas  to  FASEB 


William  Beaumont,  M.D.,  a young 
U.S.  Army  surgeon,  has  been  honored 
again,  135  years  after  he  published 
the  first  accurate  observations  on  how 
the  human  stomach  digests  food. 

In  ceremonies  at  Beaumont,  Md., 
headquarters  for  the  Federation  of 
American  Societies  of  Experimental 
Biology,  George  E.  Farrar,  M.D., 
President-elect  of  the  Pennsylvania 
Medical  Society  and  Director  of  Medi- 
cal Services,  Wyeth  Laboratories,  pre- 
sented to  A.  E.  Schaefer,  M.D.,  Presi- 
dent of  the  Federation,  an  oil  repro- 
duction of  the  well  known  Dean  Corn- 
well  painting  “Beaumont  and  St.  Mar- 
tin.” Dr.  Schaefer  is  Chief,  Nutrition 

12 


Program,  National  Center  for  Chronic 
Disease  Control,  Public  Health  Ser- 
vice. 

More  than  twenty-five  years  ago. 
Dean  Cornwell,  N.A.,  painted  a series 
to  portray  the  work  of  six  “Pioneers 
of  American  Medicine.”  His  “Beau- 
mont and  St.  Martin”  is  one  of  the 
most  widely  recognized  paintings  from 
that  series.  In  an  impressive  scene, 
the  painting  shows  Dr.  Beaumont  tak- 
ing a sample  of  gastric  juice  from  the 
stomach  of  Alexis  St.  Martin,  a French 
Canadian  trapper.  Dr.  Beaumont  had 
saved  the  life  of  St.  Martin  when  a 
gunshot  wound  injured  the  trapper  and 
left  him  with  a permanent  hole  in  his 


stomach. 

As  a result  of  his  studies  of  these 
juices,  Dr.  Beaumont  established  con- 
clusively that  digestion  is  a chemical 
process.  In  1833  he  published  his 
classic  report  on  these  studies,  “Ex- 
periments and  Observations  on  the 
Gastric  Juice  and  the  Physiology  of 
Digestion.” 

FASEB,  which  honors  Dr.  Beau- 
mont as  one  of  the  first  Americans 
to  receive  world  recognition  for  experi- 
ments in  the  biological  sciences,  in- 
cludes scientific  societies  in  physiology, 
biochemistry,  pharmacology  and  ex- 
perimental therapeutics,  pathology, 
nutrition,  and  immunology. 

PENNSYLVANIA  MEDICINE 
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Secretary  of  Public  Welfare  Dr.  Thomas  W.  Georges,  Jr.,  seated,  signs  a 
contract  with  Pennsylvania  Blue  Shield  for  processing  of  claims  for  Penn- 
sylvania patients  in  a brief  ceremony  with  Matthew  K.  Gale,  Blue  Shield 
president  (left)  and  Arthur  F.  Sampson,  secretary  of  administration  and  budget. 


Pennsycare  Data  To  Be 
Processed  By  Blue  Shield 

The  State  Department  of  Public  Welfare  has  signed  a contract  with 
Pennsylvania  Blue  Shield  for  the  processing  of  physicians’  claims  for  in-hospital 
services  provided  Medical  Assistance  (Pennsycare)  patients  under  65  years  of 
age,  effective  June  1,  1968. 


The  agreement  is  the  result  of 
:welve  months  of  vigorous  negotiating 
->y  the  Pennsylvania  Medical  Society 
with  State  and  Blue  Shield  officials. 

Use  of  regular  Blue  Shield  forms  for 
doctors  to  report  their  services  will 
amplify  the  process  for  the  physician 
, fund  provide  the  same  consideration  by 
‘Blue  Shield  for  Medical  Assistance 
' Patients  as  is  given  to  its  regular  sub- 
i ;cribers. 

Under  the  contract,  Blue  Shield  will 
process  the  claims  and  submit  pay- 


ment cards  to  the  Public  Welfare  De- 
partment. Actual  payment  to  physi- 
cians will  be  made  by  the  State,  with 
the  normal  fiscal  controls. 

In  a proposal  made  to  the  Depart- 
ment of  Public  Welfare  on  April  12, 
1967,  the  Pennsylvania  Medical  So- 
ciety strongly  urged  DPW  to  contract 
with  Pennsylvania  Blue  Shield  to  serve 
as  fiscal  administrator  for  the  portion 
of  the  program  dealing  with  physi- 
cians’ services.  The  Society’s  position 
in  this  matter  has  been  that  Blue  Shield 


is  in  a position  to  maintain  appropriate 
utilization  controls  and  to  assure  the 
provision  of  high  quality  medical  care 
and  services  under  this  program  be- 
cause of  its  very  valuable  experience 
with  Title  XVIII. 

Blue  Shield  is  presently  serving  as 
the  fiscal  intermediary  for  Part  B, 
Title  XVIII  of  Medicare.  With  this 
in  mind,  it  has  been  the  Medical  So- 
ciety’s opinion  that  the  non-profit 
health  insurer  could  coordinate  both 
programs  since  many  medical  assist- 
ance beneficiaries  are  also  insured  un- 
der Part  B of  Medicare. 

Secretary  of  Public  Welfare  Thomas 
W.  Georges,  Jr.,  M.D.,  at  the  con- 
tract signing,  said  “the  methods,  in- 
formation and  data  about  physicians’ 
charges  and  practices  which  are  avail- 
able to  Blue  Shield  make  this  organ- 
ization uniquely  qualified  for  this 
service.” 

Blue  Shield  has  staff  personnel 
trained  in  the  screening  of  physicians’ 
claims.  It  also  has  physicians  who 
provide  skilled  and  detailed  review  of 
such  claims.  These  reviews  are  vital 
to  efficient  administration  of  the  pro- 
gram. 

The  new  contract  also  provides  for 
the  use  of  the  professional  relations 
system,  already  established  between 
Blue  Shield  and  physicians,  for  the 
transmittal  of  information  concerning 
regulations,  payments  and  claims. 

Blue  Shield  will  be  paid  for  each 
approved  claim.  It  is  estimated  that 
there  will  be  350,000  claims  for  this 
type  of  service  during  the  year  begin- 
ning June  1st  when  the  contract  be- 
comes effective.  The  cost  of  the 
processing  service  for  the  contract  will 
be  partially  financed  from  Federal 
funds.  The  contract  is  for  one  year, 
with  provision  for  annual  renewal. 

Dr.  Georges,  in  an  exclusive  inter- 
view with  Pennsylvania  Medicine  in 
the  June  edition,  will  discuss  some  of 
the  details  of  the  new  agreement. 


Tuberculosis  Assn. 
Assumes  New  Name 

The  National  Tuberculosis  Associa- 
tion will  henceforth  be  known  as  the 
National  Tuberculosis  and  Respiratory 
Disease  Association. 

The  new  name  was  announced  by 
Daniel  E.  Jenkins,  M.D.,  president  of 
the  association,  who  said  that  it  had 
been  adopted  by  the  Board  of  Direc- 
tors. 


APRIL,  1968 
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First  PMS  1 Voice  of  Medicine^  Awards  Presented 


The  first  Pennsylvania  Medical  Society  “ Voice  of  Medi- 
cine" Awards,  prepared  for  the  select  corps  of  physicians 
who  are  members  of  the  State  Society  Speakers'  Bureau, 
were  presented  at  the  last  meeting  of  the  PMS  Council 
on  Public  Service.  The  presentations  were  made  by  John 
H . Harris,  Sr.,  M.D.,  right,  State  Society  President,  to  the 
four  members  of  the  Council  who  also  are  members  of 
the  Speakers’  Bureau.  They  are,  from  left,  Charles  J. 


H.  Kraft,  M.D.,  of  Meshoppen;  Leo  C.  Eddinger,  M.D., 
of  Allentown;  LeRoy  A.  Gehris,  M.D.,  of  Reading;  and 
Arthur  E.  Pollock,  M.D.,  of  Altoona,  the  Chairman  of 
the  PMS  Speakers’  Bureau  and  the  member  who  has  filled 
the  greatest  number  of  speaking  engagements.  Arrange- 
ments are  being  made  to  present  the  other  Speakers'  Bureau 
membership  awards  at  county  medical  society  meetings. 


Preliminary  Call  to  the  1968  Annual  Session 
of  the  House  of  Delegates 

The  1968  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society  will  be  called  to 
order  in  Ballroom  1 of  the  Pittsburgh  Hilton  Hotel,  Pittsburgh.  Pennsylvania,  at  7:30  p.m.  Thursday,  September 
26,  1968.  Subsequent  meetings  of  the  House  of  Delegates  are  scheduled  for  9:00  a.m.,  Saturday,  September 
28,  and  9:00  a.m.,  Sunday.  September  29. 

All  proposed  amendments  to  the  Constitution  must  be  submitted  to  the  office  of  the  Secretary  of  this  So- 
ciety on  or  before  May  26,  1968.  Such  amendments  may  be  proposed  upon  the  written  petition  of  fifteen  Active 
Members  or  Senior  Active  Members  of  the  Society,  or  by  the  Committee  on  Constitution  and  By-Laws. 

A.  W.  Cowley,  M.D. 

Dated  February  26,  1968  Secretary 
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Optics  Film  Aired  On  CBS  Network 


Harold  J.  hard , M.D.,  chairman  and  director  of  the  division  of  radiology  at 
Einstein,  and  radiologic  technologist  Lynn  Falkove,  discuss  experimental  diag- 
nostic techniques  for  early  detection  and  diagnosis  of  breast  cancer  in  women 
on  the  CBS/  Walter  Cronkite  “2 1st  Century ” news  documentary  entitled  "Now 
You  See  It.” 


Travelers  Files  Against  Blue  Cross 


Bethlehem  Physician 
Honored  For  Brave 
Action  in  Vietnam 

Henry  K.  Heller,  M.D.,  Bethlehem. 
Pa.,  has  been  commended  for  “brave 
! and  courageous  actions”  and  “out- 
standing performance”  as  a volunteer 
physician  to  Vietnam. 

A letter  of  commendation  from  Lt. 
Col.  Thomas  F.  Whalen  was  sent  to 
Dr.  Heller,  who  served  two  months 
in  Vietnam  last  year  under  sponsor- 
1 ship  of  the  American  Medical  Asso- 
ciation program. 

Text  of  Letter:  Lt.  Col.  Whalen 
wrote  that  Dr.  Heller’s  “treatment  of 
outpatients  and  supervision  of  the 
medical  ward  of  the  Province  hospital 
has  been  of  unestimatable  value  to 
the  medical  service  of  the  province 
» (Kontum)  and  the  welfare  of  the 
people. 

“Additionally,  your  many  visits  to 
the  sick  and  injured  in  the  outlying 
hamlets  not  only  saved  many  lives 
but  also  provided  relief  and  succor 
to  those  who  otherwise  would  have 
suffered  greatly. 

“I  would  especially  commend  you 
for  your  brave  and  courageous  actions 
during  the  early  morning  hours  of 
27  Nov.  1967  during  which  the  mili- 
tary advisory  complex  at  Kontum  was 
attacked  by  intense  Communist  mor- 
tar fire. 

“The  utter  disregard  for  your  own 
k safety  displayed  by  you,  during  your 
movement  to  the  aid  station  and  dur- 
ing your  subsequent  treatment  of  the 
wounded,  not  only  saved  lives  but 
also  served  as  an  inspiration  to  the 
officers  and  men  of  the  advisory  team. 

“Your  dedication,  actions  and  ex- 
i ample  have  reflected  great  honor  and 
credit  upon  the  medical  profession, 
the  Volunteer  Physicians  for  Vietnam 
program  and  yourself.” 

Col.  James  P.  Cahill  added  his  en- 
dorsement to  Lt.  Col.  Whalen’s  cita- 
tion. Lt.  Col.  Whalen  is  infantry 
senior  adviser  of  the  Province  of 
i Kontum,  and  Col.  Cahill  is  armor 
senior  adviser. 

“To  be  accepted  as  a volunteer,  a 
physician  must  be  in  good  health  and 
:apable  of  withstanding  the  work  load, 

; stresses  and  rigors  of  the  tropical  en- 
vironment,” according  to  a brochure 
published  by  the  AMA.  “A  statement 
rom  the  volunteer’s  physician  and 
lentist  regarding  his  general  physical 
condition  should  accompany  each  ap- 
ilication.”  Reprinted  front  The  AMA 
| News,  Feb.  19,  1968. 
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Einstein  Center  Featured 


Travelers  Insurance  Co.  has  accused 
Blue  Cross  of  Western  Pennsylvania 
of  “monopolistic  practices”  in  a suit 
filed  in  U.S.  court  in  Pittsburgh.  It 
is  believed  to  be  one  of  the  first  such 
suits  filed. 

The  insurance  company  charged 
Blue  Cross  with  “unreasonable  re- 
straint of  competition”  and  is  seeking 
an  injunction  against  Blue  Cross. 

John  Troy,  spokesman  for  Travel- 
ers in  Hartford,  charged  that  Blue 
Cross  was  making  agreements  with 
hospitals  for  discount  rates,  which  he 
estimated  to  be  about  10%  below  the 
regular  established  charges  for  the 
public. 

Troy  said  the  situation  in  Western 
Pennsylvania  is  not  unique,  but  does 
present  a problem  for  the  public  and 
"the  other  200  or  so  companies  in 
business  giving  medical  insurance." 

The  Travelers’  spokesman  said 


there  are  a large  number  of  hospitals 
in  the  area,  and,  as  an  example,  one 
hospital’s  records  showed  that  it  had 
received  more  than  a quarter  million 
dollars  less  from  Blue  Cross  than 
would  have  been  paid  on  the  regularly 
established  basis. 

According  to  the  suit,  “this  reduc- 
tion in  payments  constitutes  a dis- 
criminatory discount,”  and  hospital 
users  who  are  not  Blue  Cross  sub- 
scribers were  charged  disproportion- 
ately and  unfairly  inflated  prices  by 
hospitals  to  offset  the  “discriminatory 
discount”  given  by  Blue  Cross. 

The  suit,  which  was  filed  in  the 
U.S.  District  Court  for  the  Western 
District  of  Pennsylvania,  names  Blue 
Cross  of  Western  Pennsylvania  as  the 
only  defendant.  Blue  Cross  was  given 
20  days  to  answer  the  complaint  or 
otherwise  respond.  Reprinted  from 
The  AMA  News,  Feb.  19,  1968. 
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With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

VWWWVWVWV^^^ 

Each  rapidly-disintegrating  tablet  contains  25  rag.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Dangerous  Heaters  Sought; 

PHS  Asks  For  State  Aid 

Thomas  W.  Georges,  Jr.,  M.D.,  State  Secretary  of 
Health,  said  that  the  Health  Department  has  been  asked 
by  the  United  States  Pubic  Health  Service  to  assist 
in  locating  certain  gas-fired  baseboard  through-the-wall 
type  heaters  that  may  leak  carbon  monoxide. 

Most  of  the  heaters,  Dr.  Georges  said,  were  sold  recently 
by  Sears,  Roebuck  and  Company  which  is  attempting  to 
locate  and  replace  all  6,000  heaters  sold.  The  Sears  units 
are  identified  as  “four  models  of  its  gas-fired  baseboard 
ihrough-the-wall  heater.”  They  are  Homart  model  num- 
ber 133.72561  or  133.72561  1;  133.72562  or  133.725621; 
133.72565  or  133.725651;  and  133.72566  or  133.725661. 
The  plate  showing  model  numbers  is  located  on  top  of 
the  baseboard  box. 

The  possibility  that  these  particular  heating  units  may 
be  hazardous  was  brought  to  the  attention  of  the  Public 
Health  Service,  Sears,  and  the  American  Gas  Association 
by  the  Jackson  County  Michigan  Health  Department  and 
the  Michigan  Department  of  Public  Health  following  their 
investigation  of  a reported  carbon  monoxide  death. 

The  Public  Health  Service  is  working  with  Sears  and 
the  American  Gas  Association  in  investigating  the  prob- 
lem. 


In  addition  to  Sears  heaters,  an  undetermined  number 
of  baseboard  heaters,  probably  less  than  2,000,  were  manu- 
factured and  distributed  by  the  Samuel  Stamping  and 
Enameling  Company  of  Chattanooga,  Tennessee,  which 
is  now  out  of  business.  The  Samuel  unit  can  be  recognized 
by  the  manufacturer’s  identification  plate  bearing  the 
manufacturer’s  name.  This  plate  is  located  behind  the 
decorative  screen  of  the  baseboard  heaters.  The  units 
are  ten  inches  high  and  either  50  inches  or  68  inches 
long. 

' P 

Dr.  Georges  warned  anyone  owning  one  of  these  heaters 
to  turn  it  off  immediately  and  contact  the  Health  Depart- 
ment or  gas  utility  officials  for  positive  identification.  All 
such  heaters,  once  identified,  should  be  removed  and 
destroyed. 


:l) 


Value  Engineering  Adopted 
To  Reduce  Hospital  Costs 
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Philadelphia’s  Albert  Einstein  Medical  Center  has  an- 
nounced the  development  of  a pioneering  plan  designed 
to  reduce  hospital  costs  by  utilizing  government  and  in- 
dustrial cost  reduction  types  of  programming. 

According  to  Pascal  F.  Lucchesi,  M.D.,  the  center’s  i 
executive  vice  president  and  medical  director,  the  1, 000- 
bed  health  institution  is  preparing  a five-part  value  en- 
gineering  program  and  is  planning  to  hire  a full-time  value  lv 
engineer,  reportedly  the  first  hospital  in  the  country  to  do 
so.  i ill; 

Value  engineering  is  defined  by  industry  experts  as  it 
a method  of  doing  a job  better  for  less. 
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State  Insurance  Commissioner 
Warns  Against  Purchase  Of 
"Exceptional  Birth"  Policies 

; (Editor's  Note:  The  following  statement  has  been  re- 

I ceived  from  Insurance  Commissioner  David  O.  Maxwell 
\ regarding  insurance  solicitation  by  mail  of  North  American 
Insurance  Company , Phoenix,  Arizona.) 

“I  wish  to  warn  the  citizens  of  Pennsylvania  that  North 
American  Insurance  Company,  Phoenix,  Arizona,  a com-  ! 
pany  not  licensed  to  do  business  in  this  Commonwealth, 
is  soliciting  through  the  mail  the  purchase  of  insurance 
called  “The  Exceptional  Birth  Plans.”  A copy  of  the 
actual  solicitation  mailed  to  and  received  by  residents  of 
Pennsylvania  at  their  Pennsylvania  address  is  attached. 

“It  is  the  opinion  of  the  Insurance  Department  that  this 
. material  is  not  only  revolting  but  totally  fraudulent  in  its 
intent.  Its  deceptive  character  is  clearly  evidenced  by  such 
facts  as: 

“(1)  protection  is  purportedly  given  against  the  birth 
of  a "profoundly"  mentally  retarded  child; 

“(2)  payment  is  allegedly  to  be  made  “shortly"  after 
such  a child  is  born; 

“(3)  absence  of  any  actuarial  basis  whatever  for  the 
rate  of  $60  for  $10,000  in  coverage; 

“(4)  absurdity  of  the  claim  that  the  Plan  has  been 
“endorsed  by  physicians  all  over  the  country”  and  the 
implication  immediately  thereafter  that  doctors  have  been 
handing  out  applications. 

“Because  this  company  is  not  licensed  in  Pennsylvania, 
it  is  impossible  for  the  Department  to  use  the  normal 
means  we  have  available  under  our  law  to  discipline  lic- 
ensed companies.  However,  I have  sent  copies  of  this 
material  to  the  Insurance  Commissioner  of  Arizona,  the 
Postmaster  General  of  the  United  States  and  the  Chair- 
man of  the  Federal  Trade  Commission  and  urged  each 

!one  of  these  public  officials  to  take  appropriate  legal  ac- 
tion. 

“I  am  also  sending  a copy  of  this  news  release  together 
with  the  solicitation  to  every  state  insurance  commissioner 
in  the  United  States. 

“The  horrible  part  about  this  solicitation  is  that  some 
jjlexpectant  parents  may  be  inclined  to  buy  because,  above 
all  else,  they  want  a normally  healthy  baby,  and  this  pro- 
' tection  will  seem  a way  of  assuring  such  a result;  i.e.  no 
one  really  expects — or  wants — to  recover  on  a policy 
like  this. 

“Furthermore,  even  if  the  worst  occurred  to  someone 
“insured”  under  this  “Plan,”  I am  certain  that  they  would 
never  collect  from  a company  like  this  which  uses  words 
like  “profoundly”  and  “shortly”  in  its  invitations  to  buy. 
j ■ “I  urge  the  citizens  of  Pennsylvania  to  beware  of  this 
particular  company  and  its  solicitations  as  well  as  similar 

( invitations  to  buy  insurance  which  they  may  receive  in 
the  mail.  The  purchase  of  insurance  is  a serious  under- 
taking and  money  should  not  be  paid  for  coverage  without 
bareful  thought  and  advice  from  persons  knowledgeable  in 
the  field.” 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

vwwwWtfwWwwvw 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Coma  Recovery  Data 
Needed  For  Study 

How  long  should  the  ability  of  a 
physician  he  deployed  to  maintain  life 
for  very  long  periods  in  the  uncon- 
scious patient? 

An  attempt  is  being  made  to  answer 
the  question  by  a committee  of  the 
Massachusetts  General  Hospital  which 
is  studying  its  own  records  and  the 
world  literature  to  determine  pertinent 
features  in  all  patients  who,  despite 
coma  for  over  five  weeks,  have  made 
a useful  recovery. 

"As  physicians,  we  are  eager  to  pro- 
mote the  recovery  of  everyone  who 
can  do  so,”  states  William  H.  Sweet, 
M.D.,  chief,  neurosurgical  service  and 
chairman  of  the  Committee  on  Man- 
agement of  the  Unconscious  Patient 
at  Massachusetts  General. 

“In  order  to  deprive  no  one  of  his 
chances  (on  the  score  of  recovery)  it 
is  relevant  to  know  the  longest  periods 
of  coma  which  have  been  followed  by 
useful  survival,”  claims  Dr.  Sweet. 

In  an  appeal  for  information  from 
readers  of  Pennsylvania  Medicine, 
Dr.  Sweet  stated:  “We  should  be  grate- 
ful if  any  reader  of  this  journal  would 
draw  our  attention  to  any  case  pub- 
lished under  a title  which  is  not  in- 
dicative of  survival  after  prolonged 
coma. 

“We  are  also  eager  to  receive  ac- 
counts of  such  cases  as  yet  unreported. 
A publication  incorporating  our  own 
and  others'  data  is  planned.” 

All  information  related  to  this  re- 
quest should  be  directed  to:  Wil- 

liam H.  Sweet,  M.D.,  Massachusetts 
General  Hosp  ital.  Boston,  Mass. 
021 14. 

Food  Stamps  Program 
Gains  Impetus  In 
Ten  More  Counties 

Ten  additional  Pennsylvania  coun- 
ties will  start  the  Food  Stamp  pro- 
gram for  low-income  families  this 
spring,  according  to  Secretary  of  Pub- 
lic Welfare,  Thomas  W.  Georges,  Jr., 
M.D. 

“The  expansion  of  the  Food  Stamp 
program  to  these  counties  will  benefit 
thousands  of  eligible  households  by 
making  it  possible  for  low-income 
families  to  purchase  a greater  variety 


of  foods  and  thereby  improve  their 
health  through  better  balanced  diets,” 
Dr.  Georges  said. 

"In  addition,  the  economy  of  the 
affected  areas  will  receive  a strong 
boost  through  the  program  that  re- 
places the  distribution  of  Federal  sur- 
plus food.  Retail  food  merchants  as 
well  as  food  suppliers  will  benefit  from 
the  increased  business  the  plan  gen- 
erates and  food  industry  employment 
and  service  activities  also  will  be  stim- 
ulated,” Secretary  Georges  added. 

Six  counties — Adams,  York,  Centre. 
Butler,  Elk  and  Cameron — are  sched- 
uled to  begin  the  program  May  1 . 
Monroe,  Northampton,  Berks  and  Del- 
aware counties  are  slated  to  start  June 
1. 

The  addition  of  these  ten  counties 
will  expand  the  Food  Stamp  program 
to  fifty  counties  of  the  Commonwealth. 

MLA  To  Present 
Rittenhouse  Award 
for  Manuscript 

The  Medical  Library  Association 
will  present  the  first  of  an  annual 
Rittenhouse  Award  in  June  of  this 
year. 

The  $ 100-gift  of  the  Rittenhouse 
Book  Store,  Philadelphia,  is  being  of- 
fered for  a manuscript  of  a student  in 
an  MLA  approved  medical  library 
course  or  a trainee  in  an  MLA  ap- 
proved internship  program. 

The  Rittenhouse  Award,  together 
with  the  Ida  and  George  Eliot,  the 
Otto  H.  Hafner  and  the  Murray  Gott- 
lieb essay  prizes  will  be  given  out  at 
the  MLA  Annual  Meeting  in  Denver. 
June  9-13,  1968. 

Papers  should  be  submitted  to  Mr. 
William  Postell,  Tulane  University 
School  of  Medicine  Library,  New 
Orleans,  La.  70112  by  May  1,  1968 
to  be  considered  for  this  award  for 
an  outstanding  original  contribution. 

Penn  Foundation 
Plans  Expansion; 

Gift  Awarded 

Plans  for  a major  expansion  pro- 
gram were  released  at  the  annual 
corporate  meeting  of  the  Penn  Foun- 
dation for  Mental  Health. 


"A  spark  plug  for  this  long-needed 
action  was  a major  gift  from  the 
Grundy  Foundation,”  Charles  H.  Hoe- 
flich,  President  of  the  Mental  Health 
Group  and  President  of  Souderton’s 
Union  National  Bank  and  Trust  Co. 
said.  “By  designating  a substantial 
gift  to  be  used  for  an  addition  to  our 
facility,  we  have  decided  to  move 
promptly.” 

Philadelphia  Museum 
Plans  International 
Medical  Art  Center 

The  establishment  at  the  Philadel- 
phia Museum  of  Art  of  an  interna- 
tional medical  art  center  of  prints 
and  related  illustrative  medical  ma- 
terial with  an  accompanying  research 
reference  center  was  announced  by 
Dr.  Evan  H.  Turner,  Director  of  the 
Museum. 

The  complex,  to  be  known  as  the 
Ars  Medica  Center,  was  made  pos- 
sible through  a major  grant  from  the 
Smith  Kline  & French  Foundation. 

Development  plans  include  the  ex- 
pansion of  the  Museum’s  outstand- 
ing collection  of  prints  and  drawings 
relating  to  the  medical  sciences  and 
the  creation  of  a center  for  pictorial 
research  in  subjects  pertaining  to  the 
history  of  medicine  and  allied  profes- 
sions such  as  dentistry,  pharmacy,  vet- 
erinary medicine,  etc.  Through  an 
information  retrieval  system,  both 
the  original  and  some  non-original 
visual  material  such  as  photographic 
archives,  slides,  etc.  will  be  readily  ac- 
cessible for  reference,  study,  exhibi- 
tion, and  loan. 

The  original  collection,  which  was 
underwritten  by  Smith  Kline  & French 
in  1948,  grew  to  comprise  132  prints. 
The  high  quality  of  this  collection,  the 
nucleus  of  the  proposed  program,  is 
such  that  it  is  now  regarded  as  one 
of  the  finest  medical  print  collections 
in  the  United  States. 

$30,000  Awarded  For 
Arthritis  Center 

A health  services  contract  for  $30.- 
000  has  been  awarded  by  the  State 
Health  Department  for  operation  of  an 
arthritis  center  at  the  Albert  Einstein 
Medical  Center,  Philadelphia. 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS  — most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SI  NUS— headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 
symptomatic 

relief 


SINUTAB 


l-: 


% yAte: 


3*4  1 


Sty  T 


V 

fer 


‘ Jp 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 


SINUTAB 

FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(y*  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

citrate.  ‘Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARNER-CH 


S-IN-81-4C 

LCOTT  Morris  Plains,  N.J. 
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Joint  Committee  Considers  Responsibilities 


Phila.  General  Should  Reject  Charity  Concept 


Philadelphia  General  Hospital 
should  continue  in  its  “irreplaceable 
role  as  a community-oriented  regional 
medical  center’’  but  reject  its  “tradi- 
tional but  outmoded  concept  as  a 
charity  hospital,”  according  to  a re- 
port unanimously  approved  by  the 
Joint  Committee  of  the  Philadelphia 
Board  of  Health  and  the  Hospital’s 
Board  of  Trustees. 

Convened  to  consider  the  responsi- 
bilities of  the  City  of  Philadelphia  for 
personal  health  services,  including  care 
of  the  chronically  ill  and  aged,  and 
the  role  of  Philadelphia  General  with 
respect  to  these  responsibilities,  the 
Joint  Committee  came  to  the  follow- 
ing conclusions  and  recommendations: 

I.  To  meet  increasing  community 
demands  for  personal  health  services 
under  municipal  auspices,  the  City 
must  have  a major  center  for  a full 
range  of  high  quality  medical  care; 
namely  PGH.  PGH  today,  as  in  the 
past,  provides  those  services  not  ob- 
tainable elsewhere  in  the  city  or  the 
region  or  not  available  in  sufficient 
' quantity. 


2.  The  traditional  but  outmoded 
concept  of  the  hospital  as  a charity 
hospital  must  be  replaced  by  the  con- 
cept of  a specialized  community  re- 
source for  all  the  people  responsive 
to  their  individual  needs.  Existing 
policies  and  practices  which  restrict 
admissions  to  those  unable  to  pay  the 
full  cost  of  medical  care  must  be 
eliminated  in  accordance  with  the 
provisions  of  the  Philadelphia  Home 
Rule  Charter. 

3.  Two  major  program  emphases 
for  PGH  are  indicated:  (a)  personal- 
ized, unified,  and  high  quality  care  for 
families;  and  (b)  highly  specialized 
care  which  is  feasible  in  Philadelphia 
and  the  Delaware  Valley  region  only 
at  the  hospital  or  at  a few  large  teach- 
ing medical  centers,  including  PGH, 
because  of  relatively  infrequent  need, 
high  cost,  scarcity  of  specialized  per- 
sonnel, and  public  responsibility.  Ex- 
amples of  such  demands  are  pediatric 
psychiatry,  renal  dialysis,  intensive 
treatment  of  chronic  alcoholism,  re- 
habilitation of  stroke  patients,  and 
twenty-four  hour  emergency  medical 
care. 


4.  Three  planning  efforts  are  ur- 
gently needed,  two  of  which  are  al- 
ready provided  for  in  the  1968  Op- 
erating Budget.  The  first  is  a Master 
Plan  for  PGH  which  would  study 
the  present  facilities  and  site  in  rela- 
tion to  the  new  facilities  appropriate 
for  the  “new”  hospital.  The  second 
is  formulation  of  the  City’s  compre- 
hensive geriatrics  and  chronic  disease 
program.  The  third  planning  effort 
should  be  an  intensive  properly  staffed 
study  of  the  changes  which  would 
enable  PGH  to  meet  current  major 
community  demands  promptly  and  ef- 
fectively. 

5.  The  City  Administration  must 
be  receptive  to  immediate  funding  of 
reasonable  community  decisions  for 
urgent  program  changes  and  for  initial 
steps  towards  meeting  long-term  pro- 
gram needs. 

Members  of  the  Joint  Committee 
included  Drs.  George  Shucker,  Leroy 
E.  Burney  and  Norman  R.  Ingraham, 
and  Isidor  Melamed  of  the  Board  of 
Health,  and  Charles  H.  Frazier,  John 
T.  Facenda,  and  Thomas  J.  Mullaney 
of  the  PGH  Board. 


Gastroenterology  Competition  Announced 


The  American  College  of  Gastro- 
enterology, in  cooperation  with  Wil- 
liam H.  Rorer,  Inc.,  of  Fort  Wash- 
ington, Pa.,  has  announced  the  1968 
Rorer  Awards  Contest  for  the  best 
papers  in  gastroenterology. 

Six  awards  totaling  $2,000  will  be 
made  in  two  categories:  1.  For  the 

best  unpublished  papers  in  gastroen- 
terology or  an  allied  subject  and,  2. 
For  the  best  paper  published  in  the 
American  Journal  of  Gastroenterology. 

Prizes  in  both  categories  will  be: 
First — $500  and  a three-year  sub- 
scription to  the  American  Journal  of 
Gastroenterology;  Second — $300  and 
a two-year  subscription;  Third — $200 
and  a one-year  subscription. 

Rules  and  regulations  for  the  un- 
published papers  segment  of  the  com- 
petition provide  that  the  papers  sub- 
mitted must  represent  original  work 
in  gastroenterology,  or  an  allied  sub- 
ject and  must  not  have  been  previously 


presented  at  meetings  of  any  national 
society. 

The  contents  of  the  papers  may  be 
clinical  or  basic  science.  Clinical 
papers  must  not  be  case  records,  but 
controlled  clinical  work. 

The  length  of  a paper  is  no  criterion 
for  originality  or  value.  All  entries 
must  be  typewritten  in  English,  double- 
spaced on  one  side  of  the  paper,  and 
submitted  in  six  copies. 

The  winning  entry  will  be  selected 
by  the  Research  and  Scientific  Inves- 
tigation Committee  of  the  American 
College  of  Gastroenterology  and  the 
awards  will  be  made  at  the  Annual 
Convention  Banquet  of  the  College 
in  Boston  in  October,  1968.  All  papers 
selected  for  awards  become  the  prop- 
erty of  the  College  and  the  decision 
of  the  judges  will  be  final. 

Should  none  of  the  papers  submitted 
meet  the  standards  set  by  the  Com- 
mittee, the  Committee  reserves  the 


right  to  withhold  the  making  of  any 
award. 

The  recipients  of  the  first  two  prizes 
will  be  given  the  opportunity  of  pre- 
senting their  papers  in  person  at  the 
Annual  Meeting  of  the  College  in 
October,  1968. 

All  entries  must  be  received  no 
later  than  June  15,  1968,  and  should 
be  addressed  to  the  Research  and 
Scientific  Investigation  Committee. 
American  College  of  Gastroenterology, 
33  West  60th  St.,  New  York,  N.  Y. 
10023. 

Prizes  for  the  best  paper  published 
in  the  American  Journal  of  Gastro- 
enterology are  to  be  awarded  during 
the  twelve  months  ending  June  30, 
1968,  for  which  no  previous  prize  has 
been  awarded.  The  papers  in  this 
category  will  be  selected  by  the  Edi- 
torial and  Publication  Committee  in 
cooperation  with  the  Committee  on 
Research  and  Scientific  Investigation. 
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TABLETS 

Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 

aspirin)  I® 

® 

Contraindications:  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheaded  ness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial- or  erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped.and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antfhistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patientdiscomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient’s  mind  at  ease. 


L 


Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640, 


Announcing  the  blood  chemistries  anyone  in  your  office  can  do. 

Those  using  Diagnostest*  reagents  and  instruments.  We  train  your  nurse 
or  medical  assistant  to  use  this  simple,  accurate  system.  For  measuring 
hemoglobin,  glucose,  cholesterol,  urea  nitrogen,  total  bilirubin  and  uric 
acid.  You  get  results  in  minutes.  And  the  system  includes  everything  you 
need.  Write  today  for  full  information. 


•Trademark  of  The  Dow  Chemical  Company 


To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2!4  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Arlene  F.  Fung,  M.I).  has  been  ap- 
pointed clinical  research  fellow  for 
one  year  at  the 
Institute  for  Can- 
cer Research, 
Philadelphia.  At 
the  Institute  Dr. 

Fung  will  admin- 
ister patient  care 
in  the  Clinical 
Research  Unit 
under  the  direc- 
tion of  Dr.  Bar- 
uch S.  Blumberg. 
In  addition  to  pa- 
tient care  she  will 
do  research  on  the 
chromosomes  of  these  patients  and 

samples  from  other  human  popula- 
tions. Dr.  Fung  is  from  Trinidad.  She 
served  a one  year  residency  in  internal 
medicine  at  the  Pennsylvania  Hospital. 

Frank  H.  Krusen,  M.D.,  project  di- 
rector of  research  and  training  for 
Temple  Rehabilitation  Institute,  has 
assumed  the  position  of  project  direc- 
tor for  the  rehabilitation  institute  at 
Tufts  University's  New  England  Med- 
ical Center.  He  will  also  retain  his 

position  at  Temple. 

Miguel  A.  Basonibrio,  M.D.  has 

been  appointed  research  associate  at 
the  Institute  for 
Cancer  Research. 
Dr.  Basonibrio,  a 
Visiting  Scientist 
from  Buenos 
Aires,  will  be  do- 
ing research  in 
pathology  in  the 

laboratory  of  Dr. 

Richmond  T.  Pr- 

ehn.  As  part 
of  Dr.  Prehn’s 
group,  he  will 
study  those  fea- 
tures of  experi- 
mentally induced  tumors  which  pro- 
voke anti-tumor  immunity  in  the  host 
animal.  Dr.  Basonibrio  received  his 
medical  degree  from  the  Medical 
School  of  the  University  of  Buenos 
Aires. 


Joseph  Hirsh,  M.D.,  Philadelphia, 
has  been  appointed  executive  director 
of  the  North  Philadelphia  Regional 
Health  Affiliates,  Inc.,  and  professor 
of  community  medicine  at  Temple 
School  of  Medicine.  One  of  the  three 
founding  deans  of  the  Albert  Einstein 
College  of  Medicine,  Dr.  Hirsh  has 
served  the  New  York  institution  for 
the  past  twelve  years  as  assistant  dean 
in  charge  of  student  affairs,  registrar 
and  associate  professor  of  preventive 
and  environmental  medicine. 

William  J.  Kimber,  M.D.  has  been 
appointed  an  associate  in  the  depart- 
ment of  internal 
medicine  at  the 
Geisinger  Medical 
Center  in  Dan- 
ville. Dr.  Kimber 
was  a Fellow  in 
internal  medicine 
for  four  years  at 
the  Mayo  Clinic, 
Rochester.  Min- 
nesota. He  then 
became  an  a s- 
sistant  to  the  staff 
in  internal  medi- 
cine for  fifteen 
months,  nine  months  of  which  were 
spent  in  the  cardiology  section.  He 
has  had  an  additional  six  months  ex- 
perience in  the  Clinic’s  Cardiac  Cath- 
eterization Laboratory. 

Leonard  S.  Girsh,  M.D.,  clinical  as- 
sistant professor  of  internal  medicine 
— allergy.  Temple  University  Medical 
Center,  was  guest  speaker  at  the  recent 
postgraduate  course.  Pediatric  Al- 
lergy, presented  in  Kansas  City.  The 
course  was  sponsored  by  the  Ameri- 
can College  of  Allergists  in  coopera- 
tion with  the  Danciger  Institute  for 
the  Health  Sciences,  University  of 
Missouri  School  of  Medicine. 

Richard  G.  Berry,  M.D.,  professor 
of  neuropathology  at  Jefferson  Medi- 
cal College,  has  been  appointed  con- 
sultant in  neurology  at  Jefferson  Divi- 
sion of  Philadelphia  General  Hospital. 


Alfred  A.  Gellhorn,  M.D.  has  been 
named  dean  of  the  University  of  Penn- 

sylvania School 
of  Medicine,  ef- 
fective July  1, 
1968.  Dr.  Gell- 
horn, professor  of 
medicine  at  Co- 
lumbia University 
College  of  Phy- 
sicians and  Sur- 
geons, will  suc- 
ceed Samuel  Gur- 
in,  Ph.D.,  who  j 
has  held  the  post 
since  1962.  Dr. 
Gellhorn  has  been 
on  the  Columbia  medical  faculty  since 
1943.  His  research  in  the  field  of 

cancer  led  to  his  appointment  as  direc- 
tor of  the  Institute  of  Cancer  Research 
in  1952  and  chief  of  the  medical  serv- 
ice at  the  Francis  Delafield  Hospital. 

Michael  G.  Wohl,  M.D.  and  Robert 
S.  Goodhart,  M.D.  have  been  notified 
by  Lea  and  Febiger  Publishers  that 
their  revised  Fourth  Edition  of  Mod- 
ern Nutrition  in  Health  and  Disease 
is  being  translated  into  Italian  by  the 
Italian  publishing  house  II  Pensiere 
Scientifico  of  Rome.  The  Italian  edi- 
tion will  appear  simultaneously  with 
the  English  text  in  the  spring  of  this  I 
year. 

Charles  Fineberg,  M.D.,  assistant 
professor  of  surgery  at  Jefferson  Medi- 
cal College,  has 
been  appointed 
senior  attending 
surgeon  and  di- 
rector of  thoracic 
and  cardiovascu- 
lar surgery  at  the 
■g  Albert  Einstein 
j=  Medical  Center, 

| Southern  Divi-  < 
c sion.  Dr.  Fine- 
'£  berg  is  at  present  i 
the  director  of  I 
clinical  cancer 
training  and  di-  I 
rector  of  the  Tumor  Advisory  Group 
at  Jefferson.  He  is  a diplomate  of  the  ! 
American  Board  of  Surgery  and  the 
American  Board  of  Thoracic  Surgery.  Ill, 


DR.  BASOMBRIO 


DR.  GELLHORN 
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A retraining  program  for  women 
physicians  at  the  Woman’s  Medical 
College  of  Penn- 
sylvania has  been 
made  possible  in 
part  by  a $30,000 
grant  from  the 
Josiah  Macy,  Jr. 
Foundation.  Glen 
R.  Ley  mas  ter, 
WMC  president 
and  dean,  will 
conduct  the  pro- 
gram, with  the  as- 
sistance of  Ethel 
Weinberg,  M.D., 
a graduate  of  the 
University  of  Delaware  who  studied 
and  interned  at  Hahnemann  Medical 
College.  The  retraining  program, 
which  will  be  geared  to  reactivate 
women  physicians  who  have  dropped 
out  of  medical  practice  to  care  for 
their  young  children  or  for  other  per- 
sonal reasons,  is  part  of  the  College’s 
continuing  effort  to  help  alleviate  the 
critical  nationwide  shortage  of  doc- 
tors. 


DR.  WEINBERG 


J.  Everett  McClenahan,  M.D.,  Pitts- 
burgh, Immediate  Past-President  of  the 
State  Society  who  recently  resigned  his 
position  as  Medical  Director  of  Mc- 
Keesport Hospital,  has  reopened  his 
office  for  the  private  practice  of  sur- 
gery in  Pittsburgh. 


Francis  C.  Jackson,  M.D.,  Pitts- 
burgh, and  Paul  M.  James,  M.D., 
Philadelphia,  will  be  guest  speakers  at 
the  Twelfth  Annual  Postgraduate 
Course  on  Fractures  and  Other  Trau- 
ma sponsored  by  the  American  Col- 
lege of  Surgeons’  Chicago  Committee 
on  Trauma  in  Chicago  next  month. 


Alan  Rubin,  M.D.,  obstetrician  and 
gynecologist  at  the  Albert  Einstein 
Medical  Center 
and  the  Univer- 
sity of  Pennsyl- 
vania Hospital, 
has  been  elected 
national  president 
of  the  6,000 
member  alumni 
society  of  the  Uni- 
versity of  Penn- 

sylvania School  of 
Medicine.  He  suc- 
ceeds Douglas 
Murphy,  M.D. 
who  had  been 

president  since  1949.  Other  officers 
elected  were:  John  J.  Sayen,  M.D., 

vice-president,  and  Wallace  W.  Dyer, 

M.D.,  secretary-treasurer. 


DR.  RUBIN 


James  D.  Ripepi,  M.D.  has  been 
named  assistant  attending  physician  in 
neurology  of  the  Jefferson  Division  of 
Philadelphia  General  Hospital. 

John  Modarress,  M.D.,  Pottsville, 
was  certified  by  the  American  Board 
of  Surgery  at  the  convocation  of  the 
board  in  Chicago.  Dr.  Modarress  is 
a chief  of  one  of  the  surgical  services 
at  the  Good  Samaritan  Hospital, 
Pottsville,  and  is  on  the  courtesy  staff 
of  the  Pottsville  Hospital. 

George  H.  Ledger,  M.I).,  Union 
City,  has  been  appointed  to  the  Board 
of  Trustees  at  Edinboro  State  College. 

Norman  N.  Cohen,  M.D.,  gastro- 
enterologist at  the  University  of  Penn- 
sylvania School 
of  Medicine  and 
attending  physi- 
cian at  Miseri- 
cordia  Hospital, 
has  been  named 
full-time  director 
of  the  department 
of  medicine  of  the 
Misericordia  Hos- 
pital Division  of 
the  Mercy  Catho- 
lic Medical  Cen- 
ter. 

Dr.  Cohen  in- 
terned at  Philadelphia  General  Hos- 
pital and  completed  his  residency  in 
internal  medicine  at  the  Philadelphia 
Veterans  Administration  Hospital  in 
1959.  That  year  he  also  received  a 
fellowship  in  gastroenterology  at  the 
University  of  Pennsylvania  Hospital. 

Ten  Pittsburgh  radiologists  and  sci- 
entists presented  papers  to  the  Radi- 
ological Society  of  North  America  at 
its  annual  meeting  in  Chicago.  L.  Reed 
Altenius,  M.D.  presented  Evaluation 
of  Adult  Female  Urinary  Incontinence 
by  Voiding  Cystourethrograms  and 
Selective  Catheterization  of  the  Hypo- 
gastric Arteries:  Discussion  of  Tech- 
nique and  Advantages  in  Angio- 
graphic Interpretation.  Calus  M.  Bron, 
M.D.  and  Helen  C.  Redman,  M.D. 
reported  on  Splanchnic  Artery  Steno- 
sis and  Occlusion:  Incidence.  Arterio- 
graphic  and  Clinical  Manifestations. 
A discussion  on  Wilm’s  Tumor  was 
presented  by  Raul  Mercado,  M.D., 
John  A.  Parsons,  M.D.  and  Burton 
Sehler,  M.D.  Mark  H.  Wholey,  M.D., 
Erling  B.  Christophersen,  M.D.,  Ed- 
ward M.  Krokosky,  M.D.  and  Joseph 
M.  Evans,  M.D.  reported  on  A Pulsa- 
tile Intra-aortic  Balloon  for  Ventricu- 
lar Assist. 


Mario  A.  C'astallo,  M.D.,  has  been 
appointed  chief  associate  editor  for 
Obstetrics  and 
Gynecology,  for 
the  Cyclopedia  of 
Medicine,  Sur- 
gery and  Special- 
ties, published  by 
F.  A.  Davis  Com- 
pany, Philadel- 
phia. Dr.  Castallo 
is  clinical  profes- 
sor of  obstetrics 
and  gynecology  at 
Jefferson  Medical 
College.  The  Ob- 
stetrics and  Gyne- 
cology Prize,  a graduate  award  of  the 
Jefferson  Medical  College,  has  been 
given  in  honor  of  Dr.  Castallo  since 

1965. 

George  T.  Harrell,  Jr.,  M.D.,  dean 
and  director  of  the  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania 
State  University,  was  Ellard  M.  Yow 
Memorial  Lecturer  at  a program  spon- 
sored by  the  Houston  Society  of  In- 
ternal Medicine  and  the  Baylor  Uni- 
versity College  of  Medicine.  Dr. 
Harrell's  lecture.  Physiologic  Changes 
in  Infectious  Diseases,  reviewed  the 
status  of  studies  on  Rickettsial  Spotted 
Fever,  an  area  in  which  the  dean 
made  significant  research  contribu- 
tions while  Research  Professor  of 
Medicine  at  Bowman-Gray  College  of 
Medicine  of  Wake  Forest  University. 
The  Yow  lectureship  is  in  memory  of 
a former  student  of  Dr.  Harrell,  who 
did  his  first  research  in  antibiotics 
under  the  dean’s  direction  at  Bowman- 
Gray. 


I)R.  CASTALLO 


Harry  Bacon,  M.D.,  Philadelphia, 
has  been  awarded  honorary  member- 
ship in  the  Phoenix  Surgical  and  Tuc- 
son Surgical  Societies  of  Arizona. 


Corrections 

• Frank  E.  Tamarkin,  O.D.  of 
York  was  incorrectly  listed 
in  the  February  issue  of 
Pennsylvania  Medicine  as 
a doctor  of  medicine. 

• Harry  H.  Dinsmore,  M.D. 
has  started  practice  at  the 
Adrian  Hospital  in  Punx- 
sutawney,  not  at  the  Adrain 
Hospital  in  Reynoldsville,  as 
was  listed  in  the  February 
issue. 
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WELCOME,  NEW  MEMBERS! 

These  M.D.’s  have  joined  the  State  Society 
in  recent  months: 

BRADFORD  COUNTY  : 

William  C.  Luft,  M.D.,  116  South  Wilbur  Avenue, 
Sayre  18840. 

Kenneth  K.  Meyer,  M.D.,  208  North  Elmer  Avenue, 
Sayre  18840. 

Modest  G.  Peralta,  M.D.,  219  South  Elmer  Avenue, 
Sayre  18840. 

Bertrand  J.  Bensam,  M.D.,  Guthrie  Clinic,  Sayre  18840. 

CRAWFORD  COUNTY: 

Antonio  N.  Sarain,  M.D.,  321  South  Mercer  Street, 
Linesville  16420. 

CUMBERLAND  COUNTY: 

David  K.  Zierdt,  M.D.,  901  Stratford  Drive,  Carlisle 
17013. 

Bertram  Zumoff,  M.D.,  240  North  36th  Street,  Camp 
Hill  17011. 

DAUPHIN  COUNTY: 

John  B.  Goedecke,  M.D..  4233  Elmerton  Avenue,  Harris- 
burg 17109. 

DELAWARE  COUNTY: 

Chris  Patterson,  M.D..  204  Berkley  Avenue,  Lansdowne 
19050. 

James  A.  Thomas,  Jr.,  M.D.,  1443  Upland  Street,  Chester 
19013. 

J.  Leonard  Ivins,  M.D.,  3500  Darby  Road,  Haverford 
19041. 

FRANKLIN  COUNTY: 

Leonidas  R.  Littleton,  Jr.,  M.D.,  Chambersburg  Hos- 
pital 17201. 

LACKAWANNA  COUNTY: 

Hugo  Mori,  M.D.,  538  Soruce  Street,  Scranton  18503. 

LANCASTER  COUNTY: 

Warren  J.  Robbins,  M.D.,  822  Marietta  Avenue,  Lancas- 
ter 17603. 

! 

MONTGOMERY  COUNTY: 

Richard  A.  Manning,  M.D.,  North  Lane,  Conshohocken 
19428. 

Baird  S.  Ritter,  M.D.,  Lankenau  Medical  Building,  Phil- 
adelphia 19151. 

Carol  A.  Schreiner,  M.D.,  400  North  Broad  Street,  Lans- 
dale  19446. 

Richard  S.  Dillon,  M.D.,  Bryn  Mawr  Medical  Building, 
Bryn  Mawr  19010. 

David  A.  Stewart,  M.D.,  109  Montrose  Avenue,  Rose- 
mont  1 90 1 0. 

Clinton  H.  Toewe,  M.D..  400  North  Broad  Street,  Lans- 
dale  19446. 
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James  W.  Thompson,  M.D.,  960  County  Line  Road, 
Bryn  Mawr  19010. 


MONTOUR  COUNTY: 

Bruce  Stewart,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 

Robert  F.  Coniff,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 

Charles  L.  Murray,  M.D.,  Geisinger  Medical  Center, 
Danville  17821. 

Humberto  J.  Gonzalez,  M.D.,  Danville  State  Hospital, 
Danville  17821. 


NORTHAMPTON  COUNTY: 

Conrad  L.  Lentz,  M.D..  14  East  Broad  Street,  Bethlehem 
18018. 

PHILADELPHIA  COUNTY: 


Anibal  F.  Herrera,  M.D.,  738  Revere  Road,  Yeadon 
19050. 

Ronald  J.  Horvath,  M.D.,  Department  of  Orthopaedic 
Surgery,  Jefferson  Medical  College,  Philadelphia  19107. 

H.  Ralph  Schumacher,  M.D.,  206  Maloney  Building. 
Philadelphia  19104. 

John  A.  Waldhausen,  M.D.,  3400  Spruce  Street,  Phila- 
delphia 19104. 

John  M.  Cahill,  M.D.,  7710  Loretto  Street,  Philadelphia 
19111. 

Felix  M.  Cortes,  M.D.,  3401  North  Broad  Street,  Phil- 
adelphia. 

Cipriano  A.  Elloso,  M.D.,  557  Hillside  Terrace,  Penn- 
sauken,  New  Jersey  08110. 

Erach  Engineer,  M.D.,  S-314  Park  Towne  Place,  Phila- 
delphia 19130. 

Jerald  N.  Friedman,  M.D.,  2252  Bryn  Mawr  Avenue, 
Philadelphia  19131. 

Joel  B.  Goldstein,  M.D.,  860  Lancaster  Avenue,  Bryn 
Mawr  19010. 

James  W.  Skaggs,  Jr.,  M.D.,  530  Walnut  Street,  Philadel- 
phia 19106. 

John  M.  O'Lane,  M.D.,  3401  North  Broad  Street,  Phila- 
delphia 19140. 

Ben  Franklin  Rusy,  M.D.,  3420  North  Broad  Street, 
Philadelphia  19140. 

Newell  Fischer,  M.D.,  111  North  49th  Street,  Philadel- 
phia 19139. 

Donald  J.  Gill,  M.D.,  3333  Mary  Street,  Drexel  Hill 
19026. 


Burritt  Haag,  M.D.,  3401  North  Broad  Street,  Phila- 
delphia 19140. 

POTTER  COUNTY: 

Bienvenido  V.  Simuangco,  M.D.,  Academy  Street,  Ulysses 
16948. 

SOMERSET  COUNTY: 

harles  O.  Thompson,  M.D.,  401  Center  Avenue,  Somer- 
set 15501. 

Ames  W.  Wright,  M.D.,  R.  D.  2,  Friedens  15541. 


IfORK  COUNTY: 


oseph  S.  Burkle,  M.D.,  Grantley  Road  Extended,  York 
17403. 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming. . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 


Doyou  have  patients 
who  try  to  hide  anger 
behind  charm? 


l ull  see  many  depressed  patients  who  hide 
their  real  anxieties  behind  a smoke  screen  of 
pretense.  The  more  they  try  to  conceal  reality, 
the  more  entrenched  the  disturbances  become. 
The  role  they  assume  is  not  adequate  to 
suppress  their  inner  turmoil.  Unchecked,  the 
turmoil  finds  expression  in  other  symptoms. 

They  want  your  help  and  Aventyl  HC1  can 
help  you. 

Whether  depression  is  open  or  secretive, 
Aventyl  HC1  assists  in  relieving  the  symptoms 
and  the  state  of  depression  itself.  It  may  aid 
in  removing  the  emotional  distortions  and, 
in  lifting  the  depression,  help  patients  face, 
accept,  or  change  their  life  patterns.  » oo^. 


Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Helps  remove  the  symptoms, 
lift  the  depression, 
and  release  the  patient 

AventyFHCl 

Nortriptyline^Hydrochloride 


(See  last  page  for  prescribing  information.) 


Aventyl  HC1 

N o rt riptyline  H ycl rochl o ri de 


Description:  Aventyl  HC1  is  a safe  and 
effective  agent  for  treatment  of  mental 
depression,  anxiety-tension  states,  and 
psychophysiological  gastro-intestinal  dis- 
orders. It  is  not  a monoamineoxidase 
(MAO)  inhibitor. 

In  laboratory  animals,  anticholinergic 
effects  of  Aventyl  HC1  are  milder  than 
those  of  related  antidepressants. 
Indications:  Depressive  reactions  (alone 
or  accompanied  by  anxiety)  associated 
with  such  presenting  symptoms  as  depres- 
sion, anxiety,  tension,  insomnia,  restless- 
ness, disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal 
disorders  and  symptomatic  reactions  in 
childhood  (e.g.,  enuresis). 
Contraindications:  Hypersensitivity  to 
the  drug;  concurrent  use  with  a MAO  in- 
hibitor or  use  within  two  months  after  the 
MAO  inhibitor  is  discontinued. 
Warnings:  Use  in  convulsive  or  hypoten- 
sive states  should  be  closely  followed  by 
the  physician. 

At  present,  data  are  insufficient  to 
recommend  the  drug  during  pregnancy. 


The  possibility  of  a suicidal  attempt  in  a 
depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranu- 
locytosis, jaundice,  hypotension,  tremor, 
urinary  retention,  thrombocytopenic  pur- 
pura, and  paralytic  ileus.  Periodic  labora- 
tory studies  are  recommended. 

Cardiovascular  complications,  including 
myocardial  infarction  and  arrhythmias, 
have  been  reported  occasionally  with  re- 
lated drugs.  Patients  with  cardiovascular 
disease  should  be  given  Aventyl®  HC1 
(nortriptyline  hydrochloride,  Lilly)  under 
close  observation  and  in  low  dosage.  This 
drug,  like  members  of  its  group,  tends  to 
produce  sinus  tachycardia  and  to  prolong 
the  conduction  time,  as  manifested  by  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholin- 
ergic activity,  Aventyl  HC1  should  be  ad- 
ministered cautiously  in  patients  with 
glaucoma  or  a propensity  for  urinary  re- 
tention. Use  Aventyl  HC1  with  care  in 
conjunction  with  sympathomimetic  or 
anticholinergic  drugs.  Epileptiform  sei- 
zures or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizo- 
phrenic patients  may  result  in  an  exacer- 
bation of  the  psychosis. 

Concomitant  use  of  Aventyl  HC1  and 
ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant) 
has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physi- 
cian should  be  aware  of  possible  added 
adverse  effects. 

Patients  should  be  warned  about  the 
possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle. 
Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  ad- 
verse effects  of  Aventyl  HC1. 

Adverse  Reactions:  The  following  have 
been  observed  or  reported  following  the 
use  of  Aventyl  HC1:  dryness  of  mouth, 
drowsiness,  constipation,  dizziness,  tremu- 
lousness, confusional  state,  ataxia,  disori- 
entation and  hallucinations,  restlessness, 
weakness,  precipitation  of  hypomanic  or 
manic  state,  tachycardia,  blurred  vision, 
epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight 
gain  or  weight  loss,  insomnia,  headache, 
paresthesia,  nausea  and  vomiting,  ady- 
namic ileus,  rash,  itching,  delayed  micturi- 
tion, hunger  sensation,  flushing,  diarrhea, 
nocturia,  inner  nervousness,  anxiety  and 
panic,  ankle  and  orbital  edema,  hypoten- 
sion, hypertension,  impotence,  nightmares, 
palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal 
symptoms,  and  increased  or  decreased 
libido. 

Habituation  or  withdrawal  symptoms 
have  not  been  reported. 

Administration  and  Dosage:  Aventyl 
HC1  is  administered  orally  as  Pulvules® 
or  liquid.  Dosage  should  be  individualized. 


The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  grad- 
ually increasing  doses:  1 Pulvule  (10  mg.) 
twice  the  first  day,  1 Pulvule  three  times 
the  second  day,  and  1 Pulvule  four  times 
daily  thereafter. 

If  neither  beneficial  nor  adverse  effects 
are  seen  after  five  to  seven  days  with  10 
mg.  four  times  a day,  the  patient  can  be 
given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg. 
four  times  daily  thereafter. 

If  minor  side-effects  develop, reduce  the 
dosage.  If  side-effects  of  a more  serious 
nature  or  allergic  manifestations  develop, 
discontinue  the  drug. 

For  mild  symptoms  of  a depressive  na- 
ture, give  10  mg.  three  or  four  times  a 
day ; for  severe  depressions,  100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to 
induce  no  greater  degree  of  clinical  re- 
sponse, but  side-effects  may  increase. 
Usual  Recommended  Dosage 

Adults— 20  to  100  mg.  daily 
Pulvules:  25  mg.— 1 Pulvule  one  to  four 
times  daily 

10  mg.— 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10 
cc.)  one  to  four  times  daily 
Children— 1 to  2 mg.  per  Kg.  or  10  to  75 
mg.  daily 

Pulvules:  25  mg.— Ages  seven  to  twelve, 
1 Pulvule  one  to  three  times 
daily 

10  mg.— Ages  three  to  six,  1 
Pulvule  one  to  three  times 
daily 

Ages  seven  to  twelve,  1 or  2 
Pulvules  one  to  three  times 
daily 

Liquid:  Ages  three  to  six,  1 teaspoon- 
ful (5  cc.)  one  to  three  times 
daily 

Ages  seven  to  twelve,  1 to  2 
teaspoonfuls  (5  to  10  cc.)  one 
to  three  times  daily 

Maintenance  medication  is  necessary 
until  it  is  evident  that  the  depression  cycle 
has  run  its  spontaneous  course.  This  as- 
sumption may  be  based  upon  the  history 
of  previous  depressions,  the  removal  of 
the  precipitating  factors  in  the  environ- 
ment, or  a recognition  that  the  patient  is 
able  to  manage  his  affairs.  It  is  advisable 
to  continue  maintenance  therapy  for  sev- 
eral months  after  improvement. 

How  Supplied:  Liquid  Aventyl®  HC1 
(nortriptyline  hydrochloride,  Lilly),  10 
mg.  (equivalent  to  base)  per  5 cc.,  in  pint 
bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and 
500.  ll012H 

Additional  information  available  to  physi- 
cians upon  request.  »°MM 

Q.  Eli  Lilly  and  Company 

^ Indianapolis,  Indiana  46206 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 

Hsome  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 


Grounds...for  Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension  . (Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 

remember  and  reasonably  priced 

■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  or  dysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  (fim 
Ardsley,  New  York  10502 

Regroton®  Geigy 
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MEDICINE 

Vote  “Yes” 

Physicians  Can  Aid 
Coroner  Removal 

The  proposal  to  eliminate  the  cor- 
oner system  in  the  Commonwealth, 
approved  at  the  Constitutional  Con- 
vention in  a Committee  on  Local 
Government  [package  vote  of  41-2], 
now  stands  before  the  voters  in  the 
April  23  primaries.  A winning  “yes” 
in  favor  of  removal  will  open  the 
door  for  legislators  to  consider  either 
a statewide  medical  examiner  system 
or  an  option  for  counties  to  have  their 
own  medical  examiners. 

The  proposal  is  part  of  a package 
which  is  aimed  at,  in  the  words  of  the 
Committee’s  co-chairman,  “returning 
local  government  to  the  people  and 
stimulating  a new  spirit  of  civic  in- 
terest.” 

The  measure  would  retain  the 
county  “row”  office  structure,  but 
eliminate  surveyors  and  coroners  and 
thereby  open  the  door  for  the  State 
Legislature  to  resolve  the  question  of 
whether  county  coroners  or  a system 
of  medical  examiners  would  be  more 
feasible. 

It  should  be  noted  that  coroners 
will  still  be  in  business  following  Con- 
Con  because  they  are  written  into  the 
language  of  the  various  County  Codes. 
It  is  this  body  of  county  law  which 
gives  the  coroners  their  duties,  and  it 
will  be  these  laws  that  the  Medical 
Society  must  try  to  have  amended  in 
order  to  provide  either  a statewide 
medical  examiner  system  or  medical 
examiners  for  the  larger  counties. 

Realization  of  a medical  examiner 
system  in  the  Commonwealth  will  only 
be  possible  with  the  aggressive  support 
of  every  physician  in  the  State  and 
with  the  support  of  every  voting  mem- 
ber of  his  family  as  well  as  of  the 
friends  he  has  persuaded  to  vote  “yes” 
for  coroner  removal. 

For  information  purposes,  excerpts 
from  the  Pennsylvania  Medical  So- 
ciety testimony  concerning  the  cor- 
oner issue  before  the  Committee  on 
Local  Government  of  the  Constitu- 
tional Convention  are  reprinted  in  the 
adjoining  box. 


TESTIMONY 

Committee  on  Local  Government 
Constitutional  Convention 

by 

Pennsylvania  Medical  Society 

“One  of  the  things  that  Medicine  feels  must  be  done  in  Pennsylvania 
in  order  to  facilitate  justice  in  the  future  is  to  create  a model  state 
medical/ legal  investigating  system  which  we  will  refer  to  as  a Medical 
Examiner  System.  We  strongly  urge  the  Convention  to  eliminate  from 
the  Constitution  the  outmoded  coroner  system,  thereby  paving  the  way 
for  the  Legislature  to  create  a modern  Medical  Examiner  System  which 
we  believe  to  be  far  more  suited  to  today's  legal  needs. 

“The  Pennsylvania  Medical  Society  has  studied  the  coroner  system  and 
the  Medical  Examiner  System,  and  is  convinced  that  the  Medical 
Examiner  System  is  far  superior  and  more  scientifically  sophisticated. 
It  is  this  system  that  we  urge  you  to  take  the  first  step  in  bringing  to 
our  people  in  Pennsylvania.” 

Excerpted  from  the  study  of  the  Temple  Law  Review  which  com- 
pared the  Philadelphia  coroner  with  their  new  Medical  Examiner  System, 
entitled:  “Philosophy  of  the  New  Office:”  “.  . . Where  previously 

the  coroner  sought  to  limit  his  jurisdiction  and  to  hold  postmortem 
examinations  only  in  cases  where  it  was  absolutely  necessary,  the 
examiner  does  not  share  this  attitude.  At  the  same  time,  however,  the 
examiner  has  not  actively  sought  to  extend  his  activities  except  in  certain 
limited  areas.  In  these  areas,  the  sought-after  extentions  pertain  to 
public  health  matters  protecting  the  well-being  of  the  entire  community.” 

Excerpted  from  the  conclusions  of  the  Committee  on  Medico/ Legal 
Problems  of  the  American  Medical  Association:  “.  . . The  defects 

in  the  coroner  system  are  many  and  involve  the  philosophy  and  quality 
of  the  investigations.  Medical  defects  in  the  coroner  system  violate 
cardinal  principles  in  forensic  medicine  and  pathology,  namely,  that  a 
violent  death,  regardless  of  its  category,  may  only  be  revealed  as  such 
after  consideration  of  all  the  circumstances  and  the  most  searching  type 
of  investigation,  including  chemical,  histologic  and  other  laboratory 
examinations.  For  instance,  death  from  poisoning,  criminal  abortion,  or 
traumatic  injury  not  evident  on  external  examination  may  go  unrecognized 
and  be  certified  as  ’death  from  natural  causes.’  On  the  other  hand, 
misinterpretation  of  external  injuries  in  connection  with  misleading  cir- 
cumstances may  result  in  an  erroneous  conclusion  that  the  death  was 
by  violence.” 

“Other  defects  in  the  coroner  system  result  in  inadequate  portmortem 
investigations  and  unwarranted  conclusions  in  cases  of  sudden,  unexpected 
suspicious  and  violent  deaths.  Knowledge  and  medical  understanding 
of  the  circumstances,  as  well  as  discipline  in  pathology  are  required  if  a 
correct  conclusion  is  to  be  reached.  It  is  important  to  suspect  the  possi- 
bility and  recognize  death  by  violence  in  which  the  anatomic  indications 
are  minimal  and  the  traumatic  injury  is  subtly  concealed  and  easily 
overlooked.  Similarly,  it  is  important  not  to  misinterpret  these  processes 
as  ‘traumatic  injury.’  ” 
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capitol  report 


Urban  Areas  Need 
Med/Legal  Institutes 
Says  Pittsburgh  MD 

Dramatic  changes  in  criminal  law  in 
the  United  States  during  the  past  few 

(years  have  significantly  increased  the 
responsibilities  of  the  forensic  pathol- 
ogist, according  to  a Pennsylvania  phy- 
sician-lawyer. 

Cyril  H.  Wecht,  M.D.,  LL.B.,  of 
Pittsburgh,  said  there  is  a need  for  the 
development  of  "broad-based  medical- 
legal  institutes.” 

Dr.  Wecht,  a research  professor  of 
law  and  director  of  the  institute  of 
forensic  sciences  at  Duquesne  Uni- 
versity School  of  Law,  and  chief 
i forensic  pathologist  for  the  Allegheny 
County  coroner’s  office,  said  the  de- 
velopment of  such  institutes  will  make 
it  "possible  for  the  forensic  patholo- 
gist to  have  available  to  him  the  skills 
and  expertise  of  other  scientists,  at- 
! torneys,  and  investigative  personnel, 
whose  combined  efforts  can  be  brought 
into  play  whenever  required  in  order 
to  accumulate,  evaluate,  document, 

| and  interpret  every  possible  bit  of 
physical  evidence  that  may  ultimately 
be  required  in  a given  criminal  case.” 
In  a presentation  during  a general 
! symposium  on  crime,  science  and 
technology  in  New  York,  Dr.  Wecht 
said  “a  new  and  revitalized  effort  and 
emphasis  must  be  placed  on  the  in- 
! vestigation  of  homicides  and  other  sus- 
; picious  deaths  by  forensic  pathologists 
and  allied  scientists  because  of  the 
! greater  need  to  properly  recognize. 

evaluate,  and  interpret  physical  evi- 
! dence.” 

Law  enforcement  officers  will  fre- 
quently be  hampered  in  their  work, 
and  a crime  that  might  otherwise  have 
been  solved  may  remain  unsolved  or 
may  even  go  undetected  without  such 
an  effort,  he  said. 

A strong  case  seemingly  pointing  to 
the  guilt  of  a specific  suspect  in  a homi- 
cide case  or  other  serious  crime,  he 
i added,  may  not  be  sustained  in  the  ab- 
| sence  of  corroborative  physical  evi- 
dence required  to  permit  the  judge  and 
jury  to  affix  such  guilt. 

"It  is  absolutely  necessary  for  every 
large  urban  community,”  he  added, 
“to  develop  a large  medical-legal  in- 
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stitute  with  a forensic  pathologist  as  its 
head,  and  with  a staff  of  trained 
pathologists,  toxicologists,  other  foren- 
sic scientists,  and  technicians  on  a full- 
time or  part-time  basis,  or  in  some 
instances,  as  consultants  on  a fee-for- 
service  basis.” 


Commission  Proposed 
To  Study  Transplant 
Ethics,  Morals 

Publicity  given  human  heart  trans- 
plant operations  has  prompted  a 
Democratic  Senator  to  suggest  the 
creation  of  a commission  on  the  ethical 
and  social  implications  of  health 
science  research  and  development. 

Senator  Walter  F.  Mondale,  of  Min- 
nesota, announced  that  he  will  intro- 
duce legislation  or  a resolution  in  the 
current  session  of  Congress  calling  for 
the  appointment  of  a Presidential  com- 
mission. 

In  a letter  to  a number  of  medical, 
scientific,  religious,  philosophical  and 
social  leaders,  Senator  Mondale  said 
such  a commission  would  explore 
some  of  the  ethical  and  moral  ques- 
tions raised  by  medical  and  scientific 
breakthroughs  such  as  heart  trans- 
plants, artificial  production  of  viruses, 
and  man’s  potential  ability  to  use  bio- 
chemistry to  alter  his  genetic  structure. 

Among  those  to  whom  the  letter  was 
sent  are  the  three  surgeons  who  have 
performed  human  heart  transplants, 
Christiaan  N.  Barnard,  M.D.,  Norman 
E.  Shumway,  M.D.,  and  Adrian  Kan- 
trowitz,  M.D. 

Senator  Mondale  asked  these  phy- 
sicians and  others  to  whom  he  wrote 
for  their  suggestions  concerning  crea- 
tion of  such  a commission  and  recom- 
mendations regarding  particular  areas 
of  inquiry. 

House  Hearings  Held 

FFDC  Act  Amended; 
Hallucinogens  In 

The  House  Interstate  and  Foreign 
Commerce  Committee  opened  hear- 
ings on  H.R.  15355 — the  Dangerous 
Drug  Penalty  Amendments  of  1968. 


Introduced  in  February  by  Com- 
mittee Chairman  Harly  O.  Staggers 
(D-W.Va.),  this  administration  bill 
amends  the  Federal  Food,  Drug,  and 
Cosmetic  Act  by  increasing  the  pen- 
alties for  the  illegal  manufacture  and 
traffic  in  hallucinogenic  drugs  (in- 
cluding LSD),  depressants  and  stimu- 
lants. 

The  bill  makes  it  unlawful  for  any 
person,  with  some  exceptions,  to  pos- 
sess such  a drug  for  sale,  delivery,  or 
other  disposal,  or  to  otherwise  possess 
such  a drug  unless  it  was  obtained 
under  a valid  prescription  from  a phy- 
sician. Exempted  would  be  certain 
persons,  such  as  physicians,  who  are 
authorized  to  manufacture,  compound 
or  process  hallucinogenic,  stimulant 
or  depressant  drugs.  Penalty  for  viola- 
tion of  the  law  would  carry  up  to 
five  years  imprisonment  or  a fine  of 
up  to  $10,000,  or  both. 

For  persons  18  years  or  older  who 
violate  the  provisions  of  this  bill  by 
selling,  delivering  or  otherwise  dis- 
posing of  the  drugs  to  an  individual 
under  21,  the  bill  calls  for  imprison- 
ment for  up  to  ten  years  or  a fine 
of  $15,000,  or  both.  A second  viola- 
tion could  increase  the  fine  to  $20,000 
and  imprisonment  up  to  fifteen  years. 

90th  Congress  Will 
Eye  National  Health 

The  health  problems  of  the  Ameri- 
can public  will  be  spotlighted  during 
the  second  session  of  the  90th  Con- 
gress, but  little  new  health  legislation 
is  expected  to  be  forthcoming. 

Physicians,  hospitals,  and  pharma- 
ceutical manufacturers  will  almost  cer- 
tainly be  the  subjects  of  sporadic 
criticism  until  adjournment. 

A number  of  committee  and  sub- 
committee chairmen,  some  of  whom 
must  stand  for  reelection  next  fall, 
have  scheduled  hearings  on  health 
problems. 

Among  the  key  figures,  and  the  is- 
sues involved,  is: 

Senator  Philip  Hart  (D.,  Mich.), 
chairman  of  the  Senate  Judiciary  anti- 
trust and  monopoly  subcommittee,  who 
favors  legislation  to  prevent  physicians 
from  “making  a profit  on  what  they 
prescribe.” 
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In  treatment  of 
cold  feet 
leg  cramps 
tinnitus 

discomfort  on  standing 


LIPO-NICIN/lOOmg. 

LIP0-NICIN/250mg 

A peripheral  vasodilator/safe  and  potent 


Lipo-NicinR/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid 
Niacinamide  . 
Ascorbic  Acid 
Thiamine  HCI 
(B-1)  . . . 

Riboflavin  (B-2) 
Pyridoxine  HCI 
(B-6)  . . . 


100  mg. 
75  mg. 
150  mg. 

25  mg. 
2 mg. 

10  mg. 


Dose:  1 to  5 tablets  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


Lipo-NicinfS)/250  mg. 

Each  yellow  tablet  contains: 
Nicotinic  Acid  . 250  mg. 
Niacinamide  . . 75  mg. 

Ascorbic  Acid  . 150  mg. 
Thiamine  HCI 
(B-1)  ....  25  mg. 

Riboflavin  (B-2)  . 2 mg. 

Pyridoxine  HCI 
(B-6)  ....  10  mg. 

Dose:  1 to  3 tablets  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


INDICATIONS:  For  use  as  a vasodilator  in  the  symp 
toms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss 
or  tinnitus  when  associated  with  impaired  peripheral 
circulation.  Also  provides  concomitant  administration 
of  the  listed  vitamins. 

The  warm  tingling  flush  which  may  follow  each  dose 
is  one  of  the  therapeutic  effects  that  often  produce 
psychologic  benefits  to  the  patient. 

SIDE  EFFECTS  Flushing  with  heat  and  itching,  in 
some  cases  followed  by  sweating,  nausea  and  abdom- 
inal cramps.  This  reaction  is  usually  transient.  Nausea 
caused  by  high  acidity  can  be  relieved  by  non- 
absorbable antacid. 

(bR^QDTHE  BROWN  PHARMACEUTICAL  CO.  2500  W.  6tti  St..  Los  Angeles.  Calif.  90057 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*”Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  — Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  - Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-K  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  Of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


HICH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  5.0  mg. 

Thyroid  Ext.  (V2  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contain 
Methyl  Testosterone  12.5  mg 

Thyroid  Ext.  (1  gr.)  . 64  mg 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  2.5  mg. 
Thyroid  Ext.  (V4  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg 

Ethinyl  Estradiol  0.02  mg 

Thyroid  Ext.  (1/6  gr.)  10  mg 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE  One 
tablet  1 1 d Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA-INDICATIONS  See 
Android  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands 
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of  hypertension 


LIPIDINE 


PAIUJYLINE 


pakgyline 


MrTHVCLOlHIAZIDli 


PARtiYLINE 


Dl-SIUIMDIM- 


PAlMiYUMi 


hISIRPIDIM- 


MKTHYCLOIHIAZIDr 


DiSIltPSIUM 


IHSYRPIl) 


PAKGYLINE 


PAlUiYLIM* 


msiupm 


OTHIAZIJM 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient' 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVER 


■t 

i 

i 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


Cnee  a day,  every  day 

INDURONYL 


MHYCLOTHIAZIDE  5 mg.with 
DtERPIDINE  0.25  mg.  or  (FORTD  0.5  mg. 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day  mild  to  moderate  to  severe 

EUTRON 

PARGYIINE  HYDROCHLORIDE  25  mg. 

with  MEIHYCLOTHIAZIDE  5 mg.  See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 


ENDURONYL 


METHYCLOTHMZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  druq  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.l.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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PMS  Continuing  Education  Programs 


A Course  in  Emergency 
Department  Techniques 

There  is  an  ever-increasing  utilization  of  the  Emergency 
Department  by  the  public.  With  this  trend  there  is  a 
growing  need  to  be  well-informed  on  recent  advances  in 
this  vital  area  of  practice.  Presentations  are  designed  to 
he  brief  and  practical  with  ample  opportunity  for  informal 
discussion.  The  course  is  open  to  physicians,  nurses  and 
paramedical  personnel.  — AAGP  Credit. 

Scientific  Program 

• Resuscitative  Management  of  Life  Threatening 
Emergencies  (National  Standards) 


9th  Annual  Maternal  and  Child 
Health  Institute 

The  Institute  will  present  current  practices  in  maternal 
and  child  care.  It  is  of  interest  to  general  practitioners, 
obstetricians,  pediatricians,  nurses  and  professional  per- 
sonnel relating  to  the  care  of  children.  American  Academy 
of  General  Practice  credit  for  6 hours  is  pending. 

Scientific  Program 

• Induction  of  Labor 


• Practical  Genetic  Counselling 

• Drug  Teratogenesis  in  the  Fetus 


• General  Surgeon's  Role  in  the  Emergency  Room 

• A Hospital  Administrator’s  Point  of  View 

• The  Responsibility  of  the  R.N.  in  the  Emergency 
Department 

• Neurosurgical  Emergencies 

• Psychiatric  Emergency  Room  Problems 


This  course  will  be 
Place 

Williamsport  Hospital 
Williamsport,  Pa. 

Altoona  Hospital 
Altoona,  Pa. 


given  in  the  following  locations: 
Date  Time 

Wednesday 

April  24,  1968  1 : 30-5: 30  p.m. 

Thursday 

April  25,  1968  1 : 30-5: 30  p.m. 


Harrisburg  Hospital  Thursday 

Harrisburg,  Pa.  May  9,  1968  1 :30-5:30  p.m. 


Registration  Fee — $5.00  per  person,  made  payable 
to  Pennsylvania  Medical  Society  and  mailed  to: 

Richard  B.  Magee,  M.D. 

Course  Coordinator 
Pennsylvania  Medical  Society 
Taylor  Bypass  and  Erford  Road 
Lemoyne,  Pennsylvania  17043 

The  Course  is  sponsored  by: 

Pennsylvania  Medical  Society 
Hospital  Association  of  Pennsylvania 
Pennsylvania  Department  of  Health 
Pennsylvania  Department  of  Public  Welfare 
Wyeth  Laboratories 


• Endocrine  Disorders  in  the  Neonatal  Period 

• School  & Sport  Physical  Examinations 


Ample  time  will  be  provided  for  an  open  forum  in  which 
registrants  will  have  an  opportunity  to  discuss  problem 
cases  in  their  own  practices. 

Date: 

Thursday,  April  11,  1968 

Time: 

8:30  a.m.  to  5:00  p.m. 

Place: 

Holiday  Motor  Hotel,  West,  Intersection  of 
U.S.  Rt.  15  and  Gettysburg  Interchange,  Penn- 
sylvania Turnpike,  West  of  Harrisburg. 

Registration  Fee:  $10.00  (includes  lunch)  made  pay- 
able to  Pennsylvania  Medical  Society  and  mailed  to: 

Thomas  F.  Fletcher,  M.D. 

Program  Coordinator 
Pennsylvania  Medical  Society 
Taylor  Bypass  and  Erford  Road 
Lemoyne,  Pennsylvania  17043 

No  fee  for  Residents,  Interns  or  Medical  Students. 

The  Program  is  sponsored  by: 

Pennsylvania  Medical  Society 
Pennsylvania  Department  of  Health 
Pennsylvania  Academy  of  General  Practice 

Supported  by: 

Smith  Kline  & French  Laboratories 
Ross  Laboratories 

Wyeth  Fund  for  Postgraduate  Medical  Education 
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Extended 


Care  Clarified 


Living  on  twenty-four  hours  a day  grows  hard- 
er and  harder  and  budgeting  our  time  more  de- 
manding. To  keep  up  with  the  altered  conditions 
of  medical  practice  and  with  socio-economic 
changes,  for  example,  we  must  devote  more  and 
more  time  to  the  dullest  of  reading  just  to  get 
the  minimum  of  information  needed  to  function 
in  a world  of  plans  and  programs  and  partner- 
ships. 

It  is  heartening  to  note  how  well  the  American 
Medical  Association  has  been  serving  us  in  mak- 
ing it  easier  to  get  and  to  assimilate  the  many 
kinds  of  information  we  need.  A look  at  the 
list  of  its  recent  publications  will  substantiate 
my  claim.  A perusal  of  a few  of  the  books  and 
pamphlets  in  the  fields  where  your  needs  lie  will 
indicate  that  the  job  of  making  your  job  easier 
is  being  done  very  well.  The  subjects  do  not 
often  lend  themselves  readily  to  a lively  or  popu- 
lar presentation  but  they  are  presented  with  clarity 
and  economy,  as  a rule. 

A particularly  timely  and  excellent  presentation 
is  The  Extended  Care  Facility — A Handbook  for 
the  Medical  Society.  Millions  of  patients  are  now 
eligible  for  post-hospital  inpatient  care  under  medi- 
care. The  rules  which  govern  this  medical  service 


are  not  simple,  lucid  or  even  stable.  We  can  stand 
all  the  help  we  can  get  in  order  to  know  what  is 
going  on  in  this  field. 

Even  if  we  limit  our  consideration  to  a portion 
of  the  subject  such  as  Utilization  Review  in  ex- 
tended care,  we  can  rapidly  find  ourselves  so  busy 
seeking  and  studying  the  available  data  that  we 
have  no  time  to  give  any  care  to  be  reviewed. 
It  is  a new  world  of  medical  care.  As  the  Hand- 
book says:  “ . . . the  category  of  care  being 

measured  was  itself  but  newly  conceived  and  there- 
fore vaguely  defined.” 

This  book  brings  to  you  the  thoughts,  researches 
and  deliberations  of  individuals,  committees  and 
medical  societies.  These  come  from  such  a variety 
of  sources  as  the  AMA,  a councilor  district  in 
New  York  State,  a county  society  in  Maryland, 
the  California  Medical  Association,  the  American 
Nursing  Home  Association  and  similar  sources. 
There  is  a corresponding  breadth  and  value  of 
information. 

The  need  to  know  is  great  and  the  time  is  short. 
It  is  a source  of  satisfaction  to  point  out  this 
means  of  fulfilling  a need,  while  leaving  time  to 
be  productive  and  perhaps  a little  time  to  live 
a little.  CBL 


Human  Medical  Experimentation: 

A Forbidden  Fruit 

tory  animal  was  never  and  could  never  be  an  ade- 
quate substitute  for  the  testing  and  evaluation  of 
responses  in  diseases  of  humans. 

The  Food  and  Drug  Administration  is  running 
scared.  It  is  running  backward  and  dragging  with 
it  any  major  hope  for  sensible  and  vitally  necessary 
human  medical  experimentation. 

The  fruits  of  many  labors  of  the  past  are  now 
forbidden. 

Gordon  C.  Sauer,  Editor 
Greater  Kansas  City  Medical  Bulletin 


Human  medical  experimentation,  which  was  re- 
sponsible for  the  great  medical  advances  of  the 
past  few  decades,  is  now  essentially  a thing  of  the 
past.  The  Food  and  Drug  Administration  has  de- 
manded compliance  with  excessive  restrictions  for 
new  drug  applications. 

In  the  enlightened  years  of  the  immediate  past, 
an  intelligent  and  imaginative  scientist  could  take 
a new  drug  and,  with  the  necessary  and  calculated 
safeguards,  administer  it  to  humans  to  test  its 
effectiveness  against  man's  diseases.  The  labora- 
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Human  Courtesy  In  The  Care 
Of  The  Patient 


Modern  practice  usually  brings  the  lonely  and 
often  frightened  patient  out  of  the  familiar  pro- 
tections of  home  into  the  efficient  and  rather  cold 
technical  surroundings  of  a medical  office  or  hos- 
pital. The  role  of  host  falls  on  the  physician  and 
his  nurse  or  aide.  Care  of  the  disease  has  often 
displaced  the  care  of  the  patient  under  these  new 
circumstances.  The  patient  has  even  more  emo- 
tional need  for  hospitality  and  human  considera- 
tion than  did  his  parent  or  grandparent.  Unfor- 
tunately, such  needs  are  rarely  met  in  an  under- 
staffed hospital,  or,  sometimes,  in  the  oversched- 
uled physician’s  office.  Yet,  those  components  of 
the  patient’s  disease  that  are  emotional,  based  on 
fear,  anxiety,  loneliness  or  depression  must  not 
be  ignored. 

The  physician  may  follow  principles  of  ethics  to 
the  letter,  but  fail  to  provide  in  the  common  cour- 
tesy of  his  behavior  the  etiquette  on  which  pa- 
tients depend  for  warm  reassurance  and  confi- 
dence. He  should  make  a special  effort  to  supple- 
ment the  cool  efficiency  of  his  workshops  with 
demonstrations  of  human  understanding,  a real 
interest  in  the  patient  as  a person,  and  the  pro- 


vision of  a hospitable  and  friendly  environment 
in  his  own  conduct  and  that  of  his  health  team. 
The  art  of  medicine  as  evidenced  by  care  of  the 
whole  patient  must  never  be  subordinated  to  the 
exploding  advances  in  medical  science.  This  in- 
volves scrupulous  care  in  the  amenities  of  referral 
and  consultation  procedures,  ft  includes  the  sort 
of  follow-up  that  secures  full  rehabilitation  dur- 
ing convalescence,  or  after  discharge  home  from 
the  hospital.  It  means  contacting  the  referring 
family  physician  to  fill  him  in  on  events,  and 
to  hear  his  report  of  progress.  It  certainly  should 
include  courteous  information  to  the  responsible 
next-of-kin.  The  patient  deserves  warm  consider-  ' 
ation,  specific  explanations  about  the  rationale 
of  treatment,  and  adequate  information  about  his 
diagnosis  and  expected  course.  The  excellent  phy- 
sician, no  matter  what  his  scientific  skills,  the 
efficiency  of  his  staff  and  equipment,  or  the  weight 
of  his  schedule,  must  still  take  time  to  be  a hu- 
manitarian. 

Luscian  W.  DiLeo,  M.D.,  Editor 

Lehigh  County  Medical  Society  Bulletin 


Sneezin'  Season 
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Though  many  of  us  are  still  recuperating  from 
late  winter  colds,  viruses  and  influenza,  this  is  the 
time  for  all  Commonwealth  communities  to  come 
to  the  aid  of  this  summer’s  hay  fever  sufferers — 
of  which  there  are  about  500.000  in  the  State. 

The  Department  of  Health’s  Division  of  Air 
Pollution  Control  urges  that  all  communities, 
especially  those  whose  economies  are  tied  to  the 
tourist  industry,  start  planning  now  for  effective 
ragweed  control  programs. 

Only  five  communities  out  of  thirty-five  sur- 
veyed in  1967  in  the  State  have  a ragweed  pollen 
count  tolerable  to  hay  fever  sufferers,  according 
to  the  seventh  annual  ragweed  pollen  survey  re- 
cently completed  by  the  DAPC. 

The  ragweed  pollen  count  at  each  sampling  sta- 
tion is  converted  to  an  index  on  which  any  value 
over  ten  shows  a need  for  a ragweed  control 
program. 

The  McKean  County  community  of  Kane  is 
the  most  ragweed-conscious  place  in  the  State 
and  has  waged  an  all-out  battle  against  ragweed  for 
a number  of  years. 


The  battle  has  paid  off. 

Kane  has  had  the  lowest  ragweed  pollen  index 
in  the  State  for  the  past  six  years.  Kane  was  tied 
with  Venango  County’s  Franklin  in  1967  in  hav- 
ing an  index  of  two. 

Lewistown,  which  had  a control  program  for 
the  first  time  last  year,  was  almost  as  good  with 
an  index  of  three.  Warren  had  an  index  of  six, 
and  Honesdale  got  under  the  wire  with  an  index 
of  nine. 

At  the  other  end  of  the  scale  was  Sharon,  with 
an  index  of  80.  Easton  had  an  index  of  72, 
while  Washington  had  a score  of  71.  New  Castle 
had  an  index  of  66,  Waynesboro  of  65  and  Ches- 
ter of  62. 

Far-sighted  communities  in  the  Commonwealth, 
well  known  as  the  allergy  belt  of  the  nation, 
wishing  to  make  their  early  Fall  months  as  free 
from  hay  fever  as  possible  will  be  assisted  in 
establishing  a ragweed  control  program  by  the 
Division  of  Air  Pollution  Control.  Interested 
community  leaders  are  encouraged  to  write  the 
Division  at  P.O.  Box  90,  Harrisburg,  Pa.  17120. 
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Togetherness.... 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
&Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


USE  ‘POLYSPORINL, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


‘POLYSPORIE 

POLYMYXIN  B-BACITRACI 

j OINTMENT 

Mp  prevent  infection h** 
^ums,and  abrasion^ 
aid  in  healing. 
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for  your  specialized  clinical  needs 


A 


She  can  expect  to 
continue  Oracon  for  years 


16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 


Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception -control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  Oracon 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 


observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  change  in  menstrual  (low,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin,  Factors  VII,  VIII,  IX,  and  X); 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  Ta  values): 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 


to  guide  her  in 
understanding  and  using 
conception  control 


A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 
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Avedon  Miss  Sophia  Loren 


Learn  the  seven 
warning 
signals  of 
cancer. 

You’ll  be  in 
good  company. 

1.  Unusual  bleeding  or 
discharge. 

2.  A lump  or  thickening  in  the 
breast  or  elsewhere. 

3.  A sore  that  does  not  heal. 

4.  Change  in  bowel  or  bladder 
habits. 

5.  Hoarseness  or  cough. 

6.  Indigestion  or  difficulty  in 
swallowing. 

7.  Change  in  a wart  or  mole. 

If  a signal  lasts  longer  than 
two  weeks,  see  your  doctor 
without  delay. 

It  makes  sense  to  know  the 
seven  warning  signals  of 
cancer. 

It  makes  sense  to  give  to  the 
American  Cancer  Society.  V 


ONE  PICTURE  IS  WORTH  A THOUSAND 
REACTIONS. 

Maybe!  At  least,  we  hope  so. 


THEN  THE  NEXT  NATURAL  STEP  IS  TO 
FIND  A PICTURE  . . . 

that  will  make  people  stop,  look  and  learn.  This  picture,  one  of  a series 
appearing  in  the  American  Cancer  Society’s  1968  Crusade  clipsheet,  will 
be  used  in  newspapers  and  magazines  throughout  America  in  the  next  few 
weeks. 


THIS  PROVOCATIVE  AD, 

created  for  the  Society  as  a public  service  and  published  by  the  media  at 
no  cost,  helps  spread  information  about  cancer  to  people  who  are  not 
eager  to  learn,  but  learn  in  spite  of  themselves. 


WE  KNOW  THESE  PICTURES  WILL  SHOCK 
SOME  . . . AND  INTRIGUE  OTHERS. 

But  that’s  not  really  important. 


WHAT  IS  IMPORTANT  . . . 

is  that  people,  seeing  this  ad,  and  reading  the  warning  signals,  might  be 
convinced  to  act  in  their  own  interest  and  report  a suspicious  signal  to 
you,  doctor.  This  is  an  important  part  of  the  annual  American  Cancer 
Society  Crusade,  and  this  ad  is  only  a small  part  of  that  total  educational 
effort. 


PERSUADING  PEOPLE  TO  ACT  AGAINST 
CANCER  CAN  BE  VERY  FRUSTRATING. 

But  working  together,  doctors,  using  imaginative  and  creative  ideas,  the 
day  when  cancer  is  controlled  may  be  well  within  our  lifetime. 


Philadelphia  Division  Pennsylvania  Division 

AMERICAN  CANCER  SOCIETY 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council 
on  Scientific  Advancement  of  the  Pennsylvania  Medical  Society,  the  Pennsylvania 
and  Philadelphia  Division  of  the  American  Cancer  Society,  and  the  Cancer  Control 
Section,  Pennsylvania  Department  of  Health. 
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for  contraindications,  precautions 
and  side  effects. 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion—or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 

Penetrates 
the  hairy  sites. 

In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially  ( 
useful  where  sweat  retention  is  , 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylen* 
glycol  has  inherent  anti- 
microbial activity. 


Cosmetically 

acceptable 

for  exposed  areas. 

The  propylene  glycol  vehicle 
if  Synalar  Solution  possesses 
many  useful  cosmetic  properties. 
Clear  and  greaseless,  it  is 
lot  sticky  or  messy,  will  not 
>tain  clothing  or  skin, 
in  exposed  areas  of  the  body 
where  cosmetic  appeal  is 
mportant,  Synalar  Solution 
shows  nothing  but  results. 

Economical -a  little 
?oes  a long  way. 

Because  of  the  properties 
>f  propylene  glycol  and  the 
milligram  potency  of 
luocinolone  acetonide,  a small 
[uantity  of  Synalar  Solution 
;oes  a long  way.  Also,  the 
description  price  of  a 20  cc. 
)lastic  squeeze  bottle  of 
Synalar  Solution  is  surprisingly 
ow.  Thus,  your  patients  obtain 
conomy  with  the  proved 
fficacy  of  a potent,  truly 
idvanced  topical  corticosteroid. 


Contraindications : Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  Suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported'to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base],  fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXEE1 

LABORATORIES  INC  . PALO  ALTO.  CALIF. 


Synalar 

(fluocinolone  acetonide) 

Solution 

0.01* 


Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K®,  Pediatric,  250  mg 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206, 


800192 


- 
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Psychedelic  Drugs 


users.  Psychedelic  means  “mind-mani- 
festing,” implying  that  these  drugs 
bring  to  the  fore  aspects  of  the  user’s 
mind  which  were  previously  hidden. 
Advocates  of  their  use  speak  of  their 
consciousness-expanding  properties. 

Previously,  this  group  of  drugs  was 
referred  to  by  a variety  of  names, 
each  emphasizing  a salient  effect.  In 
legal  and  other  official  uses,  they  are 
usually  referred  to  as  hallucinogens. 
Other  names  have  included  psychoto- 
gens,  psychotomimetics,  psycholytics, 
schizophrenogenics,  catalepto genics, 
fantastics,  mysticomimetics,  and  psy- 
chodysleptics. 

There  are  more  than  a score  of 
known  hallucinogens.  Some  are  de- 
rived from  naturally  occurring  sub- 
stances and  others  are  synthetic  in 
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SHERMAN  N.  KIEFFER,  M.D. 


Until  recently  the  meaning  of  the 
word  “psychedelic”  was  un- 
familiar even  to  many  experi- 
enced psychiatrists.  Today,  “psyche- 
delic” almost  has  become  a house- 
hold word.  The  popular  press  is 
flooded  with  articles  about  psyche- 
delic drugs  and  their  users.  Movies 
and  television  glamorize  and  drama- 
tize their  effects.  Shops  offering  psy- 
chedelic wares  have  come  into  being 
and  have  flourished  on  their  popular 
appeal. 

For  many  years  these  drugs  have 
been  of  special  scientific  interest.  The 
literature  on  LSD  alone  includes  over 
2,000  articles.  The  term  “psychedelic” 
has  been  popularly  accepted  for  this 
group  of  drugs  and  for  the  sociocul- 
tural movement  spearheaded  by  their 
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origin.  No  attempt  will  he  made  to 
list  all  of  the  known  substances  with 
hallucinogenic  properties,  nor  will  their 
chemical  structure  or  detailed  phar- 
macology be  discussed.  Instead,  this 
discussion  will  focus  on  the  most 
widely  used  psychedelic  drugs,  em- 
phasizing their  psychological  effects, 
their  dangers,  their  potential  as  thera- 
peutic agents,  and  some  general  psy- 
chological and  sociological  considera- 
tions. 

Some  of  the  most  important  areas 
in  which  more  information  is  needed 
for  an  adequate  understanding  of  the 
phenomenon  of  psychedelic  drug  use 
will  be  pointed  out.  Such  understand- 
ing is  not  only  vital  for  the  establish- 
ment of  reasonable  public  policies  de- 
signed to  prevent  and  reduce  the  abuse 
of  these  drugs  but  is  also  indispensable 
in  formulating  effective  treatment  pro- 
grams for  drug  abusers. 

The  most  important  hallucinogens 
in  current  use  are  peyote,  mescaline, 
psilocybin,  DMT  (dimethyltrypta- 
mine),  the  derivatives  of  the  Indian 
hemp  plant — Cannabis  sativa,  LSD 
(lysergic  acid  diethylamide),  and  STP, 
which  has  recently  been  identified  as 
methyl  - dimethoxy-  methylphenethyla  - 
mine.  All  of  these  occur  naturally 
except  LSD  and  STP. 

By  far  the  most  widely  used  psy- 
chedelic drugs  are  the  cannabis  prep- 
arations. In  the  United  States,  can- 
nabis usually  is  used  in  the  form  of 
marijuana.  The  use  of  cannabis 
as  an  intoxicant  was  well  known 
in  India  by  the  ninth  century.  It 
spread  to  Europe  around  1800  and 
has  a long  history  of  use  in  Latin 
America.  It  was  not  introduced  into 
the  United  States  to  any  appreciable 
extent  until  about  1920. 

It  is  widely  used  throughout  the 
world,  especially  in  Asia  and  Africa. 
Estimates  of  its  use  vary  from  200 
million  to  400  million  users  in  the 
world.  Names  used  for  various  can- 
nabis preparations  include  hashish, 
bhang,  ganja,  chara,  kif,  and  dagga. 
The  principal  active  ingredients  of 
cannabis  are  the  tetrahydrocanna- 
binols,  which  can  now  be  synthe- 
sized.1' 2 

Marijuana  consists  of  the  dried 
flowering  tops  of  the  female  Indian 
hemp  plant.  It  is  smoked  in  pipes  or 
cigarettes.  It  is  commonly  referred 
to  as  pot,  grass,  or  tea.  It  is  one  of 
the  least  potent  psychedelic  drugs. 

Next  to  marijuana,  the  most  widely 
used  psychedelic  drug  in  the  United 
States  is  LSD — lysergic  acid  diethyla- 
mide. Until  the  recent  appearance  of 


STP,  LSD  was  regarded  as  the  most 
potent  hallucinogen  known  to  man. 
It  has  also  been  the  most  extensively 
studied  psychedelic  drug  and  is  con- 
sidered to  be  the  prototypic  drug  of 
this  group. 

LSD  is  a semisynthetic  drug  de- 
rived from  the  ergot  fungus  of  rye. 
It  was  first  synthesized  in  1938  by 
Albert  Hofmann,  a chemist  for  Sandoz 
Laboratories.3  In  1943  he  discovered 
LSD’s  mental  effects  when  he  acci- 
dentally ingested  some  of  the  material 
which  he  was  studying.4-  5 In  1953 
Sandoz  made  it  available  for  research 
use  as  an  investigational  new  drug 
under  Food  and  Drug  Administration 
controls. 

The  dubious  credit  for  bringing 
LSD  into  public  use  is  given  to  Dr. 
Timothy  Leary  and  Dr.  Richard 
Alpert.  These  Harvard  psychologists 
became  enthusiastic  about  their  own 
and  others’  use  of  psychedelic  drugs 
while  involved  in  research  with  it. 
Their  enthusiasm  spread  to  a group 
of  students  and  was  then  widely  pub- 
licized in  the  lay  press.  Since  being 
dismissed  from  Harvard  in  1963,  they 
have  continued  to  be  leading  advo- 
cates of  the  use  of  psychedelic  drugs. 

LSD  use  seemed  to  spread  from 
groups  of  intellectuals  on  large  East 
and  West  Coast  campuses  to  under- 
graduates, to  other  campuses,  and 
then  to  other  population  groups.  It 
has  been  used  mainly  by  young, 
white,  educated,  upper-  and  middle- 
class  people.  The  use  of  LSD  by 
individuals  in  low  income,  unedu- 
cated, minority,  or  older  age  groups 
has  been  minimal  up  until  now.  There 
are  reports,  however,  which  suggest 
increasing  diffusion  of  LSD  use  to 
these  groups  and  to  high  school  stu- 
dents. 

There  are  no  reliable  data  on  the 
prevalence  of  LSD  use.  Estimates 
vary  widely.  Studies  suggest  that  an 
average  of  about  one  percent  of  col- 
lege students  are  now  experimenting 
with  it.  On  some  campuses  the  num- 
ber may  be  much  higher.  Recent 
reports  suggest  that  its  use  is  still  in- 
creasing on  the  West  Coast  but  may 
be  beginning  to  decrease  in  New  York 
and  Chicago. 

The  legal  source  of  LSD  remained 
restricted  to  approved  investigational 
use,  but  the  drug  became  readily  avail- 
able in  the  black  market  through  il- 
legal sources.  It  is  a colorless,  odor- 
less, water-soluble  substance  which  is 
relatively  easy  to  manufacture.  In 
liquid  form  it  comes  in  ampules  or 
is  deposited  on  sugar  cubes  or  any 


absorbent  material,  including  paper. 
In  crystalline  form  it  has  been  avail- 
able as  capsules,  tablets,  or  a white 
powder.  On  the  black  market  the 
price  ranges  from  $1  to  $10  per  dose. 

The  usual  dosage  for  man  is  250 
micrograms,  but  as  little  as  25  micro- 
grams may  produce  effects.  There 
have  been  no  human  deaths  reported 
as  a direct  toxic  effect  from  an  over- 
dose of  LSD.  The  accidental  inges- 
tion of  as  much  as  5,000  micrograms 
without  death  has  been  reported.6  The 
most  popular  route  of  administration 
is  oral,  but  it  is  also  taken  subcuta- 
neously and  intravenously. 

LSD  and  the  other  hallucinogens 
are  not  addictive  drugs,  in  the  sense 
that  they  do  not  lead  to  physiologic 
dependence.  There  is  no  abstinence 
syndrome  on  termination  of  its  use; 
that  is,  there  are  no  physiological 
withdrawal  symptoms  when  hallucino- 
genic drugs  are  denied  to  chronic  drug 
users. 

Although  the  psychedelic  drugs  are 
not  addictive,  users  do  develop  toler- 
ance, the  need  for  increased  dosage 
to  obtain  the  same  pharmacologic 
effect.7  If  clinically  effective  doses  are 
taken  regularly  at  least  once  a day, 
rapid  tolerance  to  both  physical  and 
psychological  effects  develops.  By  the 
end  of  three  days,  repeated  adminis- 
tration of  the  drug  produces  virtually 
no  reaction  unless  the  dosage  is  sub- 
stantially increased.  Therefore,  users 
rarely  take  LSD  more  than  twice 
weekly,8  although  there  are  reports  of 
its  having  been  taken  several  times  a 
day  for  months. 

Cross-tolerance  studies  have  estab- 
lished that,  once  a subject  becomes 
tolerant  to  one  psychedelic  drug,  the 
substitution  of  another  will  not  pro- 
duce a reaction.9- 10  Although  the 
clinical  features  of  these  drugs  are 
similar,  their  potency  and  time  course 
of  action  differ  considerably.  For 
LSD,  the  onset  of  psychological  ef- 
fects is  thirty  to  forty-five  minutes 
after  oral  ingestion.  The  length  of 
reaction  is  eight  to  twelve  hours.  The 
peak  action  for  most  effects  is  between 
two  and  three  hours.11 

The  drug  experience  is  called  a 
“trip”  by  the  hippies.  DMT  produces 
only  a forty-five-minute  “trip;”  psilo- 
cybin, two  to  four  hours;  mescaline, 
ten  to  twelve  hours;  and  STP,  up  to 
seventy-two  hours.  STP  appears  to  be 
considerably  more  potent  and  more 
dangerous  than  LSD.  The  hippies 
named  it  STP  after  the  gasoline  addi- 
tive, allegedly  because  “it  makes  your 
motor  run  better.”  STP  has  been 
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regarded  as  especially  dangerous  be- 
cause, unlike  LSD,  the  adverse  ef- 
fects of  STP  appear  to  be  aggravated 
rather  than  alleviated  by  the  use  of 
chlorprontazine. 

Peyote  is  obtained  front  button- 
shaped growths  on  the  Mexican 
cactus,  Peyotyl.  It  has  long  been  used 
by  American  Indians  in  certain  reli- 
gious ceremonies.  Peyote  buttons  may 
be  chopped  up,  chewed,  put  in  a 
blender,  or  brewed  as  a tea.  Mes- 
caline is  an  alkaloid  which  was  first 
extracted  from  peyote  and  isolated  by 
Heffter  in  1898.  It  can  be  obtained 
in  the  black  market  as  a crystalline 
powder,  in  capsules,  or  as  a liquid. 
It  is  usually  taken  orally,  but  has  been 
sniffed  and  injected.  Psilocybin  is  one 
of  two  active  substances  isolated  in 
1958  by  Hofmann  from  the  mush- 
room, Psilocybe  Mexicana.  It  comes 
in  crystalline  and  liquid  forms. 

Neither  the  mode  nor  site  of  action 
of  LSD  is  known,  but  it  has  central, 
peripheral,  and  neurohuntoral  effects. 
At  one  time  it  was  postulated  that 
the  mechanism  of  action  for  psycho- 
logical and  behavioral  changes  was 
antagonism  of  serotonin,  but  this 
property  of  LSD  has  been  shown  not 
to  be  a direct  cause  of  behavioral 
phenomena,  since  LSD  derivatives, 
which  are  even  more  powerful  sero- 
tonin antagonists,  do  not  have  the 
potent  psychological  effects  of  LSD. 

Physiologically,  the  effects  of  psy- 
chedelic drugs  resemble  those  pro- 
duced by  sympathomimetic  drugs:  in- 
creased pulse  rate  and  blood  pressure, 
dilated  pupils,  tremors,  and  cold 
sweaty  palms.  Flushing,  shivering, 
chills,  pallor,  salivation,  dysrhythmic 
breathing,  nausea,  anorexia,  and  ur- 
gency are  also  common. 

The  subjective  experiences  pro- 
duced by  psychedelic  drugs  vary  con- 
siderably from  person  to  person  and 
within  the  same  person  on  different 
occasions.  These  experiences  are 
markedly  influenced  by  the  expecta- 
tions of  the  user  and  the  setting  in 
which  the  drugs  are  taken,  as  well  as 
by  the  personality  structure  and  men- 
tal status  of  the  user.  It  is  also  in- 
fluenced by  the  presence  of  other  per- 
sons and  by  their  behavior,  expecta- 
tions of  and  relationships  with  the 
user. 

Nevertheless,  there  are  a number  of 
general  features  which  are  character- 
istic of  the  psychedelic  reaction.11 
Several  or  all  of  these  features  may 
be  noted  after  drug  ingestion. 

Perceptual  changes  include  illu- 
sions, pseudo-hallucinations,  and  hal- 


lucinations. Vision  seems  most  af- 
fected. Most  common  are  illusions. 
Objects,  pictures,  or  patterns  seem 
to  come  alive,  shift,  ripple,  or  become 
wavy.  Depth  relationships  are  altered 
so  that  two-dimensional  objects  ap- 
pear three-dimensional. 

More  common  than  true  hallucina- 
tions, are  pseudo-hallucinations  in 
which  the  user  has  a visual  experi- 
ence without  any  appropriate  sensory 
cue,  but  he  knows  that  his  visions 
are  subjective,  a result  of  the  in- 
fluence of  the  drug.  He  may  see 
geometric  figures,  kaleidoscopic 
shapes,  or  flashes  of  light.  He  may  see 
dream-like  sequences  of  panoramic 
visions  related  to  previous  life  experi- 
ences, tranquil  scenes,  or  imagined 
horrors.  True  hallucinations  are  rare 
but  may  assume  almost  any  form. 

Colors  appear  more  brilliant  and 
intense.  Nuances  of  colors  are  often 
experienced  as  emotionally  meaning- 
ful and  exceptionally  beautiful. 
Changed  perception  in  the  other  senses 
is  not  as  dramatic,  but  taste,  touch, 
smell,  and  hearing  all  seem  to  become 
more  acute. 

One  of  the  remarkable  features  of 
the  psychedelic  drug  reaction  con- 
cerns the  translation  of  one  type  of 
sensory  experience  into  another,  or 
synesthesia.  Sounds  or  music  may  be 
experienced  visually  or  as  bodily  vi- 
brations. The  user  may  think  he  can 
feel  or  taste  colors  and  images.  Per- 
ception and  mood  become  interwoven. 
Color  may  come  to  represent  a par- 
ticular emotion  and  induce  it. 

Emotional  lability,  extreme  mood 
swings,  and  spontaneous  emotional 
discharges  are  common.  The  user 
may  become  profoundly  depressed, 
anxious,  fearful,  giggly,  euphoric, 
serene,  or  ecstatic  during  a single  drug 
experience.  Occasionally,  blunting  of 
affect,  suspiciousness,  hostility,  or  sui- 
cidal urges  may  be  felt. 

The  user  can  usually  converse  ra- 
tionally when  pressed  to  do  so  and 
can  subsequently  recall  much  of  his 
drug  experience.  He  finds  it  difficult 
to  concentrate  on  reality-oriented 
tasks.  He  experiences  a rapid  flow  of 
ideas,  is  intensely  preoccupied  with 
his  subjective  experience,  is  distracted 
easily  by  inner  and  external  stimuli, 
and  shows  impairment  in  abstract 
thinking  and  power  of  expression. 

Ambivalence  may  be  pronounced 
with  opposites  coexisting  or  con- 
sidered equivalent.  The  distinction  be- 
tween cause  and  effect  becomes  greatly 
altered.  Time  may  seem  slowed  down, 
stopped,  or  accelerated.  The  future 


may  seem  to  be  the  present,  or  the 
past  to  be  the  future. 

Strange  bodily  sensations  are  ex- 
perienced. Extremities  and  other  body 
parts  appear  or  feel  shrunken,  en- 
larged, distorted,  weightless,  melting, 
or  disconnected  and  floating  away. 
Feelings  of  depersonalization,  dissoci- 
ation. and  loss  of  personal  identity 
are  common. 

There  are  frequently  subjective 
somatic  complaints  such  as  co- 
ordination, weakness,  coldness, 
warmth,  fullness,  nausea,  numbness, 
dryness,  headaches,  precordial  discom- 
fort, and  feelings  of  being  crushed, 
hit,  or  squeezed. 

Throughout  the  psychedelic  experi- 
ence the  user  feels  an  exaggerated 
significance  in  all  of  his  ideas,  per- 
ceptions, and  behavior.  He  may  be- 
come fascinated  with  all  the  ramifica- 
tions of  common  objects.  He  may 
use  neologisms  and  clang  associations. 
Feelings  of  great  insight,  revelation, 
and  expanded  consciousness  occur. 

Experiences  are  often  interpreted  as 
mystical  or  transcendental.  The  user 
may  feel  in  union  with  God  or  the 
infinite.  The  boundaries  of  self  and 
the  finite  world  seem  to  dissolve  so 
that  he  feels  as  one  with  other  people, 
the  surroundings,  or  the  universe.  It 
is  these  feelings  which  are  most  sought 
after  by  those  who  allege  they  need 
psychedelic  drugs  to  achieve  a true 
religious  experience. 

Although  a few  users  claim  that 
LSD  is  an  aphrodisiac,  it  is  generally 
agreed  that  it  dulls  sexual  capacities 
and  drive,  even  though,  like  alcohol, 
it  may  lead  to  increased  sexual  activity 
indirectly  by  reducing  inhibitions. 

For  several  days  after  taking  the 
drug,  it  is  common  to  transiently  re- 
experience some  of  its  effects.  The 
user  often  feels  the  drug  experience 
has  given  him  new  insights  and  new 
hopes,  a sense  of  rebirth  and  rejuvena- 
tion. Users  often  claim  an  inability 
to  communicate  the  nature  of  the 
unique  experiences  they  have  had. 
Commonly,  there  is  a tendency  to 
ruminate  obsessively  on  the  experi- 
ence for  some  time  thereafter.  The 
user  often  develops  an  almost  evan- 
gelistic desire  to  get  others  to  try 
psychedelics  to  share  this  “wonderful” 
experience  with  him. 

For  many  years  there  was  intense 
scientific  interest  in  the  use  of  these 
drugs  to  produce  so-called  “model 
psychoses,”  identical  to  schizophrenia. 
It  was  hoped  that  study  of  them  could 
lead  to  the  discovery  of  the  etiology 
of  schizophrenia.  After  twenty  years 
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of  research,  it  is  now  generally  ac- 
cepted that  the  reaction  produced  by 
these  drugs  is  substantially  different 
from  symptoms  of  schizophrenia  and 
the  possibility  that  such  compounds 
are  of  etiological  significance  in 
schizophrenia  seems  remote.12 

Since  1950,  there  have  been  reports 
of  the  use  of  these  drugs  as  adjuncts 
to  psychotherapy.  There  have  been 
enthusiastic  claims  of  dramatic  results, 
but,  unfortunately,  such  claims  are 
frequently  based  upon  uncritical,  un- 
controlled, and  unreplicable  studies. 
Rather  than  having  been  the  subject 
of  careful  scientific  inquiry,  the  psy- 
chedelic drugs  have  become  invested 
with  an  aura  of  magic — offering  crea- 
tivity to  the  uninspired,  “kicks”  to  the 
bored,  emotional  warmth  to  the  cold, 


freedom  and  spontaneity  to  the  in- 
hibited, and  total  personality  recon- 
struction to  the  alcoholic  or  the  psy- 
chotherapy-resistant chronic  neurotic. 
Often  it  has  been  implied  that  the 
insights  and  leverage  for  self-change 
allegedly  effected  by  these  drugs  may 
he  of  considerable  benefit  to  individ- 
uals who  are  not  considered  to  be  ill. 

There  have  been  three  basic  types 
of  psychotherapy  utilizing  LSD  or 
other  psychedelic  drugs— psycholytic, 
psychedelic,  and  hypnodelic.13  In  the 
first  type — psycholytic  therapy — LSD 
is  used  in  the  context  of  ongoing 
therapy  to  bring  about  a lessening  of 
ego  defenses  or  to  bring  about  an 
abreaction.1410  The  emerging  material 
is  generally  dealt  with  by  psychoana- 
lytic or  dynamically  oriented  tech- 


niques. In  this  type  of  therapy,  small 
doses  of  LSD  are  given  in  repeated 
sessions,  maybe  ten  to  twenty  times. 

In  the  psychedelic  type  of  ther- 
apy,20 21  the  patient  is  usually  given 
larger  doses  of  LSD,  often  300  to  600 
micrograms.  Usually  there  is  only  a 
single  drug  experience,  or  just  a few. 
An  attempt  is  made  to  elicit  the  mysti- 
cal union  type  of  experience,  followed 
by  a rapid  personality  reorganization, 
with  new  sets  of  values.  It  is  closer 
to  a religious  conversion  experience 
than  it  is  to  dynamically  oriented 
psychotherapy.  Although  some  thera- 
pists use  such  an  experience  to  initiate 
change  within  the  context  of  a total 
therapeutic  program,  others  consider 
the  LSD  experience  itself  to  be  the 
therapeutic  experience,  and  do  not  in- 
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corporate  it  into  ongoing  psycho- 
therapy. 

Ludwig  and  Levine  have  reported 
on  a hypnodelic  technique,  in  which 
they  utilized  hypnosis  to  control  the 
LSD  experience  and  guide  it  in  a 
therapeutic  direction.22'23 

There  have  been  reports  of  psy- 
chedelic drugs  being  useful  in  the 
treatment  of  alcoholics,24'27  chronic 
neurotics,13’21-28  personality  dis- 
orders,29’ 31  and  childhood  schizo- 
j phrenics.32 

In  all  the  previously  mentioned 
techniques  of  therapy  utilizing  psy- 
chedelic drugs,  the  drug  was  given 
only  during  special  therapeutic  ses- 
; sions,  and  not  on  a regular  basis. 
However,  Lauretta  Bender  has  re- 
ported improvement  in  chronic  schizo- 


phrenic children  maintained  on  daily 
doses  of  LSD  at  Creedmoor  State  Hos- 
pital in  New  York.32  These  children 
did  not  show  a psychotomimetic  re- 
sponse but  showed  improvement  in 
many  psychological  and  physiological 
areas.  This  contrasts  sharply  with  re- 
sults in  schizophrenic  adults  who  fre- 
quently have  severe  psychotomimetic 
responses  to  LSD.31 

Although  these  studies  point  to  the 
potential  therapeutic  application  of 
these  drugs,  there  is  a paucity  of  well- 
controlled  studies  with  adequate  fol- 
lowup to  establish  the  usefulness  of 
these  techniques.  One  cannot  be  cer- 
tain whether  the  reported  positive 
behavioral  changes  were  related  to  the 
use  of  the  drugs  or  to  other  factors 
in  the  treatment  situation,  such  as  the 


enthusiasm  of  the  therapists  and  the 
special  attention  given  to  the  patients. 
There  has  not  been  sufficient  time  to 
establish  whether  the  changes  are 
transient  or  lasting. 

It  might  also  be  debated  whether 
reported  changes  are  desirable  or  un- 
desirable. For  example,  is  it  more 
desirable  for  a student  to  feel  more 
relaxed  and  more  sensitive  to  music 
and  poetry  but  less  concerned  with 
success  and  competition,  perhaps  to 
the  extent  of  dropping  out  of  college? 
This  is  a value  judgment.  Objective 
studies  have  been  unable  to  demon- 
strate the  touted  enhancement  of  cre- 
ative abilities.33 

It  seems  clear  that  dramatic  changes 
in  values,  personality,  and  behavior 
may  follow  LSD  use  in  some  individ- 
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uals,34  hut  it  is  not  clear  whether 
these  changes  are  lasting  or  have  any 
positive  value  for  the  individual  or 
for  society.  Most  importantly,  it  has 
not  been  established  whether  the  po- 
tential benefits  of  the  use  of  psyche- 
delic drugs  justify  the  risk  of  adverse 
reactions.  Evidence  is  rapidly  ac- 
cumulating that  these  are  dangerous 
drugs,  especially  when  taken  in  non- 
medical settings.8-  35  56 

Although  complications  following 
the  use  of  psychedelic  drugs  are  less 
apt  to  occur  in  medically  supervised 
settings  than  in  unsupervised  use, 
they  still  occur,  despite  careful  selec- 
tion of  patients  and  provision  of  sup- 
portive measures.  There  is  no  valid 
way  to  predict  which  users  will  have 
adverse  reactions,  although  it  is  gen- 
erally agreed  that  emotionally  un- 
stable users  are  more  apt  to  have  such 
reactions  than  persons  considered  to 
be  stable. 

Adverse  reactions  to  psychedelic 
drugs  may  be  either  physical  or  psy- 
chological. Two  groups  of  investiga- 
tors have  reported  chromosomal 
changes  in  white  blood  cells  of  LSD 
users.40’ 41  The  injection  of  LSD  in 
early  pregnancy  results  in  a high  per- 
centage of  stillborn  and  stunted  off- 
spring in  rats 42  and  malformed  off- 
spring in  mice  43  and  hamsters.44  Ac- 
cording to  newspaper  reports,  seven 
of  eight  human  babies  studied  whose 
mothers  had  taken  LSD  during  preg- 
nancy were  born  with  an  excessive 
amount  of  chromosomal  damage.45’  40 
The  significance  of  these  changes  in 
LSD  users  is  still  not  known,  but  in 
other  situations  chromosome  damage 
has  been  linked  to  birth  defects, 
leukemia,  and  cancer. 

There  have  been  reports  of  epileptic 
seizures  following  LSD  use  in  persons 
with  no  history  of  seizures.47  EEG 
changes  in  cats  on  high  dosages  of 
LSD  for  three  weeks  persisted  up  to 
six  weeks  after  the  drug  was  stopped.47 
There  is  a fear  that  LSD  abuse  may 
lead  to  irreversible  organic  brain  dam- 
age, but  there  is  still  no  good  evidence 
of  this. 

Often  people  under  the  infiuence  of 
LSD  feel  that  they  are  indestructible 
or  have  certain  unusual  powers,  like 
the  ability  to  fly.  In  this  delusional 
state  they  may  suffer  accidental  in- 
juries or  death.  LSD  users  have  been 
killed  jumping  out  of  windows  or 
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walking  in  front  of  cars.  It  is  as- 
sumed that  they  would  be  very  prone 
to  automobile  accidents  because  of 
their  poor  judgment,  distorted  vision, 
and  impaired  coordination.  They  may 
commit  suicide  during  waves  of  de- 
pression, guilt,  or  self-hatred.  A few 
people  have  made  homicidal  attempts 
while  under  the  influence  of  LSD. 

Adverse  psychological  reactions  to 
LSD  have  been  classified  as  acute 
panic  or  psychotoxic  reactions,  reap- 
pearance of  drug  symptoms  without 
reingestion  of  the  drug,  and  extended 
overt  psychosis.48  There  is  no  reliable 
estimate  of  the  incidence  of  adverse 
LSD  reactions  related  to  the  number 
of  people  using  the  drug.  Most  such 
reactions  probably  do  not  come  to 
medical  attention.  Such  information 
comes  mostly  from  emergency  rooms 
and  mental  hospitals.8’  39>  48  54  The 
most  extensive  reported  experience 
with  adverse  reactions  to  LSD  is  that 
of  Bellevue  Psychiatric  Hospital  in 
New  York  City.48* 51 

Dr.  William  Frosch  reported  that, 
in  the  last  two  and  a half  years,  250 
persons  have  been  admitted  to  Belle- 
vue whose  mental  disorders  were  di- 
rectly attributable  to  LSD  or  where 
the  drug  played  a major  part  in  bring- 
ing about  the  disorder.50  In  addition, 
over  one  thousand  persons  have  been 
admitted  to  Bellevue  who  have  had 
LSD  trips,  although  their  problems 
were  not  laid  directly  to  having  taken 
the  drug.  Patients  admitted  for  dis- 
orders brought  on  by  LSD  have 
remained  from  a few  days  to  several 
months.  A few  were  transferred  to 
State  hospitals. 

The  acute  reaction  was  experienced 
by  53  percent  of  those  admitted.  It 
may  be  either  a panic  or  a psycho- 
toxic reaction.  The  psychotoxic  reac- 
tion may  include  paranoid  ideation, 
confusion,  hallucinations,  and  panic. 
Feelings  experienced  while  under  the 
influence  of  LSD  may  recur  months 
later,  especially  during  periods  of 
stress.  Others  have  prolonged  psy- 
chotic reactions  lasting  for  months. 

Of  hospitalized  LSD  users,  many 
are  habituated  to  other  drugs  and 
most  have  signs  of  pre-existing  psy- 
chiatric disturbance,  often  an  under- 
lying psychosis  or  schizoid  personal- 
ity. 

Dr.  Donald  Louria  reported  in 
August  1967  that  admissions  for  LSD 


psychosis  dropped  50  percent  in  the 
previous  five  months  at  Bellevue.51 

Ungerleider  has  reported  that,  at  the 
UCLA  Medical  Center  before  Sep- 
tember 1965,  they  saw  approximately 
one  case  associated  with  LSD  use 
every  other  month;  but  by  early  1966, 
the  incidence  of  LSD  cases  increased, 
and  made  up  12  percent  of  cases 
seen  by  the  psychiatric  emergency 
service.8 

Public  health  officials  in  metropoli- 
tan centers  have  been  concerned  with 
the  danger  of  epidemics  of  hepatitis 
and  venereal  disease  among  drug 
abusers. 

More  subtle  psychological  and  be- 
havioral changes  may  be  of  major 
importance  but  not  bring  the  LSD 
user  to  medical  attention.  These  in- 
clude loss  of  interest  in  job,  school, 
family,  and  competitive  endeavors. 
Users  tend  to  become  preoccupied 
with  introspection,  fantasy,  and  the 
drug  culture,  with  an  associated 
decline  in  reality-oriented  activities. 
Many  LSD  users  take  quite  literally 
Timothy  Leary’s  advice  to  “turn  on, 
tune  in,  and  drop  out.”  It  is  difficult 
to  use  LSD  regularly  and  carry  on 
a normal  life  at  school,  at  work,  or 
in  a family.  Most  regular  users  do 
not  lead  productive  lives. 

There  are  no  established,  clear-cut 
psychodynamic  reasons  why  people 
use  hallucinogenic  drugs,  and  no  de- 
fined personality  type  of  drug  abuser. 
There  seems  to  be  a variety  of  reasons 
and  types.  In  one  study,  Dr.  Richard 
Blum  55  found  that  persons  who  ac- 
cepted the  opportunity  to  try  LSD 
were  more  often  dissatisfied  with 
themselves  and  their  lives  than  those 
who  rejected  LSD.  The  acceptors 
thought  their  problems  were  in  them- 
selves, and  hoped  to  relieve  these  in- 
ternal pressures  rather  than  seek  new 
goals.  The  rejectors  more  often  em- 
phasized that  their  problems  were  out- 
side themselves,  and  expressed  the 
desire  to  find  new  life  directions. 

Studies  of  patients  hospitalized  fol- 
lowing LSD  use  do  not  necessarily 
reflect  the  psychodynamics  or  person- 
alities of  the  much  greater  number 
of  LSD  users  who  are  never  hos- 
pitalized, but  they  are  still  worth 
mentioning.  Between  20  and  80  per- 
cent are  considered  to  be  schizo- 
phrenic or  borderline  in  various  re- 
ports.49- 52>  53  Some  are  described  as 
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having  adolescent  reaction  patterns, 
antisocial  behavior,  schizoid  person- 
alities, marked  dependencies,  depres- 
sive reactions,  or  hysterical  character 
disorders.  A psychodynamic  study 58 
stressed  the  hospitalized  LSD  user’s 
intense  need  for  interpersonal  close- 
ness and  lack  of  access  to  meaningful 
affective  experience.  Projective 
themes  centered  around  unfulfilled 
wishes  for  intimacy,  fusion,  and  deep 
affective  involvement. 

These  drugs  may  be  taken  to  dull 
unpleasant  or  intolerable  inner  feel- 
ings, to  change  an  inner  state  of  bore- 
dom, to  gain  a feeling  of  belonging 
to  a group,  to  rebel  against  author- 
ity, to  gain  a feeling  of  increased 
self-confidence,  to  become  more  crea- 
tive, to  seek  a religious  or  esthetic 
experience,  to  escape  from  the  pres- 
I sures  of  reality,  to  seek  new  psycho- 
logical insights,  out  of  curiosity,  or 
just  for  kicks.  Drug  use  may  serve 
many  functions  in  a given  individual, 
and  different  functions  at  different 
times. 

The  task  of  the  physician,  parent, 
or  other  counselor  who  comes  into 
contact  with  a drug  user  is  to  try  to 
understand  the  meaning  of  his  drug 
use,  then  try  to  help  him  to  cope  with 
whatever  problems  may  have  caused 
him  to  turn  to  drugs,  while  educating 
him  in  a nonhysterical,  nonpanic  pro- 
ducing manner  to  the  potential  hazards 
of  drug  abuse. 

Young  people  who  are  secure  in 
their  value  systems,  who  have  sources 
of  genuine  emotional  support,  and 
who  are  engaged  in  meaningful  ac- 
tivities seem  much  less  prone  to  use 
psychedelic  drugs. 

The  use  of  LSD  has  been  a rally- 
ing point  for  a group  of  people  who 
denounce  the  dominant  values  of 
modern  American  society.  The  psy- 
chedelic movement  has  leaders,  pub- 
lications, and  organizations.  The  three 
best  known  organizations  are  the 
Castalia  Foundation,  the  League  of 
Spiritual  Development,  and  the  Neo- 
American  Church.  The  major  theme 
of  these  groups  is  that  LSD  is  a boon 
to  mankind,  and  its  use  not  only  ought 
to  be  permitted,  but  encouraged.  The 
benefits  most  often  mentioned  are  that 
LSD  promotes  self-understanding, 
psychological  growth,  creativity,  and 

S“true”  religious  experience. 

Leaders  of  the  psychedelic  move- 
ment challenge  traditional  values  such 
as  the  rewards  of  hard  work,  emo- 
D tional  control,  competition,  rational- 
t ity,  sexual  chastity,  patriotism,  and 
traditional  religious  beliefs.  Their 
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value  system  has  been  called  the  Cult  F 
of  Experience,  that  is,  experience  for 
its  own  sake.  They  advocate  immedi- 
ate pleasure  and  gratification  without 
regard  to  possible  future  benefit  or 
harm.  They  emphasize  the  values  of 
individualism,  personal  freedom,  self- 
knowledge,  psychological  growth,  reli- 
gious revelation,  sensual  pleasure,  sex- 
ual fulfillment,  adventure,  and  close 
personal  relations. 

They  offer  no  social  or  political 
action  programs  and  seem  little  con- 
cerned with  world  reform.  They  seem 
content  to  drop  out  of  the  main- 
stream of  society,  but  with  evangelistic 
fervor  they  urge  others  to  try  LSD 
and  drop  out  too. 

Some  observers  feel  that  certain 
conditions  made  the  1960’s  ripe  for 
abuse  of  a drug  like  LSD.  Among 
these  were  the  widespread  reliance  on 
drugs  for  a broad  range  of  human 
ailments,  changing  social  values  and 
behavior,  and  the  trend  toward  an 
independent  “youth  culture”  charac- 
terized by  distinctive  styles,  language, 
activities,  and  attitudes.  The  notion 
that  an  exotic  drug  like  LSD  might 
solve  deep  psychological  problems,  or 
provide  instant  ecstacy  or  religious 
revelation,  arose  in  the  midst  of  wide 
acceptance  of  the  utility  of  drugs. 

The  public  has  learned  to  expect  al- 
most miraculous  effects  from  drugs. 

The  psychedelic  movement  serves 
as  an  outlet  for  much  psychological 
and  social  discontent  which  would 
probably  be  expressed  in  other  forms 
if  there  were  no  hallucinogenic  drugs. 

It  has  attracted  many  alienated,  rebel- 
lious, and  psychiatrically  unstable  in- 
dividuals. It  provides  an  in-group  to 
which  such  individuals  can  belong, 
giving  them  the  security  of  belonging 
to  a group  with  special  clothing,  lan- 
guage, art,  music,  and  rituals.  They 
are  even  forming  their  own  commu- 
nities and  communal  farms.  Thus, 
while  allegedly  affirming  their  individ- 
ualism and  seeking  their  personal  iden- 
tity, they  satisfy  their  needs  for  con- 
formity and  belonging  to  a group. 

It  is,  therefore,  unjustifiable  to  at- 
tribute all  the  features  and  problems 
of  the  psychedelic  movement  to  the 
drugs  themselves.  The  unique  con- 
tributions which  the  drugs  themselves 
make  to  the  movement  and  to  the 
problems  of  their  users  need  to  be 
delineated  more  clearly. 

As  the  result  of  increasing  national 
concern  over  the  widespread  abuse  of 
depressant,  stimulant,  and  hallucino- 
genic drugs,  Congress  passed  the  Drug 
Abuse  Control  Amendments  of  the 
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Federal  Food,  Drug,  and  Cosmetic 
Act.  These  amendments  became  effec- 
tive February  1,  1966.  The  Bureau 
of  Drug  Abuse  Control  was  organized 
as  part  of  the  Food  and  Drug  Admin- 
istration to  carry  out  the  provisions 
of  the  law.  Its  agents  are  empowered 
to  seize  illegal  supplies  of  the  con- 
trolled drugs  and  arrest  persons  en- 
gaged in  the  illegal  manufacture,  trade, 
or  handling  of  dangerous  drugs.  All 
legal  handlers  of  designated  drugs 
must  keep  records  of  their  supplies 
and  sales,  and  the  purveyors  of  illegal 
drugs  are  punished  under  the  statute’s 
criminal  sections. 

Anyone  who  produces  or  sells  dan- 
gerous drugs  illegally  may  receive  a 
maximum  penalty  of  one  year  in 
prison,  $1,000  fine,  or  both.  A sec- 
ond offense  increases  the  maximum 
prison  term  to  three  years  and  the 
fine  to  $10,000.  Giving  drugs  to  per- 
sons under  age  twenty-one  may  bring 
two  years  in  prison  or  a fine  of  $5,000 
for  a first  offense,  or,  for  a second 
offense,  six  years  in  prison  or  a fine 
of  $15,000,  or  both.  The  Federal 
law  enables  the  Bureau  of  Drug  Abuse 
Control  to  detect  and  eliminate  the 
illegal  sources  of  dangerous  drugs,  but 
does  not  provide  criminal  sanctions 
against  the  user  solely  for  possession 
of  the  drug,  as  with  narcotics  and 
marijuana. 

State  laws  concerning  hallucino- 
genic drugs  vary  widely,  however, 
ranging  from  States  with  no  laws  to 
others  which  have  laws  which  treat 
LSD  users  severely.  In  Massachusetts, 


for  instance,  whoever  is  present  where 
LSD  is  il'egally  kept,  whether  or  not 
he  knows  he  is  in  its  presence,  may 
be  subject  to  a five-year  prison  sen- 
tence. A person  inducing  a minor  to 
use  the  drug  risks  ten  to  twenty  years 
in  a state  prison.  Possession  of  LSD 
carries  up  to  three  and  one-half  years 
in  prison.  Every  physician  treating  a 
chronic  LSD  user  in  Massachusetts 
must  report  such  treatment  within 
seventy-two  hours.  In  California,  pos- 
session of  LSD  is  a criminal  offense, 
but  it  is  not  in  New  York. 

In  April  1966,  Sandoz  decided  to 
withdraw  its  sponsorship  of  investiga- 
tions using  LSD  and  psilocybin.  The 
firm  transferred  all  of  its  remaining 
stock  of  LSD  to  the  National  Institute 
of  Mental  Health.  Since  that  time 
the  NIMH  has  held  the  only  legal 
supply  of  LSD  in  the  United  States. 
Approval  for  research  with  LSD  must 
be  obtained  from  the  NIMH.  Since 
July  1966,  all  research  on  LSD,  psilo- 
cybin, mescaline,  DMT,  and  peyote 
must  also  be  approved  by  the  FDA, 
which  has  the  statutory  responsibility 
for  controlling  these  chemicals.  There 
is  now  a Joint  Advisory  Committee 
on  Psychotomimetic  Agents,  with  rep- 
resentatives from  the  NIMH  and 
FDA,  which  was  established  to  facili- 
tate processing  of  research  protocols 
to  study  the  hallucinogens.  Other 
hallucinogens,  as  they  become  known, 
may  be  brought  under  FDA  control. 

The  Federal  laws  were  designed  to 
reduce  the  illegal  traffic  in  these  drugs 
and  control  the  supply,  thus  hopefully 
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decreasing  drug  abuse  while  permit- 
ting legitimate  research  to  continue. 
The  Federal  laws  do  not  aim  to  stop 
drug  abuse  by  convicting  the  curious, 
adventuresome,  or  misguided  person 
who  tries  one  of  the  major  hallucino- 
gens. 

The  Federal  laws  pertaining  to 
marijuana  are  different  from  the  laws 
for  the  other  hallucinogens.  To  under- 
stand the  nature  of  these  differences, 
one  must  be  familiar  with  the  his- 
tory of  the  marijuana  laws.  In  the 
1930’s,  long  before  the  other  hal- 
lucinogens were  available  for  public 
use,  there  was  rather  widespread  use 
of  marijuana  among  lower  socio- 
economic Negro  and  Mexican-Ameri- 
can  groups  in  the  United  States.  Fol- 
lowing a wave  of  accounts  in  the 
mass  media,  relating  marijuana  use  to 
violent  crimes  and  various  other  ills. 
Congress  passed  the  Marijuana  Tax 
Act  of  1937.  This  placed  marijuana 
under  the  control  of  the  U.S.  Trea- 
sury Department’s  Bureau  of  Nar- 
cotics, along  with  the  opiates. 

The  Narcotic  Control  Act  of  1956 
established  a minimum  mandatory 
sentence  of  five  years  in  prison  for 
first  offenses  of  illegally  selling  or 
importing  marijuana.  Subsequent  of- 
fenses call  for  sentences  up  to  forty 
years  and  fines  up  to  $20,000.  For  a 
first  offense  of  unauthorized  posses- 
sion of  marijuana,  it  provides  for  im- 
prisonment of  two  to  ten  years,  and 
a possible  fine  of  $20,000.  No  pro- 
bation. parole,  or  suspended  sentence 
is  allowed,  except  in  the  case  of  a 
first  offense  involving  unauthorized 
possession.  These  Federal  laws  be- 
came the  model  for  most  state  laws. 

The  White  House  Conference  on 
Narcotic  and  Drug  Abuse  in  1962 
stated  that  in  their  opinion  the  hazards 
of  marijuana  have  been  exaggerated, 
and  long  criminal  sentences  imposed 
on  an  occasional  user  are  in  poor 
social  perspective.57 

A recent  trend  toward  recognizing 
the  distinction  between  marijuana  and 
addictive  drugs  was  evidenced  by 
Congress’  including  in  the  Narcotic 
Addict  Rehabilitation  Act  of  1966  a 
section  permitting  parole  for  prisoners 
previously  ineligible  for  parole  be- 
cause of  marijuana  law  violations. 

The  legal  sanctions  against  posses- 
; sion  and  use  of  marijuana  have  in- 
S advertently  made  scientific  study  of 
the  prevalence  of  marijuana  usage 
difficult.  No  adequate  studies  of  the 
nature  and  extent  of  the  problem  are 
available.  Impressionistic  accounts  in- 
dicate that  marijuana  use  has  been 


endemic  in  culturally  deprived  popu- 
lations and  in  certain  occupational 
groups,  particularly  musicians,  artists, 
and  writers. 

Recently,  there  has  been  concern 
about  the  increasing  use  of  marijuana 
by  high  school  and  college  students. 
There  have  been  claims  that  25  to 
50  percent  of  students  on  certain  col- 
lege campuses  have  used  marijuana. 
Again,  there  are  no  valid  studies  to 
establish  the  prevalence.  Available 
evidence  indicates  that  there  is  a good 
deal  of  experimentation  with  mari- 
juana in  certain  areas.  In  most  in- 
stances the  problem  is  self-limited. 
The  vast  majority  of  student  users 
stop  after  a few  trials  of  marijuana, 
but  some  do  become  habitual  users. 

The  effects  of  marijuana  smok- 
ing 58>  59  appear  almost  immediately 
and  last  from  one  to  four  hours.  The 
intensity  of  the  reaction  depends  upon 
the  potency  of  the  preparation,  the 
number  of  cigarettes  smoked,  and  the 
technique  of  inhalation  or  ingestion. 
The  experienced  user  is  able  to  control 
the  reaction,  maximizing  pleasurable 
sensations  and  minimizing  unpleasant 
ones.  He  seldom  smokes  more  than 
is  necessary  to  obtain  the  desired  ef- 
fect. Confirmed  users  rarely  smoke 
over  six  to  ten  cigarettes  a day. 

Marijuana  usually  produces  a 
mildly  euphoric  effect,  with  a sense 
of  well-being  and  relaxation.  It  gives 
rise  to  transient  feelings  of  deperson- 
alization and  body  distortion.  The 
user  experiences  illusions,  increased 
sensitivity  to  sounds,  a merging  of  the 
senses,  and,  at  times,  hallucinations 
may  occur.  He  often  feels  he  is  think- 
ing more  clearly  and  that  he  has  a 
deeper  awareness  of  the  meaning  of 
life.  Distance  and  time  perception  are 
altered.  The  user  is  more  suggestible 
and  may  have  impaired  judgment. 

Marijuana  tends  to  produce  drowsi- 
ness and  sleep.  It  generally  stimulates 
the  appetite.  Although  some  users  re- 
port intensified  sexual  pleasure,  the 
more  common  experience  is  dimin- 
ished sexual  interest  and  capacity. 
The  user  generally  behaves  rather  pas- 
sively, but  occasional  users  react 
aggressively,  with  a loss  of  previous 
inhibitions.  Tremor,  incoordination, 
and  dizziness  are  frequent  effects. 

Marijuana  is  not  an  addictive 
drug.58-60  It  does  not  produce  physi- 
ological dependence.  Current  evi- 
dence indicates  that  the  marijuana 
user  develops  little  or  no  tolerance 
for  its  effects,  thus,  there  is  no  con- 
sistent need  for  increasing  dosages  to 
obtain  a pharmacologic  effect. 58-60 


Although  there  is  no  available  evi- 
dence that  marijuana  use  leads  to 
chronic  physical  sequelae,  there  are 
no  adequate  long-term  studies  of  mari- 
juana users  to  supply  evidence  as  to 
whether  or  not  such  sequelae  occur. 

It  is  well  established  that  transient 
psychotic  reactions  can  be  precipitated 
by  using  marijuana.58’  59  Sometimes 
this  is  clearly  a toxic  delirium  related 
to  drug  overdose,  but  in  certain  in- 
dividuals transient  psychotic  reactions 
can  occur  even  with  moderate  use. 
It  is  not  clear  to  what  extent  mari- 
juana precipitates  psychiatric  distur- 
bance as  opposed  to  accelerating  acute 
decompensation  in  individuals  whose 
psychiatric  function  is  already  border- 
line. It  is  clear  that  marijuana  often 
increases  feelings  of  anxiety,  depres- 
sion, and  paranoid  ideas.  Even  nor- 
mal doses  can  bring  out  underlying 
psychotic  symptoms  and  emotional 
instabilities. 

A recent  report  by  the  American 
Medical  Association’s  Committee  on 
Alcoholism  and  Drug  Dependence 
stated  that  persons  who  use  marijuana 
continually  are  likely  to  develop  a 
psychological  dependence  on  it,  but 
the  Committee  pointed  out  it  is  likely 
that  those  who  do  become  dependent 
on  marijuana  are  psychiatrically  dis- 
turbed, and  that  the  drug  use  is  but 
one  of  a complex  of  psychological 
and  behavioral  symptoms  manifested 
by  them.60  There  is  no  conclusive 
evidence  that  the  drug  produces  psy- 
chological dependence  in  persons  who 
are  basically  emotionally  stable. 

The  relationship  of  marijuana  use 
to  subsequent  heroin  addiction  has 
been  a subject  of  contention.  It  is 
clear  that  the  overwhelming  majority 
of  marijuana  users  do  not  turn  to 
narcotics.  However,  studies  at  the 
NIMH  Clinical  Research  Centers  at 
Lexington  and  Fort  Worth  in  1965 
showed  that  80  percent  of  the  opiate 
addicts  from  metropolitan  States  also 
used  marijuana.81  Of  the  patients  who 
had  used  both  marijuana  and  opiates, 
87  percent  had  used  marijuana  first, 
usually  for  several  years.  Similarly, 
other  surveys  suggest  that  most  LSD 
users  also  smoke  marijuana,  and  their 
use  of  marijuana  has  usually  pre- 
ceded the  use  of  LSD.  In  addition 
to  the  tendency  of  persons  who  abuse 
one  drug  to  also  try  other  drugs,  this 
phenomenon  may  be  partly  due  to 
marijuana  users  being  exposed  to  LSD 
and  heroin  by  friends  within  the  drug- 
using subculture. 

Although  there  have  been  accounts 
of  crimes  committed  by  marijuana 
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users,  most  studies  have  failed  to 
clearly  substantiate  any  causal  rela- 
tionship between  marijuana  use  and 
criminal  acts.68-  59’  62 

Research  into  the  problems  of  mari- 
juana and  psychedelic  drug  use  is 
urgently  needed.  What  are  the  legiti- 
mate uses  of  LSD  and  other  psyche- 
delic drugs?  Are  they  really  effective 
adjuncts  to  treatment  of  patients  with 
various  psychiatric  disorders?  What 
are  the  parameters  of  the  psychedelic 
experience?  What  factors  lead  to  one 
type  of  experience  as  contrasted  with 
another?  Does  the  psychedelic  ex- 
perience affect  the  creative  processes? 
Does  it  specifically  impair  motivation 
and  goal-directed  activity?  What  are 
the  hazards  associated  with  drug  use? 

In  addition  to  information  about 
the  number  of  users,  the  characteris- 
tics of  the  individual  users  and  their 
evolving  subcultures  need  further  defi- 
nition. Chronic  users  should  be 
studied  longitudinally  and  cross-sec- 
tionally  from  the  point  of  view  of 
their  behavior,  psychological  test  in- 
formation, EEG  findings,  chromo- 
somal appearance,  and  other  pertinent 
measures  of  physical  and  mental 
health.  Autopsies  on  known  drug 
users  are  essential  to  detect  possible 
microscopic  brain  damage. 

Infrahuman  studies  are  required  to 
develop  new  bio-assays  for  these  drugs 
and  to  provide  information  about 
their  metabolism  and  mechanism  of 
action.  Investigations  into  the  muta- 
genic properties  of  these  drugs  are 
urgently  needed,  as  are  studies  of  pos- 
sible chromosomal  changes  in  a variety 
of  cellular  systems.  Biochemical 
studies  of  DNA  and  RNA  metabolism 
are  needed  to  clarify  these  suspected 
genetic  effects.  Additional  biochemi- 
cal and  pharmacological  studies 
should  be  undertaken  to  relate 
chemical  structure  to  hallucinogenic 
and  psychedelic  activity.  Toxicologic 
studies  on  humans  and  animals  are 
required  to  identify  possible  hazards 
associated  with  use  of  both  crude  and 
purified  preparations. 

A system  of  rapid  evaluation  and 
reporting  of  new  psychedelics  like 
STP  must  be  developed  so  that  in- 
formation can  be  rapidly  disseminated 
to  physicians  and  others  interested  in 
the  prevention  and  treatment  of  drug 
abuse.  In  order  to  more  effectively 
prevent  and  treat  drug  abuse,  better 
educational  programs  need  to  be  de- 
veloped for  young  people,  the  general 
public,  teachers,  law  enforcers,  physi- 
cians, and  other  health  professionals. 
More  effective  methods  of  treatment 


for  chronic  drug  abusers  and  for 
severe  reactions  to  psychedelic  drugs 
are  needed.  Treatment  approaches 
must  take  into  account  the  drug  sub- 
culture as  well  as  the  characteristics 
of  the  individual. 

Marijuana  and  psychedelic  drug  use 
does  seem  to  be  more  of  a psycho- 
social phenomenon  than  a criminal 
problem.  Research  should  continue 
and  be  expanded  immediately.  Drug 
users  should  be  educated  to  the  haz- 
ards of  drug  abuse  and  should  be 
offered  the  best  treatment  available 
whenever  indicated. 
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POLICY  STATEMENT  ON  ABUSE  OF  LSD 

Whereas,  The  illicit  or  indiscriminate  use  of  potent  hallucinogens  such  as  lysergic  acid  diethylamide, 
bufotenine,  dimethyltryptamine,  or  psilocybin  incurs  tremendous  risks  of  acute  psychosis  or  disintegration  of 
compensated  or  latent  psychoses  or  neuroses;  and 

Whereas,  These  drugs  can  produce  uncontrollable  violence,  overwhelming  panic  attempts,  or  attempted 
suicide  or  homicide  and  can  result,  among  the  unstable  or  those  with  pre-existing  neurosis  or  psychosis,  in 
severe  illness  demanding  protracted  stays  in  mental  hospitals;  and 

Whereas,  Experimental  data  suggest  LSD  may  be  beneficial  in  alcoholism,  neuroses,  psychoses  (especially 
in  children),  sexual  abnormalities,  and  terminal  medical  diseases  and 

Whereas,  The  illicit  use  of  LSD  is  subverting  and  vitiating  the  important  and  necessary  valid  experi- 
mental studies;  therefore  be  it 

Resolved , That  the  American  Medical  Association  adopt  the  following  policy  statement  and  recommenda- 
tions on  the  abuse  of  LSD  and  other  non-narcotic  drugs: 

1.  That  the  manufacture  and  distribution  of  LSD  be  continued  as  needed  under  very  strict  control, 
and  that  it  be  made  available  to  highly  competent  research  workers  on  approval  of  the  Department 
of  Health  Education  and  Welfare; 

2.  That  no  hallucinogen  (LSD,  mescaline,  bufotenine,  psilocybin,  or  dimethyltryptamine)  shall  be  ad- 
ministered except  by  a physician  trained  in  its  use,  and  this  shall  apply  even  if  the  current  studies 
show  LSD  to  be  of  value  in  the  treatment  of  psychoneuroses,  sexual  perversions,  frigidity,  alcoholism, 
or  other  illnesses.  The  American  Medical  Association  stands  unalterably  opposed  to  any  expansion 
of  the  use  of  psychedelic  drugs  beyond  use  by  physicians.  Even  use  by  trained  physicians  should 
continue  to  be  limited  to  carefully  controlled  experiments  until  incontrovertible  data  are  available  docu- 
menting LSD’s  efficacy  and  safety; 

3.  That  appropriate  educational  materials  shall  be  made  available  to  the  public  emphasizing  the  potential 
dangers  of  the  more  potent  hallucinogens  as  well  as  the  amphetamines  and  barbiturates; 

4.  That  medical  societies  should  prepare  adequate  educational  materials  for  physicians  so  that  hallucino- 
genic (and  also  barbiturate  and  amphetamine)  toxicity  can  be  readily  recognized; 

5.  That  the  dangers  of  LSD  and  other  hallucinogens  such  as  mescaline,  psilocybin,  and  dimethyltrypta- 
mine are  so  great  that  the  effectiveness  of  the  Federal  Dangerous  Drugs  Act  of  1965  be  watched  closely 
to  see  if  its  provisions  are  sufficient  to  control  the  situation  adequately; 

6.  That  the  intentional  administration  of  LSD,  mescaline,  psilocybin,  or  dimethyltryptamine  to  any  person 
without  that  person’s  knowledge  is  a serious  offense.  These  drugs  should  not  be  administered  without 
appropriate  informed  consent. 
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Effect  of  Laxatives  on  the  Gastric  pH  and 
Proteolysis  tibor  bodi'  MD 

/ Philadelphia,  Pennsylvania 


The  purpose  of  this  pilot  study 
was  to  determine  whether  laxa- 
tives in  common  use  might  inter- 
fere with  gastric  digestion,  since  it  is 
accepted  that  the  ideal  laxative  should 
produce  a result  closely  simulating  the 
natural  mechanism  of  defecation,  and 
hence  have  its  activity  confined  to  the 
distal  colon.1 

Four  laxatives  were  selected,  with 
osmotic,  stimulant,  hulk  and  lubricant 
action,  respectively,  and  their  effects 
on  gastric  pH  and  proteolytic  activity 
were  studied. 

Materials  and  Methods 

Five  subjects  were  selected  who 
were  found  to  have  a sufficiently 
similar  gastric  hyper-secretory  pat- 
tern to  permit  a valid  comparison  of 
results.  All  were  male;  their  ages 
were  twenty-two,  twenty-six,  thirty, 
thirty-five  and  fifty.  Two  were  Cau- 
casians, and  three  were  Negroes. 

The  schedule  of  the  basic  experi- 


ment included  overnight  fasting,  in- 
tubation with  a Kaslow  tube,  aspira- 
tion of  the  fasting  gastric  contents  and 
removal  of  small  aliquots  every  fif- 
teen minutes  for  one  hour  in  order  to 
establish  baseline  secretory  levels  prior 
to  the  administration  of  the  laxatives. 
Then  the  laxatives  were  administered 
at  random  at  weekly  intervals,  and 
small  aliquots  of  gastric  contents  were 
aspirated  every  fifteen  minutes  for  a 
period  of  four  to  six  hours. 

The  laxatives  were  given  in  their 
maximum  therapeutic  doses — 60  ml 
milk  of  magnesia,  190  mg.  (2  tablets) 
of  phenolphthalein,  1 teaspoonful  of 
psyllium  mucilloid  with  dextrose  in 
240  ml  water,  and  30  ml  of  mineral 
oil.  The  laxatives  were  washed  down 
with  60  ml  of  water  except  for  the 
mucilloid.  The  first  two  agents  were 
given  to  all  five  subjects,  psyllium 
was  given  to  two,  and  mineral  oil  to 
one.  The  latter  two  laxatives  were 
given  to  few  subjects,  as  these  agents 


were  previously  found  to  be  inert,  and 
therefore  only  confirmatory  experi- 
ments were  performed  in  this  study. 
In  each  sample,  the  pH  was  deter- 
mined electrometrically  by  the  Beck- 
man combination  glass  electrode  and 
expanded  scale  pH  meter,  the  free  and 
total  acid  with  Toepfers’  indicator  and 
phenolphthalein  titration.  The  pro- 
teolytic-peptic activity  was  estimated 
as  the  rate  of  enzyme  action  using  the 
Riggs  and  Stadie 2 method  and  ex- 
pressed as  the  velocity  constant  (K)  = 
0.46  log  Cj/Cg.  The  substrate  is  egg 
albumin  in  this  technique,  which  was 
thought  to  be  closest  to  simulating 
physiological  conditions.  All  analytical 
procedures  were  done  immediately 
after  removal  of  the  samples  of  gastric 
contents  by  two  technicians  stationed 
with  the  subjects.  The  results  were 
tabulated,  and  a statistical  analysis  and 
comparison  was  made  between  the 
milk  of  magnesia  and  phenolphthalein 
treated  groups. 

Comparison  was  also  made  by 
counting  the  number  of  fifteen  minute 
periods  during  which  the  pH  was 
above  3.5  and  the  free  and  total  acid 
was  reduced  50  percent  or  more  or 
increased  100  percent  or  more,  and 
similarly,  fifteen  minute  periods  were 
added  up  when  the  peptic  activity 
was  reduced  50  percent  or  more.  The 
periods  for  the  purpose  of  this  com- 
parison included  thirty  minutes  be- 
fore and  four  hours  after  laxative 
ingestion. 

Results 

The  results  are  summarized  in  Fig. 
1 and  Fig.  2.  It  is  shown  that  after 
the  administration  of  phenolphthalein, 
there  is  no  observable  change  on  the 
pH  curve.  The  maximum  value  is 
1.98  and  the  minimum  is  1.66.  There- 
fore, the  total  amplitude  of  change  is 
only  0.38  pH  units,  which  is  not  sig- 
nificant. There  is  a slight  decrease  in 
proteolytic  activity  immediately  after 
administration  of  phenolphthalein  and 
water:  the  curve  declines  and  reaches 
the  minimum  in  fifteen  minutes,  with 
a (K)  value  of  0.0830  units.  How- 
ever, it  rises  immediately  and  in  the 
next  fifteen  minutes  it  reaches  the 
starting  level  again;  the  transitory 
change  is  obviously  due  to  the  dilution 
of  the  gastric  content  with  water.  In 
thirty  more  minutes  the  value  of  (K) 
reaches  0.1522,  which  is  almost  the 
same  value  as  the  first  high  reading 
after  the  administration  of  milk  of 
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magnesia.  With  the  exception  of  the 
“early  dip,”  there  is  no  pronounced 
depression  of  peptic  activity  in  this 
group.  Individually,  this  phenomenon 
was  observed  to  this  slight  degree  only 
in  four  of  the  five  subjects. 

After  administration  of  milk  of  mag- 
nesia, there  is  a sudden  and  drastic 
change  on  the  pH  curve.  The  pH 
value  rises  to  7.28  in  fifteen  minutes 
and  reaches  a peak  value  of  7.75  in 
fifteen  more  minutes.  The  curve  starts 
to  decline  immediately  after  the  peak 
value  and  takes  somewhat  more  than 
ninety  minutes  to  reach  pH  3.50.  After 
one  hundred  fifty  minutes,  the  pH 
returns  to  the  approximate  basal  value 
of  pH  2.  At  the  same  time,  the  pro- 
teolytic-peptic activity  (K)  curve 
shows  a very  rapid  decline  promptly 
after  drug  ingestion.  During  the  first 
fifteen  minutes,  the  (K)  value  drops 
from  0.1648  to  0.340.  This  is  due  to 
the  rise  in  pH  to  above  4.0,  and  to 
some  degree  to  the  dilution  of  gastric 
content  with  water.  The  curve  reaches 
the  minimum  in  the  next  fifteen 
minutes,  with  a low  value  of  0.0187. 
The  difference  between  the  starting 
value  and  minimum  value  represents 
a significant  drop  in  peptic  activity. 
Sixty  minutes  were  required  to  restore 
the  peptic  activity  to  approximately 
the  starting  level  (starting  level  being 
0.1648  and  the  restored  level  0.1556), 
from  the  above  minimum,  which  rep- 
resents hardly  any  peptic  activity. 

The  difference  in  gastric  pH  follow- 
ing administration  of  milk  of  magnesia 
and  phenolphthalein  is  statistically 
highly  significant  (p<0.001.)  The 
oss  of  proteolytic  activity  was  natural- 
y anticipating  in  the  case  of  milk  of 


magnesia,  and  is  due  to  its  prolonged 
alkalizing  effect.  Phenolphthalein,  on 
the  other  hand,  showed  no  appreci- 
able effect  on  the  pH  of  gastric  con- 
tent, and  the  transient  depression  of 
proteolytic  activity  following  the  in- 
gestion of  water  coincides  with  the 
dilution  of  the  gastric  content  pre- 
viously referred  to. 

TABLE  I demonstrates  the  indi- 
vidual comparison  with  respect  to  the 
four  laxatives  studies.  It  can  be  seen 
that  the  pH  was  above  3.50  for  a total 
of  twenty-five  periods  following  ad- 
ministration of  milk  of  magnesia,  but 
at  no  time  following  administration  of 
phenolphthalein.  Reduction  of  free 
acid  50  percent  or  more  was  recorded 
with  milk  of  magnesia  for  twenty-five 
periods,  and  with  phenolphthalein  for 
eight  periods.  Increase  in  acidity  oc- 
curred with  milk  of  magnesia  and 
phenolphthalein  for  twelve  and  six 
periods  respectively.  The  total  acidity 
parallels  the  free  acid  figures.  Pro- 
teolytic activity  was  reduced  50  per- 
cent more  in  only  one  instance  with 
phenolphthalein,  and  in  contrast,  pro- 
nounced reduction  of  proteolytic- 
peptic  activity  was  observed  for 
twenty-one  fifteen  minute  periods  fol- 
lowing the  administration  of  milk  of 
magnesia.  Psyllium  mucilloid  with 
dextrose  and  mineral  oil  had  no  ap- 
preciable effect  on  the  parameters 
studied  in  two  of  the  five  subjects.  Oc- 
casional increase  of  free  and  total  acid 
values  was  observed  mostly  during  the 
second  half  of  the  four-hour  period 
with  both  agents,  simply  reflecting  the 
stress  of  the  procedure  and  approach- 
ing meal  time. 


Discussion 

These  data  confirmed  the  marked 
alkalizing  effect  and  anti-proteolytic 
activity  of  milk  of  magnesia  with  re- 
commended doses,  whereas  phenol- 
phthalein showed  no  consistent  or  ap- 
preciable action  on  gastric  secretion. 
Similarly,  psyllium  mucilloid  with 
dextrose,  and  mineral  oil  appeared 
inactive  in  this  respect. 

Therefore,  it  is  concluded  that  milk 
of  magnesia  interferes  with  the  gastric 
digestive  process  in  subjects  not  re- 
quiring an  antacid  and  is  con- 
traindicated except  for  constipated 
older  individuals  with  associated  peptic 
ulcer,  hiatus  hernia  or  esophagitis. 
For  the  one-third  or  more  of  all  in- 
dividuals over  age  sixty  who  have  de- 
creased or  no  free  acid  secretion 3 
even  a temporary  antipeptic  action  is 
not  desirable.  The  inhibition  of  pro- 
teolysis with  the  maximum  dose  of 
milk  of  magnesia  appears  to  be  related 
to  the  increase  of  gastric  pH  toward 
neutrality  or  beyond.  This  is  no  longer 
advisable  even  in  patients  with  hyper- 
chlorhydria.4  For  the  reasons  stated, 
milk  of  magnesia  may  be  contraindi- 
cated in  senile  non-ulcerative  dys- 
pepsias. It  is  also  to  be  considered 
that  the  raising  of  the  gastric  pH 
toward  neutrality  may  interfere  with 
gastric  proteases  indicated  to  be  active 
in  a somewhat  higher  pH  range  than 
pepsin.5 

Pepsin  acts  on  a wide  variety  of  sub- 
strates and  at  varying  pH,  indicating 
a relative  non-specificity  which  per- 
haps might  be  inherent  in  the  nature 
of  a digestive  enzyme.  In  our  experi- 
ence the  digestion  of  the  egg  white 


The  Effect  of  Milk  of  Magnesia  and  Phenolphthalein 
on  the  pH  of  Gastric  Secretion  in  5 Hypersecretors 


The  Effect  of  Milk  of  Magnesia  and  Phenolphthalein 
on  the  Peptic  Activity  of  Gastric  Secretion  in 
5 Hypersecretors 
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Effect  of  Phenolphthalein,  Milk  of  Magnesia  and  Psyllium  with  Dextrose  and  Mineral  Oil 
on  pH,  Free,  Total  Acid,  and  Proteolytic-Peptic  Activity  in  Five  Normal  Hypersecretors* 

All  Data  Refer  to  a Number  of  15  minute  Determinations.* 

Peptic 

Activity 

Velocity 

Constant 


Subject 

pH 

above 

3.5 

Free 

.>50% 

Reduction 

Acid 

>100% 

Increase 

Total 

>50% 

Reduction 

Acid 

>100% 

Increase 

(K) 

>50% 

Reduction 

C.T. 

Phenolphthalein 

0 

1 

5 

0 

0 

1 

Milk  of  Magnesia 

6 

3 

0 

8 

0 

6 

Psyllium 

0 

0 

0 

0 

0 

0 

Mineral  Oil 

0 

1 

0 

1 

0 

0 

H.L.W. Phenolphthalein 

0 

7 

0 

5 

0 

0 

Milk  of  Magnesia 

13 

14 

0 

10 

0 

9 

J.C. 

Phenolphthalein 

0 

0 

0 

0 

0 

0 

Milk  of  Magnesia 

3 

3 

0 

3 

0 

3 

Psyllium 

0 

0 

0 

0 

0 

0 

M.F. 

Phenolphthalein 

0 

0 

0 

0 

0 

0 

Milk  of  Magnesia 

2 

0 

12 

2 

10 

2 

J.L. 

Phenolphthalein 

0 

0 

0 

0 

0 

0 

Milk  of  Magnesia 

1 

2 

0 

1 

0 

1 

* Carried  out  during  a 4-hour  observation  period  post-drug  administration. 


TABLE  I 


substrate  by  gastric  juice  and  the  re- 
sulting decrease  in  turbidity  measured 
photoelectrically  proved  to  be  a rea- 
sonably accurate  and  clinically  adapt- 
able technique  for  rapid  “on  the  spot” 
assay  of  peptic  activity  of  gastric  juice 
samples.  The  method  simulates  a 
process  not  unlike  that  which  occurs  in 
vivo.  The  protein  hydrolysis  follows  a 
monomolecular  course,  and  therefore 
the  enzyme  activity  expressed  as  a 
velocity  constant  within  limits  is  a 
curvilinear  function  of  pepsin  con- 
centration. Recently,  the  isolation  and 
separate  determination  of  two  pro- 
teolytic enzymes,  pepsin  and  gastricsin, 
in  human  gastric  juice  has  been  re- 
ported.6 This  new  method  would  make 
it  possible  to  calculate  the  true  pepsin 
present  in  a mixture.  If  this  work 
is  confirmed  by  others,  the  peptic  ac- 
tivity (K)  in  our  study  should  be  in- 
terpreted as  total  proteolytic  activity. 

Destruction  of  pepsin,  or  irreversible 
denaturation,  may  be  accomplished 
almost  instantly  by  an  environmental 
change  of  pH  to  values  over  7.0,  even 
though  maintained  briefly  following 
the  ingestion  of  an  alkali  such  as 
sodium  bicarbonate.  Although  the  pH 
in  the  stomach  may  return  in  a rela- 
tively short  period  of  time  to  acid 
values,  the  pepsin  is  not  reactivated.7 
In  our  study,  milk  of  magnesia  pro- 


duced a pH  over  7.0  for  a period  of 
about  thirty  minutes,  resulting  in 
nearly  complete  destruction  of  pepsin. 
The  pretest  peptic  activity  level  was 
reached  again  in  about  sixty  minutes 
with  the  secretion  of  pepsin  de  novo. 

In  the  light  of  this  study  it  is  sug- 
gested that  in  the  choice  of  a laxative, 
the  overall  pharamcological  actions 
of  each  agent  should  be  carefully 
weighed.  Careful  consideration  should 
be  given  to  the  age  of  the  constipated 
subject,  associated  upper  gastroin- 
testinal pathology,  or  secretory  dis- 
order, together  with  the  etiology  of 
constipation  and  other  criteria  dis- 
cussed in  a previous  paper.8 

Summary 

The  effect  of  milk  of  magnesia, 
phenolphthalein,  psyllium  mucilloid 
with  dextrose,  and  mineral  oil  on  the 
pH,  acidity,  and  proteolytic  activity 
of  the  gastric  content  was  studied. 
Phenotphtalein,  psyllium  mucilloid  and 
mineral  oil  did  not  alter  the  pH 
of  the  gastric  content,  nor  was  pro- 
teolytic-peptic activity  appreciably  in- 
fluenced by  these  agents.  In  contrast, 
milk  of  magnesia  was  shown  to  cause 
a highly  significant  rise  in  pH  and  a 
simultaneous  significant  decrease  in 
proteolytic  activity. 
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let’s  be  specific  about  Campbell’s  Soups... 

and  (fall 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro  -Banthine 


propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthlne  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthlne  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography . 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1  2 repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthlne.  The  duodenum 
was  intubated.  Pro-Banthlne  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications:  Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthlne  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27-Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89: 438-443  (Sept.)  1967. 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DinietapirExteiitahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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These  are  the  moments  of  our 
beginning  . . . 
the  breaking  through  from 
midnights  of  nameless, 
numberless  generations  to 
some  uncertain  now. 


Prevention  of  Rh  Sensitization 

A report  mi  the  effectiveness  of  Rh  immunoglobulins  in  preventing  Rh  sensitization 


Rh  isoimmunization  is  the  pre- 
dominant cause  of  severe  cases 
of  erythroblastosis  fetalis,  or 
lemolytic  disease  of  the  newborn. 
This  disease  affects  approximately  one 
>f  every  two  hundred  newborn  in- 
ants.23 However,  the  situation  where- 
n an  Rh  negative  mother  delivers  an 
th  positive  infant  occurs  in  about  10 
>ercent  of  all  deliveries.18  It  has  long 
>een  recognized  that  more  than  one 
pregnancy  is  generally  necessary  for 
he  disease  to  develop  and  that  some 
fh  negative  mothers  never  deliver  an 
Jfected  infant  despite  numerous  preg- 
nancies. 

A brief  review  of  the  pathogenesis 
>f  the  disease  will  give  a better  under- 
tanding  of  these  variables.  An  Rh 
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E.  O.  HORGER,  III,  M.D. 

Pittsburgh,  Pennsylvania 

negative  woman  carrying  an  Rh  posi- 
tive fetus  may  become  sensitized  to 
the  Rhesus  antigen  if  the  fetal  erythro- 
cytes cross  the  placenta  into  the  ma- 
ternal circulation.  The  D factor  of 
the  fetal  erythrocyte  is  the  usual  anti- 
genic stimulus.  The  mother  then  pro- 
duces antibodies  which  easily  cross 
the  placenta  into  the  fetal  circulation. 
The  resultant  antigen-antibody  reaction 
causes  lysis  of  the  fetal  erythrocytes. 
If  fetal  erythropoiesis  can  not  keep 
pace  with  hemolysis,  fetal  anemia  and 
other  manifestations  of  erythroblastosis 
result. 

For  a number  of  years  the  treat- 
ment of  this  disease  involved  early  de- 
livery of  the  affected  fetus  and  ex- 
change transfusions  to  rid  the  infant's 


circulation  of  Rhesus  antibodies  and 
excess  bilirubin.  Our  foremost  method 
of  prognostication  as  to  which  fetuses 
were  affected  was  the  indirect  Coombs’ 
test.  About  1956  Bevis2  and  later 
Walker  29  demonstrated  that  amniotic 
fluid  could  safely  be  obtained  through 
amniocentesis  and  that  spectcophoto- 
metric  anaylsis  of  this  fluid  could  be 
of  great  help  in  determining  when  to 
terminate  pregnancy  in  Rh  sensitized 
women.  Subsequently  in  1963,  Liley  22 
performed  the  first  intrauterine  fetal 
transfusion  and  showed  that  these 
extra  erythrocytes  could  help  some 
affected  fetuses  survive  until  such 
time  as  delivery  could  be  accomplished 
without  the  risk  of  marked  prema- 
turity. Nonetheless,  the  majority  of 
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severely  affected  infants  were  still  to 
succumb  to  the  disease,  either  in  utero 
or  neonatally.  Excluding  first-affected 
infants,  the  intrauterine  death  rate  of 
Rh  positive  fetuses  in  sensitized  preg- 
nancies approached  29  percent.25  For 
a further  reduction  in  perinatal  mor- 
tality, it  appeared  that  a method  of 
prophylaxis  was  needed. 

Role  of  ABO  Incompatibility 

Following  the  suggestion  by  Le- 
vine21 that  ABO  incompatibility 
might  influence  Rh  sensitization,  in 
1960  Finn 11  reported  that  in  164 
families  in  which  an  erythroblastotic 
infant  had  been  delivered,  incompati- 
bilities in  the  ABO  system  existed  in 
only  24  percent.  That  is,  the  mother’s 
serum  caused  agglutination  of  the 
father’s  red  blood  cells  in  only  24 
percent  of  the  pairs.  Furthermore, 
in  every  case  in  which  the  sensitizing 
pregnancy  could  be  determined,  the 
infant  and  mother  were  ABO  com- 
patible. Thus,  it  appeared  that  ABO 
incompatibility  afforded  some  protec- 
tion. To  test  this  hypothesis,  Stern  et 
al ,28  injected  Rh  positive,  ABO  com- 
patible blood  into  Rh  negative  prison 
volunteers  and  found  that  70  percent 
became  sensitized.  However,  when 
ABO  incompatible  blood  was  used, 
only  16  percent  developed  antibodies 
It  was  then  suggested  that  protection 
against  the  Rh  antigen  might  be  ob- 
tained by  mimicking  the  action  of  the 
naturally  occurring  anti-A  and  anti-B 
antibodies.12’  13 

Early  Clinical  Trials 

The  trials  that  followed  were  based 
largely  on  the  finding  of  Smith  27  in 
1909  that  when  diphtheria  toxin  and 
antitoxin  were  injected  in  mixtures  in 
which  antitoxin  was  in  excess,  im- 
munization did  not  occur.  Stern  et 
al.2S  showed  that  when  D positive 
erythrocytes  were  coated  in  vitro  with 
incomplete  anti-D  antibodies  and  given 
to  D negative  male  volunteers,  no  sen- 
sitization occurred.  Finn  et  al.12  in- 
jected D negative  volunteers  with  D 
positive  blood  and  with  serum  con- 
taining a high  titer  of  anti-D  and  again 
no  sensitization  occurred.  Similarly, 
Freda,  Gorman,  and  Pollack  11  showed 
that  anti-D  gamma  globulin  could  be 
used  in  place  of  anti-D  serum  and 
would  likewise  prevent  sensitization. 
Moving  one  step  further,  Woodrow 
et  al.  31  showed  that  this  anti-D  gamma 
globulin  would  prevent  sensitization  of 
postmenopausal  Rh  negative  females 
by  Rh  positive  fetal  erythrocytes. 


Transplacental  Hemorrhage 

Using  a method  based  on  the  acid 
elution  of  adult  hemoglobin  and  the 
acid  resistance  of  fetal  hemoglobin,19 
Finn  11  then  found  fetal  erythrocytes 
in  the  maternal  circulation  in  one- 
third  of  ABO  compatible  pregnancies, 
but  in  no  pregnancy  where  ABO  in- 
compatibility existed.  This  finding, 
coupled  with  the  rarity  of  sensitization 
in  ABO  incompatibile  families,  con- 
firmed that  the  key  factor  in  sen- 
sitization was  the  presence  of  the  in- 
tact antigenic  fetal  erythrocyte  in  the 
maternal  circulation. 

Investigations  were  then  undertaken 
to  determine  the  frequency  with  which 
fetal  cells  were  to  be  found  in  the  ma- 
terial circulation,  the  time  in  preg- 
nancy at  which  this  transplacental 
hemorrhage  occurred,  and  the  volume 
of  fetal  blood  necessary  for  sensitiza- 
tion. Most  investigators  report  that 
minute  transplacental  hemorrhages  oc- 
cur in  approximately  50  percent  of 
all  pregnancies.  9-  10’  23>  30’  34  However, 
volumes  exceeding  0.25  ml  occur  in 
only  about  10  percent.  23<  30  In  con- 
trast to  these  reports,  Schneider  and 
Preisler 26  found  fetal  cells  in  the 
maternal  circulation  of  76  percent  of 
their  pregnant  patients,  with  volumes 
exceeding  0.5  ml  in  31  percent.  The 
reported  variations  in  the  incidence  of 
transplacental  hemorrage  appear  to 
depend  on  the  ABO  compatibility, 
the  volume  of  hemorrhage  included, 
the  stage  of  gestation,  the  interval  since 
delivery,  the  mechanism  of  delivery, 
and  the  parity  of  the  mother.  20’  23 

It  is  generally  agreed  that  trans- 
placental hemorrhage  is  quite  common 
throughout  pregnancy  but  is  usually  of 
very  minute  volume.8-  23>  26>  32  Clayton 
et  al.s  found  transplacental  hemor- 
rhage in  12  percent  of  pregnancies  at 
the  twentieth  week  with  an  increase 
to  74  percent  at  term.  However,  while 
the  volume  of  many  of  these  hemor- 
rhages was  thought  to  be  less  than  0.04 
ml,  others  indicate  that  0.1  ml  is  the 
lower  limit  of  reliability  of  the  meth- 
ods for  detection  of  fetal  cells.34  Des- 
pite the  fact  that  fetal  cells  can  be 
detected  in  the  maternal  circulation 
early  in  pregnancy,  most  investigators 
feel  that  the  hemorrhage  responsible 
for  sensitization  occurs  just  before  or 
during  labor.4'  23>  26-  31>  32  A form  of 
immunologic  refractoriness  caused  by 
the  fetus  in  utero  has  been  suggested 
to  explain  the  failure  of  sensitization 
by  these  antepartum  hemorrhages.14 

There  appears  to  be  a direct  rela- 
tionship between  the  size  of  the 
transplacental  hemorrhage  and  subse- 


quent sensitization.23-  30’31  Wood- 
row  30  reports  that  when  transplacental 
hemorrhage  exceeding  0.25  ml  occurs 
in  an  Rh  negative  primipara  delivering 
an  Rh  positive,  ABO  compatible  child, 
there  is  a 20  percent  chance  of  sensi- 
tization. McConnell 23  feels  that  50 
percent  of  these  women  will  become 
sensitized  by  the  rare  hemorrhage  that 
exceeds  3 ml. 

Clinical  Effectiveness 

At  about  the  same  time  in  1964 
clinical  trials  were  begun  in  England 
and  in  New  York  City  to  prevent 
sensitization  in  parturients  through  the 
use  of  anti-D  antibodies.  In  the  En- 
glish study 5 all  Rh  negative  primi- 
paras  delivering  Rh  positive,  ABO 
compatible  infants  and  demonstrating 
transplacental  hemorrhage  of  0.25  ml 
or  more  were  included.  Alternate 
cases  were  treated  with  5 ml  of  anti-D 
gamma  globulin  in  the  first  thirty-six 
hours  postpartum.  Of  the  first  seventy- 
eight  who  received  gamma  globulin, 
none  developed  evidence  of  sensitiza- 
tion. Of  the  first  seventy-eight  con- 
trols, nineteen  developed  antibodies. 

In  the  New  York  study,  16  all  Rh 
negative  women  who  delivered  Rh 
positive,  ABO  compatible  infants  were 
included  without  regard  to  parity  or 
demonstrable  transplacental  hemor- 
rhage. This  treated  group  received  4.5 
ml  of  gamma  globulin  within  seventy- 
two  hours  of  delivery.  Of  the  first 
one  hundred  treated,  none  became 
sensitized.  Of  the  first  104  controls, 
sensitization  occurred  in  twelve. 

While  antibodies  did  not  develop  in 
any  of  these  protected  women  follow- 
ing their  first  pregnancies,  the  pos- 
sibility exists  that  they  may  have  be-  j 
come  subclinically  sensitized  and  will 
produce  antibodies  during  subsequent 
gestations.  Twenty-two  of  the  pro- 
tected women  in  the  English  study 
group  have  delivered  a second  Rh 
positive  infant;  again  there  was  no 
sensitization  detected.  In  contrast,  five 
of  twenty  controls  became  sensitized 
by  the  second  pregnancy.7  In  the  New 
York  study  group,  antibodies  were  de-  j 
tected  in  four  of  sixteen  controls  dur-  , 
ing  or  following  the  second  pregnancy, 
but  in  none  of  twenty-seven  who  had 
received  gamma  globulin.15 

TABLE  I presents  a composite  of  ^ 
results  of  the  use  of  immunoglobulin 
from  various  studies  as  reported  in 
November  1967. 15  These  data  strongly  1 
indicate  that  sensitization  can  be  pre- 
vented through  the  postpartum  admin- 
istration of  high  titer  anti-D  gamma 
globulin,  or  immunoglobulin,  to  previ-  11 
ously  non-sensitized  women. 
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Mechanism  of  Action 

The  mechanism  by  which  these  pas- 
sive antibodies  prevent  sensitization  is 
unknown.3’  5-  24  The  protection  con- 
ferred by  ABO  incompatibility  is 
thought  to  be  due  to  intravascular 
hemolysis  of  the  antigenic  erythrocyte 
caused  by  the  naturally  occurring 
anti-A  or  anti-B  or  to  the  rapid  re- 
moval of  the  erythrocytes  to  the  im- 
munologically  incompetent  liver.  In- 
travascular hemolysis  does  not  occur 
in  response  to  immunoglobulin,  which 
is  an  incomplete  antibody.  Although 
fetal  cells  are  removed  in  part  to  the 
liver,  removal  is  also  to  the  spleen 
where  there  are  numerous  cells  cap- 
able of  antibody  production.5 

There  appears  to  be  some  specific 
inhibition  of  the  immune  response.  It 
has  been  proposed  that  the  exogen- 
ously administered  passive  antibodies 
coat  the  erythrocytes  and  block  the 
antigenic  sites.5  Other  possibilities  are 


erythrocyte  is  antigenically  potent  in 
a fetus  only  thirty-eight  days  old.1 

Complications 

Various  complications  to  the  use 
of  immunoglobulin  have  been  pro- 
posed but  appear  to  be  more  theoreti- 
cal than  real.4  Rare  systemic  reactions 
manifested  by  low  grade  fever  have 
been  reported.  Local  reactions  at  the 
site  of  injection  have  also  been  seen. 
There  is  a theoretical  danger  of  ad- 
ministration by  mistake  to  an  Rh  posi- 
tive individual,  thus  producing  symp- 
toms resembling  a transfusion  reac- 
tion. It  is  also  theoretically  possible 
for  a treated  patient  to  conceive  an 
Rh  positive  fetus  while  she  still  has 
high  circulating  titers  of  anti-D  from 
the  immunoglobulin.  This  possibly 
could  result  in  abortion  or  exaggerated 
fetal  hemolysis.  This  seems  unlikely 
since  the  passive  antibodies  gener- 
ally disappear  within  four  to  six 


It  has  been  estimated  that  72,000  ml 
of  gamma  globulin  per  year  would 
be  required  to  protect  all  “at  risk” 
women  in  Great  Britain.4  One  donor 
bled  every  two  months  can  give  only 
45  ml  of  gamma  globulin  per  year. 
Therefore,  it  is  essential  to  determine 
the  smallest  effective  dose. 

Summary 

Presently  available  studies  support 
the  conclusion  that  Rh  immunoglobu- 
lin is  extremely  effective  in  preventing 
Rh  sensitization.  As  this  agent  achieves 
greater  clinical  usage,  it  is  anticipated 
that  the  incidence  of  erythroblastosis 
fetalis  due  to  Rh  isoimmunization  will 
be  greatly  decreased. 
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direct  inhibitory  effects  on  the  anti- 
body-producing cells  of  the  maternal 
system  5 and  diversion  of  the  antigen 
away  from  the  antibody-forming 
cells.24  This  question  of  mechanism 
is  yet  to  be  answered. 
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cross  the  placenta  and  can  be  ad- 
ministered during  the  antepartum 
course. 

The  necessity  of  immunoglobulin 
following  early  abortion  also  remains 
in  question.  There  is  evidence  that  the 


months.4’  14  Perhaps  these  treated 
women  should  receive  some  form  of 
contraception  until  the  passive  anti- 
bodies are  no  longer  detectable. 

Availability 
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present,  the  supplies  are  quite  limited, 
and  Rhogam  is  available  only  for  con- 
trolled investigations. 
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October  27-28-29,  1968 

HILTON  HOTEL 

CHATHAM  CENTER 

Pittsburgh 

Pittsburgh 

SPECIAL  HIGHLIGHT  - 10th  ANNUAL 

BE  SURE  TO  VISIT  THE 

PENNSYLVANIA  PHYSICIANS  ART  EXHIBIT 

1968  TECHNICAL  EXHIBITS 

Preliminary  Call  to 


the  Annual  Session  and  the 
may  be  found  on  page  14. 


Scientific  Seminars 
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* l&ti 


the  spasm 
reactors 
your  practice 
deserve 


m*-  4 


each  tablet,  capsule  or  each  Donnatal 
5 cc.  of  elixir  (23%  alcohol)  No.  2 


each 

Extentab® 


cyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

pine  sulfate 

0.0194  mg'. 

0.0194  mg. 

0.0582  mg. 

cine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

lobarbital  (%  gr.)  16.2  mg. 

rning:  may  be  habit  forming) 

C/2  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/I'H'ROBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month’s 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A H Robins  Company,  Richmond,  Va.  23220. 
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A Case  Report 


Toluene 


Fatality  from 
Glue  Sniffing 


CHARLES  L.  WINEK,  Ph.D., 
CYRIL  H.  WECHT,  M.D.,  LL.B., 
and  WELLON  D.  COLLOM,  M.S. 

Pittsburgh,  Pennsylvania 


■ At  the  Allegheny  County  Coroner's 
Office,  Pittsburgh,  Dr.  Winek  is  chief 
toxicologist,  Dr.  Wecht  is  chief  foren- 
sic pathologist  and  Mr.  Collom  is  as- 
sistant chief  toxicologist.  All  of  the 
authors  are  associated  with  Duquesne 
University. 

April,  1968 


The  respiratory  route  of  entry  of 
a poison  is  usually  encountered 
in  an  industrial  situation.  The 
victim  of  an  industrial  exposure  usu- 
ally comes  to  a hospital  emergency 
room  with  some  information  as  to 
the  type  of  “poison”  involved. 

Today  the  teenage  and  college  popu- 
lation is  presenting  the  physician  with 
unusual  situations  that  require  some 
chemical  investigation  as  to  the  toxi- 
cant involved.  The  array  of  ingested 
and  inhaled  toxicants  includes  such 
items  as:  morning  glory  seeds,  gelatin 
dessert  containing  powdered  amphet- 
amine and  aspirin,  beer  with  LSD, 
glue  and  rubber  cement,  and  liquid 
pediculosides  containing  tetralin  and 
acetone.  The  sniffing  of  glue  appears 
to  be  a very  popular  “fad”  among 
high  school  students,  probably  because 
glue  is  very  easy  for  them  to  obtain. 

High  school  and  college  students 
use  a five  pound  paper  bag  or  plastic 
bag  as  the  inhalation  chamber.  They 
place  glue  on  the  bottom  of  the  bag 
and  hold  the  bag  over  the  nose  and 
mouth  and  proceed  to  “anesthetize” 
themselves.  They  apparently  experi- 
ence a euphoric  sensation.  Winek  et 
al  1 reported  a death  in  a high  school 
student  from  inhalation  of  benzene 
contained  in  a rubber  cement.  Garrett 
and  Johnson  2 reported  on  the  death 
of  a chronic  glue-sniffer  from  plastic- 
bag  asphyxiation.  Recently  a case  was 
investigated  involving  inhalation  of 
glue  containing  toluene  and  the  use  of 
a plastic  bag. 

Case  Report 

A thirteen-year-old  Caucasian, 
male,  grade  school  student  was  re- 
ceived at  the  coroner’s  office.  He  was 
found  by  his  mother  on  his  bed  with 
a plastic  bag  over  his  head.  The 
plastic  bag  contained  dried  model  air- 
plane cement.  In  addition,  two  other 
plastic  bags  containing  dried  glue  were 
found  in  the  room  as  well  as  four 
partially  empty  tubes  of  glue  contain- 
ing toluene.  Both  feet  were  severely 
burned  from  resting  on  a radiator 
beside  his  bed.  Both  hands  had  dried 
glue  residues  on  various  parts. 

At  autopsy,  the  cut  surfaces  of  the 
lungs  were  extremely  frothy  and  con- 
gested with  diminished  amounts  of 
crepitation  throughout  all  the  lung 
tissue.  Some  petechial  hemorrhages 
were  noted  in  the  region  of  the  larynx 
and  upper  trachea.  The  spleen  was 
slightly  firm  and  congested.  There 
were  no  hemorrhages,  obstructions  or 
ulcerations  seen  anywhere  in  the 
gastrointestinal  tract.  The  liver  was 


dark  red  brown  and  congested.  All 
other  organs  were  unremarkable. 

Toxicological  analyses  of  various 
body  tissue  for  toluene  gave  the  fol- 


lowing results: 

Blood 

Liver 

Kidney 

Brain 

Muscle,  skin 
and  fat 


1.1  mg% 

4.7  mg% 

3.9  mg% 

4.4  mg% 
Insufficient 
recovery  for 
quantitation 


Discussion 

Commercial  glues  and  cements  con- 
taining toluene  (methy  benzene)  all 
contain  small  amounts  of  benzene  as 
an  impurity.  Toluene  and  benzene 
are  both  considered  to  be  pharma- 
cological narcotics,  toluene  being  a 
more  powerful  narcotic  and  more 
acutely  toxic  than  benzene.3 

Von  Oettingen  et  al 4 reported  a 
level  of  0.73  mg  percent  in  blood  of 
men  exposed  to  300  ppm  of  toluene 
in  air. 

The  boy  in  this  case  had  been  dead 
for  at  least  twelve  hours  before  he 
was  discovered.  The  temperature  of 
the  room  and  the  time  element  in- 
volved account  for  the  levels  of 
toluene  that  were  obtained.  Adequate 
time  permitted  partial  dissipation  of 
the  inhaled  toluene. 

Absorbed  toluene  is  eliminated  par- 
tially in  the  expired  air  and  partially 
oxidized  to  benzoic  acid,  conjugated 
with  glycine  and  excreted  as  hippuric 
acid  in  the  urine.  Examination  of  the 
urine  for  hippuric  acid  concentration 
in  patients  suspected  of  sniffing  glue 
can  be  helpful  in  diagnosis. 

The  threshold  limit  value  (TLV) 
for  toluene  is  200  ppm  and  for  ben- 
zene 25  ppm.5  In  the  case  presented, 
the  concentration  of  toluene  inside  the 
plastic  bag  tremendously  exceeded  the 
200  ppm  value.  Apparently  the  boy 
was  narcotized  by  the  toluene  and  then 
asphyxiated  in  the  plastic  bag.  The 
autopsy  findings  and  toxicological 
analyses  substantiate  this  conclusion. 

REFERENCES 

1.  Winek,  C.  L.,  Collom,  W.  D.,  and  Wecht, 

C.  H.:  Fatal  benzene  exposure  by  glue-sniffing. 
The  Lancet,  March  25,  1967,  p.  683. 

2.  Garrett,  G.,  Johnson,  J.:  Plastic-bag 

asphyxia  in  a glue-sniffer.  The  Lancet,  April 
29,  1967,  p.  954. 

3.  Gerarde,  H.  W.,  contributor:  Industrial 

Hygiene  and  Toxicology.  2:  1226,  1966.  John 
Wiley  and  Company. 

4.  Von  Oettingen,  W.  F.,  Neal,  P.A.  and 
Donahue.  D.D.,  JAMA,  118:579,  1942. 

5.  American  Conference  on  Governmental 
Industrial  Hygienists,  Threshold  Limit  Values 
for  1966. 
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cardiovascular  briefs 


Selection  of  Patients  for  Cardiac  Surgery 


What  categories  of  cardiac  patients 
qualify  for  surgical  treatment? 

Dr.  Schreader:  Selected  patients  of 
various  categories  may  qualify  for  sur- 
gical treatment,  namely  congenital 
heart  disease,  post  rheumatic  heart 
disease,  coronary  heart  disease  and 
other  degenerative  cardiac  disease 
states. 

What  makes  up  an  adequate  patient 
evaluation  in  deciding  for  or  against 
surgical  intervention  in  a cardiac  pa- 
tient? 

Dr.  Kuber:  An  adequate  patient 

evaluation  before  deciding  for  or 
against  surgical  intervention  in  a pa- 
tient with  heart  disease  depends  pri- 
marily upon  the  history,  physical  ex- 
amination, x-ray  study  and  electro- 
cardiogram. Special  laboratory  studies 
may  likewise  be  carried  out.  The 
primary  cardiovascular  pathology  of 
the  patient  should  be  determined  by 
a group  of  specialists  in  a modern 
cardiovascular  diagnostic  laboratory. 
This  may  include  cardiac  catheteriza- 
tion, cine  angiography,  or  selective 
angiography.  The  severity  of  the  sec- 
ondary manifestations  of  the  primary 
pathology  must  also  be  considered, 
since  a most  profound  influence  on  the 
risk  the  patient  runs  and  the  benefit 
he  derives  from  successful  surgery  de- 
pend on  this  and  the  general  condi- 
tion of  the  patient.  The  age  of  the 
cardiac  lesion,  together  with  its  effect 
upon  other  organs,  must  be  considered 
seriously  before  surgery  is  contem- 
plated. The  patient  less  than  fifty  years 
of  age  in  whom  medical  management 
has  failed  becomes  a candidate  for 
surgical  intervention. 

How  do  associated  disease  states  af- 
fect your  decision  regarding  cardiac- 
surgery  for  a patient? 

Dr.  Etzl:  Despite  the  recent  spec- 
tacular advances  in  cardiac  surgery, 
now,  more  than  ever,  the  physician 
must  select  properly  the  patients  for 
cardiac  surgery  and  recommend  only 
those  procedures  that  will  reasonably 
improve  well-being  and  prolong  life. 
This  requires  total  evaluation  of  the 


cardiac  patient.  Any  associated  dis- 
ease states,  such  as  blood  dyscrasias, 
hepatic  or  renal  disease,  chronic  pul- 
monary disease  or  cerebral  vascular 
deficiency,  if  present,  would  definitely 
affect  the  decision  to  recommend  car- 
diac surgery.  In  addition,  the  com- 
plications associated  with  anesthesia 
and  the  operative  procedure  itself,  to- 
gether with  the  presence  of  any  of 
these  associated  disease  states  would 
unfavorably  affect  the  outcome,  in- 
crease morbidity  and  mortality  and 
could  not  be  justified. 

Does  surgical  intervention  ever  pro- 
duce a cure  in  cardiac  patients? 

Dr.  McGarry:  It  depends  on  the 
type  of  heart  disease  which  is  present 
whether  a “cure”  is  achieved  with 
cardiac  surgery.  As  far  as  congenital 
heart  disease  is  concerned,  this  almost 
always  can  be  “cured”  by  cardiac  sur- 
gery. With  this  type  of  heart  involve- 
ment, an  anatomical  cure,  as  far  as 
visualization  of  the  myocardium  or 
histologic  sections  of  the  myocardium 
post-operatively  are  concerned,  does 
not  occur.  However,  the  most  im- 
portant thing  is  that,  physiologically, 
a cure  is  achieved.  In  these  patients 
the  cardiovascular  hemodynamics  have 
been  shown  repeatedly  to  return  to 
normal,  including  the  degree  of  pul- 
monary hypertension,  the  level  of  sys- 
tolic pressure  in  the  ventricles,  or  the 
end-diastolic  pressure  in  the  ventricles. 
Routine  post-cardiac  surgical  chest 
roentgen  studies  for  heart  size  dem- 
onstrate improvement  in  most  in- 
stances. The  acoustical  abnormalities 
previously  present  are,  in  all  cases, 
ameliorated  and  in  approximately  50 
percent  of  the  patients,  at  least  in 
those  with  mitral  valve  disease,  the 
physical  signs  become  normal.  Na- 
turally, if  prosthetic  valves  are  re- 
quired, one  does  not  achieve  a normal 
acoustical  situation.  Basically,  how- 
ever, with  our  present-day  surgical 
technics,  we  have  returned  most  pa- 
tients to  a relatively  normal  physiolog- 
ical existence  or  “physiological  cure.” 

Surgical  advances  in  the  cardiovascular 
field  in  the  past  two  decades  have 


been  rapid  and  significant.  How  has 
this  affected  the  medical  practice  of 
cardiology? 

Dr.  Schreader:  Definitive  lesion 

diagnosis  has  become  more  impor- 
tant. Both  acquired  and  congenital 
lesions  have  now  been  operated  upon 
successfully  and  accurate  diagnosis  is 
important  in  the  selection  of  patients 
for  surgery.  The  newer  modalities  of 
therapy  likewise  enable  the  cardiologist 
to  manage  effectively  the  operable  pa- 
tient pre  and  post-operatively. 

■ William  G.  Leaman,  Jr.,  M.D., 
questions  Charles  J.  Schreader,  M.D., 
and  Michael  Etzl,  M.D.,  Nazareth 
Hospital,  Matthew  Kuber,  M.D.,  Holy 
Redeemer  Hospital,  John  McFadden, 
M.D.,  Lower  Bucks  County  Hospital, 
and  Thomas  McGarry,  M.D.,  Hahne- 
mann Hospital,  Philadelphia,  Pennsyl- 
vania. 

■ William  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  coopera- 
tion with  the  Pennsylvania  Heart  As- 
sociation. 


18th  ANNUAL  SCIENTIFIC 
SESSION,  PENNSYLVANIA 
HEART  ASSOCIATION 

May  3 and  4,  1968 
Chatham  Center,  Pittsburgh 

“TOTAL  CORONARY 
CARE” 

Faculty  of  20  leading  special- 
ists; 11  hours  of  AAGP  credit. 
Emphasis  on  revolution  in  coro- 
nary artery  disease,  intensive 
care,  treatment,  shock,  emotion- 
al aspects,  rehabilitation. 
Advance  Registration  (deadline 
April  10):  $35  with  meals;  $25 
without  meals.  Registration  aft- 
er April  10:  $30  without  meals. 
Write  local  Heart  Chapter  or: 
Pennsylvania  Heart  Association, 
Box  2435,  Harrisburg,  Pa. 
17105. 
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THE  PENNSYLVANIA  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

cordially  invites  members  of  the 

PENNSYLVANIA  MEDICAL  SOCIETY 
and  all  Eye.  Ear.  Nose  and  Throat  Physicians  and  their  Wives 

to  attend  the 

ACADEMY  S 25th  ANNUAL  MEETING 

Bedford  Springs  Hotel,  Bedford,  Pa.f  May  15-18,  1968 

Guest  of  Honor:  Dean  M.  Lierle,  M.D.,  Iowa  City,  Iowa 


THE  PROGRAM 

Joint  Session 

Symposium:  Important  Drug  Therapy 

Your  Ocular  Tension  by  Applanation  Tonometry 


OPHTHALMOLOGY  OTOLARYNGOLOGY 


Scientific  Sessions 


Symposium: 

Technique  of  Posterior  Segment  Cryosurgery 
Newer  Problems  in  Cataract  Technique 
Management  of  Congenital  Cataract  and  Rubella  Syn- 
dromes 


Conservation  of  Hearing  Program  in  Pennsylvania 
Otitic  Brain  Abscess 
Cryosurgery  of  the  Labyrinth 
Clinical  Lessons  from  Histopathology 


Instruction  Courses 


Useful  Surgical  Landmarks 

Gonioscopy — Technique  and  Clinical  Importance 
Technique  of  Applanation  Tonometry 
Management  of  Aphakic  Glaucoma 
Ophthalmoscopic  Interpretation  of  Fundus  Disease 
Paralytic  Strabismus — Horizontal  and  Vertical 


Eye  Medical  Motion  Pictures 
Ophthalmological  Study  Club 


Practical  Contact  Lens  Fitting  Techniques 
Fluorescin  Angiography  in  Fundus  Lesions 
A Clinical  Study  of  Alum-Precipitated  Extract  in  Treatment 
of  Ragweed  Rhinitis 

Surgical  Management  of  Deep  Parotid  Lobe  Tumors 
Electronystagmography  in  Clinical  and  Medicolegal  Uses 
Ligation  Technique  for  ENT  Hemorrhage 
Medical  Use  of  Trace  Elements 

ENT  Medical  Motion  Pictures 
Otolaryngological  Boutiques 


SPECIAL  ACTIVITIES  FOR  THE  LADIES  - GOLF  - ENTERTAINMENT  - FLOWER  ARRANGEMENTS 

For  further  information,  write  to: 

Joseph  A.  Cipcic,  Secretary 

Pennsylvania  Academy  of  Ophthalmology  & Otolaryngology 
1501  Locust  St.,  Pittsburgh,  Pa.  15219 

For  room  reservations  write  directly  to: 

Bedford  Springs  Hotel 
Bedford,  Pa.  15522 

APRIL,  1968 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator) 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


I 


^ed  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


flss  confused  and  moody.  Personal  care,  memory, 
motional  stability,  social  attention  improve.  Fatigue, 
oathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
frmit  your  patients  to  enjoy  the  benefits  of  time- 
folonged  nicotinic  acid/pentylenetetrazol  therapy, 
« an  economical  price.  Dosage  is  only  one  tablet  every 
1 hours. 

(<ntraindications : There  are  no  known  contraindica- 
t>ns. 

l ecautions:  Exercise  caution  when  treating  patients 
' th  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage : One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11:6 17  (July)  1960. 


“ First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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New  Learning  Opportunities 

in  the  Internship 


CLEMENT  R.  BROWN,  M.D. 
Philadelphia,  Pennsylvania 


During  its  annual  convention  in 
June  1966  the  House  of  Dele- 
gates of  the  AMA  approved 
significant  changes  in  the  definition 
of  a rotating  internship.1  Even  as  we 
moved  to  implement  these  changes,  at 
least  six  reports  of  major  significance 


to  medical  education  were  released  in  I 
“The  Year  of  The  Big  Look.”  2 Two 
of  these  reports,  The  Millis  Commis- 
sion Report,  The  Graduate  Education 
of  Physicians,3  and  the  report  of  the 
Ad  Hoc  Committee  on  Education  for 
Family  Practice,  Meeting  the  Chal- 
lenge of  Family  Practiced  recom- 
mend that  the  internship  he  dropped 
as  a separate  educational  experience. 

It  seems  pertinent  then  to  ask,  what 
now  is  the  significance  of  changes  in 
the  rotating  internship  since  it  will  ! 
continue  in  existence,  in  all  probabil- 
ity, for  only  a few  years,  if  that  long. 
We  can  certainly  answer  that  the 
changes  are  significant  at  least  for  the 
interim  period  while  the  internship 
still  exists.  But,  as  many  have  sug- 
gested, there  will  always  be  a first 
post  medical  school  year.  Possibly  the 
changes  adopted  for  this  year  will  have 
significance  even  if  we  no  longer  refer 
to  it  as  the  “internship”  but  it  be- 
comes the  first  year  of  a more  ex- 
tended graduate  education  program 
for  a medical  specialty — including  the 
anticipated  specialty  of  Family  Prac-  j 
tice. 

A more  basic  consideration  is  that  1 
these  changes  could  portend  a move- 
ment to  an  emerging  needs  approach 
to  curricular  design.  Certainly  cur-  1 
ricular  development  based  on  an 
emerging  needs  approach  must  be 
highly  applicable  to  continuing  medi- 
cal education  considering  the  great 
variability  of  needs  as  physicians  be- 
come more  differentiated  in  their  role 
beyond  graduate  medical  education, 
although  this  approach  is  rarely  used 
in  current  continuing  education  pro- 
grams. If  it  should  be  applicable  at 
the  level  of  continuing  medical  edu- 
cation, why  not  in  graduate  educa- 
tion programs.  Whether  this  be  so, 
we  now  have  the  opportunity  to  test 
this  approach  at  the  first  year  level 
of  graduate  medical  education,  and 
depending  on  its  applicability  in  that  * 
year,  currently  called  the  “internship,”  i 
further  application  may  well  be  ap- 
propriate. Possible  extension  of  these  j 
changes,  however,  seems  a topic  for  | 
further  exploration  when  more  experi- 
ence is  available.  For  the  present,  | 
let  us  explore  the  possible  new  edu-  I 
cational  advantages  to  the  learner,  cur-  i 
rently  known  as  an  intern,  after  I 
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briefly  noting  the  background  for  and 
a description  of  these  changes. 


Background  for  Change 


During  the  past  few  years  the 
Internship  Review  Committee  and  the 
Internship  Task  Force  of  the  AMA 
Council  on  Medical  Education  have 
given  continuing  study  to  possible  re- 
visions in  the  structure  of  the  rotat- 
ing internship.  These  two  groups  ad- 
vised the  Council  that  rigid  require- 
ments for  rotating  internship  were  not 
in  the  best  interest  of  interns  or  the 
hospitals  in  which  they  were  receiving 
their  education.  It  was  felt  that  the 
] definition  of  a rotating  internship  was 
: unduly  restrictive  and,  in  fact,  was 
inconsistent  with  other  statements  in 
(the  “Essentials  of  an  Approved  Intern- 
I ship”  that  related  to  flexibility  in  pro- 
gramming. It  also  became  apparent 
that  an  increasing  number  of  pros- 
pective interns  were  choosing  the 
i mixed  internship  rather  than  the 
rotating  internship.  These  and  other 
considerations  provided  the  impetus 
I for  change. 

Description  of  Change 

In  the  revised  definition  of  a rotat- 
ing internship  there  are  only  two  basic 
requirements.  First,  the  time  alotted 
to  internal  medicine  may  not  be  less 
than  four  months,  and  second,  no 
elective  assignment  may  be  of  less 
than  two  months  duration.  Thus  a 
rotating  internship  may  include  rota- 
tion through  only  two  or  as  many  as 
five  services.  Elective  rotations  may 
be  selected  from  any  of  the  major 
services  or  from  the  various  subspe- 
cialties. In  addition  to  internal  medi- 
cine, an  intern  may  elect  a major 
rotation  of  four  to  eight  months  from 
the  services  of  surgery,  pediatrics,  ob- 
stetrics and  gynecology,  psychiatry, 
pathology,  radiology  and  anesthesi- 
alogy.  With  this  change  in  descrip- 
tion of  the  rotating  internship  it  is 
ipparent  that  all  of  the  various  types 
tf  mixed  internship  will  now  be  in- 
:luded  under  the  title  of  rotating  in- 
ernship.  The  straight  internship  re- 
nains  unchanged,  including  the  re- 
quirement that  a hospital  have  an 
approved  residency  in  a specialty  be- 
ore  approval  is  considered  for  straight 
nternship  in  that  specialty.  There  is 
10  such  requirement  for  the  revised 
otating  internship. 

Advantages  to  the  Intern  Learner 


In  making  these  changes  in  the 
iternship,  the  Council  has  indicated 
number  of  advantages  that  will 
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accrue  both  to  the  intern  and  to  the 
hospital.  Inasmuch  as  the  intern  looks 
forward  to  this  year  in  the  hospital 
as  an  educational  experience,  let  us 
examine  his  possible  new  learning  op- 
portunities. 

Learning — A Personal  Process 

To  the  intern  as  a learner,  the 
change  in  internship  regulations  im- 
plies recognition  of  the  fact  that  learn- 
ing is  a very  personal  process.  Al- 
though it  is  true  that  every  intern 
has  the  background  of  a medical 
school  education,  it  should  be  easily 
understood  that  there  is  a great  differ- 
ence in  individual  preparation.  Each 
medical  school  is  a little  different 
from  any  other  and,  more  important, 
each  graduate  of  a single  medical 
school  has  individual  traits  different 
from  any  other  graduate  of  the  same 
school.  Of  course,  many  of  the  differ- 
ences in  interns  have  nothing  to  do 
with  the  medical  school  education. 
The  intern’s  physique,  health,  temper- 
ment,  and  motivation  all  influence  his 
learning.  Some  interns  come  from 
rural  areas,  many  from  urban  areas, 
and  all  have  varying  social,  economic 
and  ethnic  backgrounds.  With  respect 
to  medical  school  background,  each 
intern  has  different  strengths  and 
weaknesses  based  on  his  ability  and 
interests  as  well  as  on  the  capability 
of  the  faculty  and  even  the  facilities 
of  his  medical  school.  Even  more  im- 
portant, each  intern  should  have  spe- 
cific goals.  Most  will  be  entering  prac- 
tice in  a specialty  while  others  will 
select  general  practice.  Some  will 
anticipate  a life  of  teaching  and  re- 
search, administrative  medicine,  or 
other  special  fields.  With  these  differ- 
ing backgrounds  and  goals  each  in- 
tern should  have  his  own  expecta- 
tions with  respect  to  internship.  The 
revised  rotating  internship  recognizes 
these  differences  by  permitting  pro- 
gramming to  meet  individual  needs, 
desires  and  capabilities.  All  of  the 
other  new  learning  opportunities 
which  will  be  discussed  stem  from  this 
recognition  of  learning  as  a personal 
process. 

Motivation 

Learning  is  said  to  be  more  effi- 
cient and  effective  when  the  learner 
is  well  motivated.  But  what  is  motiva- 
tion and  how  do  we  motivate  an 
intern?  Motivation  has  been  des- 
scribed  as  an  internal  force  which, 
when  aroused  by  an  appropriate  stim- 
ulus or  incentive,  leads  to  more  in- 
tense activity  than  otherwise  would 


have  been  present.  It  is  a force  which 
is  within  the  learner.  But  how  do  we 
activate  this  force?  We  provide  in- 
centives which  the  learner,  the  intern, 
cares  about.  Fortunately  there  are  not 
many  extrinsic  incentives— grades, 
medals,  commendations — that  can  be 
offered  in  the  internship.  There  are 
however,  intrinsic  incentives  which  re- 
late task  to  goal.  In  the  revised  intern- 
ship we  can  closely  relate  the  intern’s 
present  learning  situations  to  his  future 
goals.  In  planning  with  the  intern  a 
program  that  satisfies  his  wishes  and 
desires  with  respect  to  his  future  goals, 
we  can  make  use  of  these  intrinsic 
incentives,  which  evoke  powerful  mo- 
tivating forces.  The  learner-intern  will 
be  more  highly  motivated  because  he 
will  be  getting  what  he  wants  rather 
than,  as  in  the  past,  what  we  insisted 
that  he  receive.  But  does  he  always 
need  what  he  wants?  Not  necessarily, 
but  we  should  help  him  to  determine 
what  he  truly  needs  rather  than  force 
him  to  accept  what  we  think  he  needs. 
This  may  seem  a difference  too  subtle 
to  be  meaningful  but  it  is  critically 
important,  because  it  represents  the 
difference,  again,  between  using  in- 
trinsic incentives  which  we  have 
helped  the  intern  discover  and  which 
are  more  highly  motivating,  and  ex- 
trinsic incentives,  artificial  goals — 
“take  it  from  us,  you  need  to  know 
these  things;  you  need  to  reach  these 
goals.”  If  we  can  determine  the  in- 
tern’s wants  as  he  sees  them  and  some- 
how make  them  correspond  to  his 
real  needs  as  we  help  him  to  dis- 
cover them,  we  can  use  these  goal- 
related,  intrinsic  incentives  to  evoke 
those  motivating  forces  which  will  se- 
cure significant  educational  advan- 
tages. 

“Begin  Where  the  Learner  Is” 

With  our  new  opportunity  to  in- 
dividualize intern  programs  we  can 
also  “begin  where  the  learner  is.”  If 
an  intern  can  demonstrate  at  the  be- 
ginning of  a service  that  he  has  al- 
ready acquired  certain  skills,  it  should 
be  possible  to  build  on  his  existing 
skills  rather  than  expect  him  to  begin 
again.  For  example,  an  intern  who 
has  attended  a medical  school  where 
he  performed  twenty  or  thirty  normal 
deliveries  should  start  on  an  obstetri- 
cal service  at  quite  a different  level 
from  the  intern  who  has  attended  a 
medical  school  where  he  merely  ob- 
served a few  normal  deliveries.  Might 
not  the  former  intern  be  expected  to 
perform  a reasonable  number  of  com- 
plicated deliveries  during  internship, 
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particularly  if  his  goals  include  going 
into  general  practice  in  a rural  area 
where  such  deliveries  may  be  his  sole 
responsibility?  An  intern  who  as  a 
medical  student  performed  a large 
number  of  technical  procedures  on 
infants  and  children  might  assume 
quite  different  responsibilities  than  the 
intern  with  limited  technical  skills. 
Indeed,  depending  on  his  goals,  it  may 
even  be  inappropriate  to  “begin”  at 
all  with  an  intern  if  he  will  not  have 
an  opportunity  to  practice  the  skills 
he  will  be  learning  because  without 
practice  such  skills  will  soon  be  lost. 

Rate  of  Learning  Differs 

To  the  extent  that  a program  is 
individualized,  it  becomes  possible  to 
consider  the  intern's  rate  of  learning. 
This  variable  is  also  highly  personal. 
It  is  unreasonable  to  assume  that  two 
interns  with  the  same  general  back- 
ground and  the  same  wants  and  needs 
in  internship  will  require  the  same 
period  of  time  to  achieve  their  goals. 
Every  intern  should  not  need  precisely 
four  months  on  surgery  to  acquire 
educational  goals  which  are  reason- 
able for  this  service  at  this  level.  An- 
other of  the  impediments  to  learning 
which  the  revised  rotating  internship 
has  removed  is  the  requirement  that 
the  learner  be  expected  to  achieve 
unrealistic  goals.  If  a goal  is  to  be 
reasonable  or  realistic,  sufficient  time 
must  be  allowed  to  acquire  it.  In  the 
past  the  length  of  time  an  intern  spent 
on  a service  in  a rotating  internship 
was  rather  rigidly  predetermined  and 
was  not  necessarily  related  to  the 
amount  of  time  it  might  take  him  to 
achieve  the  established  goals.  Of 
course,  the  amount  of  time  to  achieve 
a goal  may  vary  not  only  with  the 
intern’s  rate  of  learning  but  also  with 
other  factors  such  as  the  difficulty  in 
achieving  a given  goal  under  any 
circumstances.  Once  goals  are  estab- 
lished it  will  be  possible  to  provide  a 
sufficient  period  of  time  on  a service 
to  acquire  them.  An  intern  who  plans 
to  be  a urologist  may  have  a more 
specific  goal  of  pediatric  urology  and 
may  wish  to  prepare  himself  for  this 
subspecialty  by  attaining  certain  ex- 
periences on  a pediatric  service.  In 
the  present  revision  of  the  internship 
it  will  be  possible  for  this  intern  to 


remain  on  pediatrics  until  he  has 
achieved  the  goals  he  has  set  for  him- 
self rather  than  being  compelled  to 
abandon  these  goals  after  an  arbitrary 
period  of  two  months.  This  is  impor- 
tant because  learning  is  enhanced 
when  there  is  feed-back  to  the  stu- 
dent that  definite  goals  have  been  at- 
tained. One  might  say  that  success 
breeds  success.  On  the  other  hand 
when  goals  which  are  unrealistic  and 
unachievable  are  established,  their 
lack  of  attainment  may  be  an  impor- 
tant factor  in  discouraging  further 
learning. 

Meaningful  and  Relevant  Goals 

Under  the  new  revisions  specific 
educational  objectives  or  goals  for  the 
intern  can  now  be  made  much  more 
meaningful  and  relevant  to  the  in- 
tern's anticipated  residency  and  prac- 
tice situations.  An  intern  who  has 
had  extensive  obstetrical  experience 
in  medical  school  and  who  plans  to 
practice  internal  medicine  in  a large 
city  may  not  want  or  need  further 
obstetrical  experience  during  intern- 
ship. While  at  first  thought  it  might 
seem  ideal  for  any  physician  to 
acquire  a great  number  of  skills  dur- 
ing his  internship,  our  knowledge  of 
the  retention  of  skills,  both  mental 
and  physical,  indicates  that  they  will 
be  retained  for  only  a short  period 
of  time  unless  they  are  practiced  con- 
stantly. If  this  same  intern  were  to 
take  a residency  and  then  go  into  the 
practice  of  internal  medicine  the 
acquisition  of  certain  obstetrical  skills 
during  internship  would  appear  to  be 
rather  questionable.  Such  an  intern 
may  also  wish  to  acquire  only  certain 
limited  skills  during  his  surgical  rota- 
tion. For  example,  a reasonable  goal 
may  be  problem  solving  and  decision 
making  with  respect  to  surgical  diag- 
nosis. As  an  internist  he  will  see  pa- 
tients on  whom  it  will  be  necessary 
to  make  a diagnosis  which  will  ulti- 
mately require  surgical  intervention 
as  appropriate  therapy.  While  this 
skill  could  certainly  be  acquired  and 
practiced  on  a medical  service  there 
will  ordinarily  be  a greater  opportunity 
to  attain  this  goal  on  a surgical  ser- 
vice. It  might  also  be  reasonable  to 
expect  that  as  a future  internist  he 
might  be  particularly  interested  in  pre- 


operative management  to  the  extent 
that  such  learning  will  assist  him  in 
deciding  what  studies  and  treatments 
might  be  ordered  to  assure  his  patient 
the  best  operative  results,  particularly 
when  the  patient  has  associated  dis- 
eases. The  same  intern  might  find  it 
inappropriate  to  acquire  the  technical 
operative  skills  of  surgery  which  will 
soon  be  lost  because  he  would  not 
expect  to  practice  them  during  a medi- 
cal residency  or  as  an  internist.  An- 
other intern  may  anticipate  going  into 
general  practice  in  an  area  where  he 
will  be  expected  to  do  nonoperative 
orthopedics  and  care  for  minor 
trauma.  It  would  certainly  be  ap- 
propriate to  provide  such  an  intern 
with  an  opportunity  to  manipulate 
fractures  for  a period  of  time  neces- 
sary to  acquire  a reasonable  amount 
of  skill  in  this  area.  A four  month 
period  on  an  accident  service  where 
the  intern  did  not  go  to  the  operating 
room  but  spent  considerable  time  in 
the  emergency  room  performing 
manipulative  orthopedics  and  caring 
for  minor  trauma  would  certainly  pro- 
vide such  an  intern  with  more  mean- 
ingful and  relevant  goals  than  a four 
month  rotation  in  general  surgery 
where  much  time  may  be  spent  in 
learning  operative  techniques.  If  we 
are  primarily  interested  in  learning  in 
the  internship  rather  than  providing 
service,  we  can  establish  experiences 
which  are  meaningful  and  relevant 
with  respect  to  future  goals  and  thus 
insure  more  effective  and  efficient 
learning. 

Precise  Well-defined  Goals 

Finally,  if  the  goals  on  a given  ser- 
vice are  precise  and  well-defined  there 
will  be  a greater  chance  that  meaning- 
ful learning  will  take  place.  With  the 
revision  of  the  internship  it  will  now 
be  necessary  to  individualize  rotation 
programs  with  each  intern,  including 
assignment  of  specific  amounts  of 
time.  It  will  be  even  more  important, 
however,  to  arrange  specific  goals  for 
each  period  of  the  rotation.  When 
goals  are  planned  with  this  degree  of 
precision  it  is  not  only  possible  to 
establish  appropriate  learning  oppor- 
tunities but  it  is  also  possible  to  evalu- 
ate the  extent  to  which  the  goals  are 
being  realized.  As  already  noted  this 
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allows  for  feed-back  in  the  educa- 
tional process.  Further  learning 
should  be  considerably  improved  as 
success  in  moving  towards  precisely 
stated  objectives  can  be  measured  and 
the  intern  can  see  objective  evidence 
of  progress  towards  attainment.  For 
example,  if  problem  solving  for  pa- 
tient management  is  accepted  as  a 
specific  objective  on  the  medical  ser- 
vice and  this  objective  is  further 
broken  down  into  the  component  parts 
of  data  gathering,  data  analysis  and 
interpretation,  the  intern  can  appre- 
ciate his  progress  as  he  moves  through 
the  service.  He  now  less  frequently 
rationalizes  away  inconsistant  data, 
collects  irrelevant  data,  acts  on  insuffi- 
cient data,  disregards  old  records,  and 
omits  discussion  with  the  patient’s  pre- 
vious physicians.  He  begins  to  achieve 
objective  evidence  of  progress  towards 
his  goal  of  valid  problem  solving. 
Lack  of  specific  goals  has  been  one 
of  the  greatest  problems  for  the  in- 
tern in  the  past.  If  we  do  not  know 
where  the  intern  is  going  we  can 
hardly  tell  if  he  has  arrived.  The 
revision  of  the  internship  would  seem 
to  require  more  extensive  planning  if 
there  is  to  be  a rational  basis  for 
decisions  concerning  types  and  length 
of  rotations.  Unfortunately,  it  will 
still  be  possible  to  avoid  such  plan- 
ning. 

Problems 

We  have  mentioned  a number  of 
the  advantages  which  should  accrue 
to  the  intern  as  a learner  as  a result 
of  the  revisions  in  the  rotating  intern- 
ship program.  There  are  at  least  two 
problems  which  this  revision  brings 
to  our  attention.  First,  it  has  been 
our  experience  in  developing  an  in- 
ternship program  which  seeks  to  meet 
the  needs  of  the  individual  that  be- 
cause of  their  experience  in  a rela- 
tively rigid  medical  school  cirriculum 
many  prospective  interns  are  poorly 
prepared  to  assist  us  in  planning  their 
own  program.  While  this  problem 
definitely  exists,  it  should  not  in  the 
least  deter  us  from  our  goal  of  seek- 
ing to  elicit  the  help  of  the  intern 
in  planning  his  own  program.  It  is 
quite  obvious  that  one  of  the  greatest 
needs  of  the  practicing  physician  is 
the  ability  to  plan  for  his  own  com- 
prehensive and  continuing  medical 
education.  If  advantages  are  taken  of 
the  changes  in  the  internship  program 
as  suggested  here,  the  intern  should 


be  better  prepared  for  this  responsi- 
bility of  planning  for  his  continuing 
education. 

The  second  problem  which  the  revi- 
sion brings  to  our  attention  is  the  con- 
flict between  service  and  education.  If 
the  intern  is  allowed  to  choose  the 
services  on  which  he  will  rotate  and 
to  determine  to  a great  extent  his 
own  educational  program,  depart- 
ments within  hospitals  who  have  in- 
terns primarily  for  service  may  find 
themselves  uncovered.  As  a result  of 
the  current  revisions,  it  may  be  ex- 
pected that  interns  will  select  those 
departments  which  they  know  will 
provide  them  with  a good  educational 
experience. 

Summary 

The  current  revision  of  the  rotating 
internship  program  should  provide 
significant  new  learning  opportunities 
for  the  intern.  At  least  an  increased 
potential  for  learning  is  at  hand.  It 
still  must  be  actualized. 

These  changes  represent,  to  a cer- 
tain extent,  a curriculum  based  on 
the  emerging  needs  theory.  If  sub- 
sequent evaluation  indicates  that  more 
effective  and  efficient  learning  has 
taken  place,  the  changes  discussed 
here  for  the  first  post-medical  school 
year,  currently  called  the  ‘internship,” 
may  be  applicable  to  the  full  program 
of  graduate  medical  education.  They 
would  certainly  seem  applicable  to 
programs  of  continuing  education 
where  needs  of  individual  physicians 
are  ever  so  much  more  variable  and 
where  the  principle  of  diagnosis  of 
educational  need  should  be  applied 
before  educational  therapy  is  pre- 
scribed. 
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Buy  Bonds 


They  do. 


Why  do  our  servicemen  buy  U.S.  Sav- 
ings Bonds  ? Their  reasons  are  the  same 
as  yours  and  mine:  saving  for  the  fu- 
ture, supporting  freedom.  And  because 
they’re  fighting  for  freedom,  too,  may- 
be servicemen  see  the  need  more  clearly 
than  many  of  us.  Buy  Bonds.  In  more 
than  one  way,  it  makes  you  feel  good. 

New  Freedom  Shares 

Now,  when  you  join  the  Payroll  Savings 
Plan  or  the  Bond-a-Month  Plan,  you 
are  eligible  to  purchase  the  new  type 
U.S.  Savings  Notes  — Freedom  Shares 
— as  a bonus  opportunity.  Freedom 
Shares  pay  4.74%  when  held  to  matu- 
rity of  just  four-and-a-half  years  (re- 
deemable after  one  year),  are  available 
on  a one-for-one  basis  with  Savings 
Bonds.  Get  the  facts  where  you  work  or 
bank. 

Join  up.  America  needs  your  help. 

U.S.  Savings  Bonds, 
new  Freedom  Shares 
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The  Physician s Viewpoint 


Daniel  Ransohoff 

Comprehensive  Areawide 
Health  Planning  (PL  89-749) 

MATTHEW  MARSHALL,  JR.,  M.D.  Pittsburgh,  Pennsylvania 


The  American  Medical  Associa- 
tion has  endorsed  the  activities 
of  voluntary  planning  agencies 
dealing  with  health  facilities  and  ser- 
vices. To  he  considered  voluntary, 
agencies  must  be  established  for  the 
primary  purpose  of  aiding  health 
leaders  and  organizations  in  planning 
the  optimum  effective  and  efficient  use 
of  the  health  facilities  in  their  com- 
munity and  to  create  conditions  which 
enable  individuals  and  institutions  to 
plan  their  future  development  in  rela- 
tion to  established  community  needs. 

If  voluntary,  such  an  agency  does 
not  plan  for  a hospital,  health  depart- 
ment or  physicians  but  attempts  to 
devise  ways  in  which  the  services  for 
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which  they  are  responsible  can  be  de- 
livered more  effectively  or  efficiently. 

Prom  the  point  of  view  of  the 
American  Medical  Association, 
proper  objectives  of  our  medical  so- 
ciety would  be:  (1)  to  insure  a 

proper  blend  of  interest  on  the  policy- 
making board  of  community  health 
facility  planning  agencies;  (2)  to  help 
formulate  the  purposes  and  stated  ob- 
jectives of  the  agency;  (3)  to  attempt 
to  assure  that  the  planning  carried 
on  by  the  agency  continues  to  serve 
the  best  interest  of  the  community 
with  respect  to  quality  of  medical 
care;  (4)  to  assure  a system  of  checks 
and  balances  so  that  mandatory 
powers  are  not  so  restrictive  that  its 


primary  emphasis  becomes  one  of  cost 
control  as  opposed  to  the  provision 
of  the  finest  facilities  for  the  best 
quality  of  medical  care  at  the  lowest 
possible  cost;  (5)  and  to  insure  that 
the  educational  and  promotional  ma- 
terials are  medically  sound  and  ethi- 
cally presented. 

Recently  John  Harris,  M.D.,  Presi- 
dent of  the  Pennsylvania  Medical  So- 
ciety, stated:  “adequate  health  care  for 
all  Americans  has  moved  from  the 
realm  of  a debatible  social  issue  to  a 
position  of  public  policy.  This  is  a pro- 
found fact.  The  Pennsylvania  Medical 
Society  knows  this.  We  are  clearly 
aware  today  that  we  are  living  in  a 
time  of  transition,  an  age  of  shifting 
social,  economic,  and  political  realities 
which  envelop  all  who  are  concerned 
with  health  care,  be  they  providers, 
consumers  or  insurers.  In  consequence, 
organized  medicine  is  moving  toward 
a somewhat  cooperative,  participative 
arrangement  with  other  groups  includ- 
ing government  who  are  concerned 
with  health  care  but  the  scope  and 
direction  are  not  yet  clearly  per- 
ceived.” 

The  Allegheny  County  Medical  So- 
ciety subscribes  to  planning  directed 
toward  improvement  in  health  care 
and  assures  that  it  will  assume  its 
proper  responsibilities  for  leadership 
in  this  effort.  We  believe  that  quality 
medical  care  should  be  available  to  all 
individuals  regardless  of  race,  religion, 
nationality,  or  economic  status  but 
realize  that  many  complex  psycho- 
logic and  sociological  factors  affect 
the  availability  of  care.  The  federal 
government  can  be  an  effective  cata- 
lyst if  it  stimulates  rather  than  regu- 
lates such  activities  and  providing  fed- 
eral and  state  agencies  concerned  with 
health  care  re-evaluate  their  own  role 
•with  regard  to  each  other  and  to  the 
community. 

Meaningful  planning  will  require 
government  expenditure  to  provide 
financial  assistance  equally  and  equi- 
tably to  people  and  communities  who 
need  such  assistance.  Most  important 
it  must  recognize  that  better  medical 
care  involves  education  and  motiva- 
tion in  a coordinated  effort  to  en- 
courage better  utilization  of  available 
facilities. 

The  Pennsylvania  Medical  Society 
has  established  a Commission  on 
Health  Facility  Planning  and  to  the 
extent  that  the  Comprehensive  Health 
Services  Planning  Act  encourages  and 
can  expedite  more  coordinated  and 
effective  community  planning  for 
health  care  facilities,  the  Pennsylvania 
Medical  Society  will  support  and  co- 
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Purpose:  encourage  community  leadership  to  seize  initiative 


operate  with  these  activities.  The  So- 
ciety, however,  remains  concerned 
with  the  Act  and  the  guidelines  pro- 
vide no  suggestions  as  to  how  such 
planning  can  take  place  “without  in- 
terference with  existing  patterns  of  pro- 
fessional practice  of  medicine,  den- 
tistry, and  related  healing  arts.” 

It  is  a fact  that  the  purpose  of  plan- 
ning is  to  change  patterns  of  care. 
But,  if  medicine  is  to  remain  personal 
and  if  the  wishes  of  the  individual 
patient  are  to  matter,  substantial  effort 
will  be  required  to  preserve  and  pro- 
mote a personal  patient-physician  rela- 
tionship. Institutionalization  of  the 
practice  of  medicine  will  continue  to 
progress  if  those  who  follow  the  guide- 
lines consider  this  portion  of  the  Act 
merely  a slogan  of  such  ambiguity 
that  action  is  not  required. 

Health  care  is  a highly  complex 
matter.  The  lack  of  assurance  that 
professional  guidance  will  include 
practicing  physicians  at  local,  state 
and  federal  levels  is  a serious  matter. 
It  appears  easy  for  government  at  all 
levels  to  assume  that  practicing  phy- 
sicians' advice  is  not  needed  concern- 
ing health  care  matters.  This  Act 
appears  to  reflect  this  viewpoint  for 
I can  see  no  provision  for  an  Advi- 
sory Council  of  practicing  physicians 
to  those  federal  officials  responsible 
either  for  the  administration  of  the 
Act,  or  of  adequate  assurance  of  phy- 
sician representation  at  state  and  local 
levels  concerning  decisions  involving 
the  delivery  of  those  medical  services 
which  they  alone  are  licensed  to  per- 
form. 

However,  the  federal  government  is 
not  exclusive  in  ignoring  physicians’ 
advice.  For  example,  if  there  were 
a practicing  medical  doctor  from  a 
dilapidated  urban  hospital  on  the 
Board  of  the  Commonwealth  agency 
that  awards  Hill-Harris  funds,  would 
more  grants  have  been  made  for  re- 
construction of  inner-city  hospitals?  Is 
it  quite  possible  that  there  might  be 
more  emphasis  of  concern  for  the 
poisons  in  the  air  we  breathe  as  well 
as  its  cleanliness,  if  a practicing  phy- 
sician and  pathologist  were  a member 
of  the  County’s  Smoke  Control  Board? 

Is  there  really  assurance  in  the  Act 
that  Secretary  Georges'  stated  inten- 
tion not  to  reduplicate  the  efforts  of 
the  regional  voluntary  planning  agen- 
cies will  be  supported  if  it  reduces 
federally  subsidized  job  opportunities? 


Perhaps  our  most  important  concern 
is  the  apparent  omission  in  the  Act 
of  a definitive  commitment  on  the  part 
of  the  federal  government  for  its 
health  care  agencies  to  re-evaluate 
their  roles  in  view  of  medical  ad- 
vances, to  eliminate  their  overlapping 
programs,  to  participate  in  commu- 
nity health  care  planning,  and  to  en- 
gage in  utilization  review  activities. 

For  example,  while  federal  funds 
for  separate  but  equal  facilities  for  the 
care  of  the  veterans  and  the  poor  must 
surely  be  obsolete,  Pennsylvania  medi- 
caid remains  in  need  of  both  addi- 
tional federal  and  state  funds  or  plan- 
ning to  develop  a comprehensive  pro- 
gram for  all  the  poor.  Moreover,  even 
as  the  trend  progresses  away  from  the 
clinic  concept  and  as  plans  are  pro- 
gressing to  eliminate  poverty  by  better 
education  and  job  opportunities,  plans 
continue  to  expand  the  regimented 
clinic  system  for  the  poor  by  selecting 
for  them  the  physicians  and  hospitals 
they  will  use. 

Change  can  not  be  effected  by  call- 
ing it  a comprehensive  health  center, 
locating  it  away  from  the  hospitals 
and  employing  substantially  more  ad- 
ministrative personnel.  Substantial  re- 
orientation of  federal  thinking  will  be 
needed  if  it  is  their  intention  to  inte- 
grate the  poor  into  the  mainstream  of 
health  care  where  they  can  learn  the 
advantages  of  the  responsibility  of 
freedom  to  select  their  own  source  of 
health  care.  The  objective  of  a per- 
sonal health  care  system  is  to  try  to 
provide  the  kind  of  health  care  a poor 
person  needs  with  the  compassion  he 
wants  rather  than  to  shuffle  govern- 
ing boards  whose  purpose  is  to  sub- 
stitute their  decisions  for  his. 

While  medical  knowledge  is  ex- 
panding so  rapidly,  there  can  be  no 
question  that  planning  is  needed.  It 
will  also  be  true  that  there  will  be 
substantial  differences  of  opinion,  both 
professional  and  lay,  as  to  the  rela- 
tive importance  and  effectiveness  of 
various  aspects  of  health  care.  With 
20-20  hindsight,  relatively  small  errors 
by  individual  hospitals  and  planning 
associations  are  clearly  visible.  Area- 
wide errors  by  unprofessional  or  mis- 
directed planning  could  have  a signifi- 
cant negative  impact  upon  health  care 
here.  Under  these  circumstances  it  is 
most  important  that  planning  be  done 
by  those  most  qualified  to  plan  in  the 
field  of  their  specialized  knowledge 


and  to  make  sure  that  those  who  plan 
stew  in  their  own  juice. 

No  one  really  knows  what  changes 
may  occur  in  the  practice  of  medi- 
cine during  the  next  ten  years.  It  is  cer- 
tain that  care  will  be  more  complex 
and  costly.  Some  planning  will  be 
wrong  and  all  of  those  who  plan  must 
accept  the  fact  that  at  some  time  they 
will  be  scapegoats. 

Current  guidelines  for  planning 
tend  to  be  a compendium  of  platitudes 
and  ambiguities.  Better  organized  and 
more  usable  information  is  needed  by 
those  responsible  for  planning,  but 
better  planning  will  not  be  encouraged 
by  creating  an  obstacle  course  of  regu- 
lations that  are  obsolete  by  the  time 
they  are  published. 

The  overall  purpose  must  be  to  en- 
courage community  leadership  in  each 
health  service  area  to  seize  the  ini- 
tiative to  develop  a system  of  expert 
guidance  with  professional  staff  sup- 
port that  will  help  those  responsible 
for  planning  to  better  define  their  ob- 
jectives under  constantly  changing 
conditions. 

Let  me  emphasize  that  physicians 
are  the  individuals  legally  licensed  and 
professionally  qualified  to  render 
medical  service  to  patients.  It  is  our 
responsibility  to  carry  out  the  plans 
to  make  the  delivery  of  our  services 
more  effective  and  efficient.  We  rec- 
ognize the  necessity  and  importance 
of  cooperation  from  many  other 
groups,  most  importantly  our  hospitals 
and  supportive  health  personnel  and 
agencies. 

Allegheny  County  should  have  an 
early  opportunity  to  observe  whether 
such  leadership  with  community  and 
government  cooperation  are  produc- 
tive in  establishing  better  emergency 
care  facilities  and  service.  The  federal 
government,  through  early  action  on 
a request  for  a public  health  services 
grant  to  support  these  efforts,  can  put 
into  immediate  practice  the  coopera- 
tion proposed  in  the  Health  Services 
Planning  Act. 


■ Dr.  Marshall  is  chairman  of  the 
PMS  Medical  Care  Coordinating  Com- 
mittee and  a past-president  of  the  Al- 
legheny County  Medical  Society. 


APRIL,  1968 


91 


Project 


S.S.  Hope  Sailed  for 
With  Pennsylvanian  at 


Ceylon 
the  Helm 


The  hospital  ship  S.S.  HOPE  sailed  February  29  for  Ceylon  to  begin  the 
project's  most  comprehensive  medical  teaching  and  treatment  mission  to  date, 


with  Hospital  Administrator  William  W. 

In  Ceylon,  the  HOPE  team  of  150 
physicians,  dentists,  nurses  and  tech- 
nicians, including  ten  from  the  Com- 
monwealth, will  work  for  10  months 
with  Ceylonese  medical  counterparts. 

In  Ceylon,  the  ship  will  serve  as  an 
affiliated  hospital  to  the  medical 
schools  and  to  the  hospitals  in  Co- 
lombo and  the  inland  city  of  Kandy. 
Patients  will  be  referred  to  the  ship 
by  a HOPE  committee  made  up  of 
Ceylonese  medical  professionals. 
HOPE  medical  teams  will  work  with 
their  counterparts  not  only  on  the  ship, 
but  in  clinics,  classrooms  and  hos- 
pitals ashore. 

Other  Pennsylvanians  who  have 
joined  the  Ceylon  mission  include: 
Judy  Berner,  R.N.,  of  Tamaqua;  X- 
ray  Technician  Anna  Mary  Bronk  of 
Shenandoah;  Victoria  Damato,  R.N.. 
of  Greensburg;  Doris  Anne  Edwards, 
R.N.,  of  Spring  City;  Margaret  Ernrey, 
R.N.,  of  New  Holland;  Mary  Louise 
Foltz,  R.N.,  of  Newtown;  Barbara  T. 
Kushwara,  R.N.,  of  Frackville;  Wil- 
liam McCafferty,  M.D.  of  Franklin 
and  The  Reverend  Allen  M.  Miller  of 
Greensburg. 

HOPE’S  currant  mission  marks  the 
ship’s  first  return  to  Asia  since  the 
maiden  voyage  to  Indonesia  and  South 
Vietnam  in  1960.  Since  then,  more 
than  50  Pennsylvanians  have  enlisted 
in  HOPE  voyages  to  Peru.  Ecuador, 
Guinea,  Nicaragua  and  Colombia. 

Born  in  Greensburg,  William  Peters 
was  graduated  from  Waynesburg  Col- 
lege, Waynesburg  and  received  his 
masters  degree  in  hospital  administra- 
tion from  the  University  of  Minnesota. 


Peters  of  Greensburg,  Pa.,  at  the  helm. 


Pennsylvanian  William  W . Peters, 
Hospital  Administrator  and  Consultant 
for  Project  HOPE'S  voyage  to  Cey- 
lon. 

In  1954,  Mr.  Peters  was  adminis- 
trative assistant  at  Westmoreland  Hos- 
pital, Greensburg.  From  1961  to 
1966,  he  administered  Monsour  Hos- 
pital & Clinic,  Jeannette,  Pa.,  and  In- 
diana Hospital  in  Indiana,  Pa.  He  is 
a member  of  the  American  College  of 
Hospital  Administrators,  American 
Hospital  Association,  International 
Hospital  Federation  and  the  Pennsyl- 
vania Hospital  Association. 

In  order  that  Project  HOPE  can 
fulfill  its  international  goals.  The  Peo- 
ple-to-People  Health  Foundation,  Inc., 
looks  for  certain  characteristics  in  its 
personnel.  Of  primary  consideration 
is  professional  competence  with  ade- 


quate experience  in  the  area  of  spe- 
cialty. Equally  important  is  adapta- 
bility in  reference  to  both  living  and 
working  conditions.  Flexibility  is  es- 
sential in  order  to  accept  local  cul- 
ture and  be  able  to  effect  change.  A 
successful  international  health  worker 
is  dedicated  and  has  a strong  belief 
in  his  mission. 

Project  HOPE  offers  physicians 
three  areas  of  service  in  its  widespread 
programs:  permanent,  rotating  and 

shore-based  installations. 

Both  clinical  and  basic  science  peo- 
ple make  up  the  permanent  team.  A 
small  cadre  of  physicians  and  den- 
tists provide  the  necessary  continuity 
aboard  the  ship.  They  serve  the  entire 
voyage  and  are  salaried.  If  the  local 
situation  permits,  permanent  physi- 
cians with  families  live  on  shore  and 
work  directly  with  the  ship,  are  sal- 
aried, receive  housing  and  transporta- 
tion. 

Approximately  30  to  35  doctors  and 
dentists  serve  two-month  rotations  on 
S.S.  HOPE.  Because  of  the  limited 
accommodations  aboard,  husband  and 
wife  teams  cannot  be  considered  ex- 
cept in  cases  where  both  are  physi- 
cians and/or  dentists. 

In  shore-based  installation  assign- 
ments, applicants  for  two  years  are 
preferred  although  one  year  positions 
are  available.  Husband  and  wife 
teams  are  considered  and  families  may 
accompany  with  the  exception  of  Viet- 
nam. Shore-based  staff  are  salaried 
and  receive  housing  and  transporta- 
tion. 

Elaborated  details  and  applications 
may  be  obtained  by  writing  to:  Dr. 
William  B.  Walsh,  President,  Project 
HOPE,  2233  Wisconsin  Avenue, 
N.W.,  Washington,  D.C.  20007. 
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postgraduate  courses 


ALLENTOWN 

Geriatric  Gynecology;  at  Allen- 
town Hospital,  May  9,  1968;  10:00 
a.m.  to  1:00  p.m.,  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 
| 19107. 

Surgical  Aspects  of  Renal  Trans- 
plantation; at  Allentown  Hospital, 
April  11,  1968,  10  a.m. — 1 p.m., 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

ALTOONA 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Wil- 

liamsport Hospital — April  24,  1968; 
Altoona  Hospital — April  25,  1968; 
Harrisburg  Hospital — May  9,  1968. 
Hours:  1:30-5:30  p.m.,  fee  $5.00. 

Contact  Richard  B.  Magee,  M.D.,  Co- 
ordinator, Blair  Medical  Center,  501 
Howard  Avenue,  Altoona,  Pa.  16601. 

BETHLEHEM 

Pediatrics  & Infectious  Diseases;  at 

St.  Luke’s  Hospital,  Bethlehem,  April 
18,  1968,  9:30  a.m. — noon,  fee  $7.00, 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

Infectious  Diseases — Global  Per- 
spective; at  St.  Luke’s  Hospital,  Beth- 
lehem, May  16,  1968,  9:30  a.m.  to 
noon,  fee  $7.00  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

HARRISBURG 

Clinical  Correlation  of  Coronary 
Arteriography;  sponsored  by  Harris- 
burg Hospital,  April  30,  1968,  9:00 
a.m.  Contact  George  Jackson,  M.D., 
Harrisburg  Hospital,  South  Front 
Street,  Harrisburg  17101. 
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Dystocia;  sponsored  by  Merck, 
Sharp  & Dohme  at  Harrisburg  Hos- 
pital, April  18,  1968.  Contact  George 
Jackson,  M.D.,  Harrisburg  Hospital, 
South  Front  Street,  Harrisburg  17101. 

Neurosurgery;  sponsored  by  Merck 
Sharp  & Dohme  at  Harrisburg  Hos- 
pital, June  11,  1968.  Contact  George 
Jackson,  M.D.,  Harrisburg  Hospital. 
South  Front  Street.  Harrisburg. 

Ninth  Annual  Institute  on  Maternal 
and  Child  Health;  sponsored  by  the 
Pennsylvania  Medical  Society  and  the 
Pennsylvania  Department  of  Health. 
April  11,  1968,  9:00  a.m. -5:00  p.m., 
fee  $10.00.  Contact  Pennsylvania 
Medical  Society,  Taylor  Bypass  and 
Erford  Road,  Lemoyne  17043. 

JOHNSTOWN 

Pharmacologic  Support  of  Men  on 
Prolonged  Space  Flight;  at  Cone- 
maugh  Valley  Memorial  Hospital, 
Johnstown,  April  23,  1968,  7 p.m. — 
9 p.m.,  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

Colitis  and  Enteritis;  at  Conemaugh 
Valley  Memorial  Hospital,  May  28, 
1968,  7:00  p.m.  to  9:00  p.m.,  AAGP 
2 hours.  Contact  John  H.  Killough. 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

PHILADELPHIA 

An  Introduction  to  Medical  Genet- 
ics; at  Altoona  Hospital,  April  18, 
1968,  10  a.m.— 12:30  p.m.,  AAGP 
2 hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

Problems  in  Endocrine  Diagnosis: 
Metabolic  Bone;  at  Mercy  Hospital, 
Scranton;  April  17,  1968,  9:30  a.m. — 
noon,  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  Philadelphia 
19107. 

Medical  Genetics  in  Clinical  Prac- 
tice; at  Altoona  Hospital,  May  2,  1968 
10:30  a.m.  to  3:00  p.m.,  AAGP  3 
hours.  Contact  John  H.  Killough. 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 


Microsurgery  of  the  Temporal  Bone; 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Current  Concepts  in  Medicine  for 
the  Practicing  Physician;  sponsored  by 
Bryn  Mawr  Hospital  and  Montgomery 
County  AAGP  at  the  Treadway  Inn, 
St.  Davids,  April  25-27,  1968,  AAGP 
credit  15  hours.  Contact  John  T. 
Magee,  M.D.,  Bryn  Mawr  Hospital, 
Bryn  Mawr  19010. 

Auscultation  of  the  Heart;  at  the 

Sheraton  Hotel,  Philadelphia,  May 
27-30,  1968,  fees:  ACP  members 

$60.00;  non-members,  $100.00.  Con- 
tact Edward  C.  Rosenow,  M.D.,  4200 
Pine  Street,  Philadelphia  19104. 

Frontiers  in  Gastroenterology;  at 

Bellevue  Stratford  Hotel,  Philadelphia, 
May  12-15,  1968,  Henry  J.  Tumen, 
M.D.  and  James  L.  A.  Roth,  M.D., 
co-directors,  fees:  ACP  members 

$60.00;  non-members,  $100.00.  Con- 
tact Edward  C.  Rosenow,  M.D.,  4200 
Pine  Street,  Philadelphia  19104. 

The  Prevention  and  Early  Detec- 
tion of  Disease  in  Clinical  Practice; 

University  of  Pennsylvania  School  of 
Medicine,  May  20-24,  1968,  fees: 
ACP  members  $60.00;  non-members. 
$100.00.  Contact  Edward  C. 
Rosenow,  M.D.,  Philadelphia  19104. 

Advances  in  Gynecologic  Endoc- 
rinology; sponsored  by  Jefferson  Med- 
ical College,  April  19-20,  1968,  fee 
$35.00.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

The  Short  Kid;  at  York  Hospital. 
April  11,  1968,  8:00  a.m.  to  noon, 
fee  $8.00,  AAGP  3 hours.  Contact 
John  H.  Killough.  M.D.,  Jefferson 
Medical  College,  1025  Walnut  St.. 
Philadelphia  19107. 

Frontiers  in  Gastroenterology;  spon- 
sored by  the  American  College  of 
Physicians  and  the  University  of  Penn- 
sylvania School  of  Medicine,  May  12- 
15,  1968.  Contact  the  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

(Continued  next  page.) 
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WASHINGTON 


postgraduate  courses 


The  Prevention  and  Early  Detec- 
tion of  Disease  in  Clinical  Practice; 

sponsored  by  the  American  College 
of  Physicians  and  the  University  of 
Pennsylvania  School  of  Medicine,  May 
20-24,  1968.  Contact  the  American 
College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

A Dialogue  on  Recent  Develop- 
ments in  Antimicrobial  Therapy;  at 

York  Hospital,  April  18,  1968,  8:00 
a.m.  to  noon,  fee  $8.00,  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  St.,  Philadelphia  19107. 

The  Therapeutic  Holocaust — Breast 
Cancer;  at  York  Hospital,  April  25, 
1968,  8:00  a.m.  to  noon,  fee  $8.00, 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D..  Jefferson  Medical  Col- 
lege, 1025  Walnut  St.,  Philadelphia 
19107. 

Feet  and  Hips  in  Kids;  at  York 
Hospital,  May  2,  1968,  8:00  a.m.  to 
noon,  fee  $8.00,  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut 
St.,  Philadelphia  19107. 

Acute  Electrolyte  Problems  in  In- 
fancy and  Childhood;  Pottsville  Hos- 
pital, June  13,  1968,  11:00  a.m. -2:00 
p.m.,  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  Jefferson  Medical 
College,  1025  Walnut  St.,  Philadel- 
phia 19107. 

Genetic  Counseling:  Allentown 
Hospital,  June  13,  1968,  10:00  a.m.- 
1:00  p.m.,  AAGP  3 hours.  Contact 
John  H.  Killough,  M.D.,  Jefferson 
Medical  College,  1025  Walnut  St., 
Philadelphia  19107. 

Therapy  in  Pediatrics;  sponsored  by 
the  St.  Christopher’s  Hospital  for  Chil- 
dren and  Temple  University  School 
of  Medicine,  May  14-17,  1968.  Con- 
tact John  B.  Bartram,  M.D.,  St.  Chris- 
topher’s Hospital  for  Children,  2600 
North  Lawrence  Street,  Philadelphia 
19133. 

Newer  Techniques  in  Diagnosis; 
Newer  Approaches  to  Therapy;  spon- 
sored by  the  Pennsylvania  Thoracic 
Society  and  Pennsylvania  Chapter, 
American  College  of  Chest  Physicians 
at  the  Warwick  Hotel,  Philadelphia, 
April  25,  1968,  9:00  a.m.-5:00  p.m., 
no  fee.  Contact  Albert  J.  Molitor, 
Pennsylvania  Tuberculosis  and  Health 


Society,  31 1 South  Juniper  Street,  Phil- 
adelphia 19107. 

PITTSBURGH 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  spon- 
sored by  the  University  of  Pittsburgh 
School  of  Medicine  and  Eye  and  Ear 
Hospital,  May  19-25,  1968,  fee  $500, 
attendance  limited  to  13  physicians. 
Contact  Ralph  J.  Caparosa,  M.D., 
3600  Forbes  Avenue,  Pittsburgh 
15213. 

Total  Coronary  Care;  sponsored  by 
the  Pennsylvania  Heart  Association 
in  cooperation  with  the  Council  on 
Clinical  Cardiology  of  the  American 
Heart  Association  and  Western  Penn- 
sylvania Heart  Association,  May  3-4, 
1 968,  at  Chatham  Center,  Pittsburgh, 

1 1 hours  AAGP.  Contact  the  Penn- 
sylvania Heart  Association,  P.O.  Box 
2435,  Harrisburg  17105. 

POTTSVILLE 

Management  of  Complicated  Peptic- 
Ulcer;  at  Pottsville  Hospital,  April  11, 
1968,  11a.m. — 2 p.m.,  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.. 
1025  Walnut  Street,  Philadelphia 
19107. 

Treatment  of  Massive  G.I.  Hemor- 
rhage; at  Pottsville  Hospital,  May  9, 
1968  1 1 :00  a.m.  to  2:00  p.m.,  AAGP 

2 hours.  Contact  John  H.  Killough. 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

SCRANTON 

Symposium  on  Clinical  Nutrition: 
Obesity:  Principles  of  Dietotherapy; 

at  Mercy  Hospital,  Scranton,  May  15. 
1968;  9:30  a.m.  to  noon;  AAGP  2 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street.  Philadel- 
phia 19107. 

UNIVERSITY  PARK 

Annual  Meeting  of  the  American 
College  of  Sports  Medicine;  sponsored 
by  the  Pennsylvania  State  University 
and  the  Pennsylvania  Medical  Society 
at  the  Conference  Center,  Penn  State. 
May  1-4,  1968.  Contact  William  C. 
Grasley,  M.D.,  College  of  Health  and 
Physical  Education.  The  Pennsylvania 
University,  University  Park. 


Management  of  the  Coronary  Pa- 
tient; sponsored  by  the  Southwestern 
Pennsylvania  Heart  Association  in  co- 
operation with  the  Washington  County  | 
Medical  Society,  April  10,  1968,  3 : 00 1{ 
p.m. -9:00  p.m.,  fee  $10.00.  Contact  J 
Mrs.  Ralph  Organ,  241  Washington 
Trust  Bldg.,  Washington  15301. 

Heart  Association  Symposium;  spon- 
sored by  the  Southwestern  Pennsyl-  • 
vania  Heart  Association,  April  10,  ' 
1968,  3:00  p.m.,  Holiday  Inn,  Wash-  j 
ington,  fee  $10.00.  Contact  the  Heart 
Association  for  further  details. 

Management  of  the  Coronary  Pa- 
tient; sponsored  by  the  Southwestern 
Pennsylvania  Heart  Association,  April 
10,  1968,  9:30  a.m.— 5 p.m.,  fee  $10. 
Contact  Mrs.  Ralph  Organ,  241  Wash- 
ington Trust  Bldg.,  Washington,  Pa. 
15301. 

WILKES-BARRE 

Office  Management  of  Common 
Gynecologic  Problems;  at  Wilkes- 
Barre  General  Hospital,  April  18, 
1968,  9a.m. — noon,  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street.  Philadelphia 
19107. 

Surgical  Aspects  of  Chronic  Pul- 
monary Disease;  at  Wilkes-Barre  Gen- 
eral Hospital,  May  16,  1968,  9:00 
a.m.  to  noon,  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

WILLIAMSPORT 

Endocrinology:  Misuse  of  Hor- 

mones in  Men — Misuse  of  Hormones 
in  Women;  at  Williamsport  Hospital; 
March  20,  1968;  10  a.m.  to  3 :30  p.m.; 
AAGP  4 hours.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street,  Phil-  P 
adelphia  19107. 

The  Autoimmune  Diseases:  Immu-  ' 
nology  Rheumatoid  Arthritis;  at  Wil- 
liamsport Hospital,  April  17,  1968; 

10  a.m. — 3:30  p.m.,  AAGP  4 hours.  |„ 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  Street,  Philadelphia 


. About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an  lit 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  B>-  'tr 
pass  and  Erford  Road,  Lemoyne  17043. 
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APRIL 

Annual  Meeting  of  the  Pennsylvania  Tuberculosis  and 
Health  Society,  April  24-26,  1968,  Warwick  Hotel, 
Philadelphia. 

PMS  Officers’  Conference,  April  25,  1968,  Penn-Harris 
Hotel,  Harrisburg. 

American  Industrial  Health  Conference,  April  22-25,  1968, 
Hilton  Hotel,  San  Francisco,  California. 

170th  Annual  Meeting  of  the  Medical  and  Chirurgical 
Faculty  of  Maryland,  April  17-19,  1968,  Baltimore, 
Maryland. 

Eleventh  Neuropsychiatric  Institute,  Jefferson  Medical 
College,  April  26,  1968,  Coatesville  VA  Hospital, 
Coatesville. 

Eighteenth  Annual  Meeting,  Student  American  Medical 
Association,  April  23-27,  1968,  Statler  Hilton  Hotel, 
Detroit,  Illinois. 

American  Society  for  Artificial  Internal  Organs,  April 
20-21,  1968,  Bellevue-Stratford  Hotel,  Philadelphia. 

Eighth  Interamerican  Congress  of  Cardiology,  April  21- 
27,  1968,  Lima,  Peru. 

American  Association  for  Thoracic  Surgery,  April  22-24, 
1968,  Pittsburgh-Hilton  Hotel,  Pittsburgh. 

MAY 

202nd  Annual  Meeting  of  The  Medical  Society  of  New 
Jersey,  May  18-22,  1968,  Haddon  Hall,  Atlantic  City, 
New  Jersey. 

Annual  Spring  Seminar  on  Mental  Disease  of  the  Uni- 
versity of  Pittsburgh  School  of  Pharmacy,  May  18, 
19,  26,  1968  at  Scranton,  Philadelphia  and  Harris- 
burg. 

PMS  Committee  on  Objectives  Meeting,  May  2,  1968, 
PMS  Headquarters  Building,  Lemoyne. 

PMS  Committee  on  Constitution  and  By-Laws,  May  16, 
1968,  PMS  Headquarters  Building,  Lemoyne. 

Annual  Meeting  of  the  Wainwright  Tumor  Clinic  Associa- 
tion, May  15,  1968,  Philadelphia  County  Medical  So- 
ciety Building,  Philadelphia. 

International  Congress  of  Ultrasonography,  Wills  Eye  Hos- 
pital and  Temple  University  School  of  Medicine, 
May  23-25,  1968,  Wills  Eye  Hospital,  Philadelphia. 

Pollution  Control  Instrumentation  Symposium  and  Ex- 
hibit, Instrument  Society  of  America,  May  19-22, 
1968,  Marriott  Motor  Hotel,  Philadelphia. 

Twentieth  Annual  Meeting  of  the  Pennsylvania  Allergy 
Association,  May  24-25,  1968,  Allenberry  on  the 
Yellow  Breeches,  Boiling  Springs. 

Pennsylvania  Radiological  Society,  May  24-25,  1968,  Po- 
cono  Manor. 
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anticostive* 

hematinic 


PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bn 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

■ Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  need— medically . You  know  the  symptoms.  He’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  him  organically,  he  suffers  from  general 
malaise.  Lassitude  has  become  his  way  of  life  . . . vague  aches  and  pains  his 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  his  life 
in  which  lie’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  lie’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
him  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 
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PENNSYLVANIA  MEDICINE 


The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (conjugated  estrogens-equine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  methyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  methamphetamine  HCl  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


contraindication:  Carcinoma 
of  the  prostate,  due  to 
methyltestosterone  component. 
WARNING:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  EFFECTS:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES:  Male  and 
female— l Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 

SUPPLIED:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1 ,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces  and  1 gallon. 


Each 

MEDIATRIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC 
Liquid 
contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCl 

1 .0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCl 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

— 

(Contains 
15%  alcoholf) 
fSome  Loss 
Unavoidable 

n 


Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 


AYERST  LABORATORIES  . New  York,  N.  Y.  10017  . Montreal,  Canada 
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An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


JL  — 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 
control  plus  mood 
elevation 


DESOXYN'  Gradumet 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 


DESBUTAE  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


The  Program 


Weight  Control  Booklet 


Food  Diary 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 

Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


'Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  soi444 

Ask  Your  Abbott  Man  For  Free  Supplies 


a a e 3 

5 mg.  10  mg.  15  mg. 


FRONT  SIDE 


FRONT  SIDE 


III  V 

Krm't] 

of 

ronlrollhtii 
ifonr  tri-ii/iil 


Brief  Summary 
DESOXYN®  Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBUTAI! 10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those 
sensitive  to  sympathomimetic 
drug's.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 
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write  now 

Pamphlets:  What  We  Know  About  Children  and  Smoking, 
no  charge  from  the  National  Clearinghouse  for  Smoking 
and  Health,  4040  North  Fairfax  Dr.,  Arlington,  Va.  22203. 
. . . Your  Mild  Sodium-Restricted  Diet,  $4.25  per  100 
from  the  American  Heart  Association,  44  East  23rd 
New  York,  N.Y.  10010.  . . . Through  A Glass  . . . 
Darkly,  a leaflet  on  the  alcoholism  program  of  The  Sal- 
vation Army,  National  Capital  Division,  503  E Street, 
N.W.,  Washington,  D.C.  20001.  . . . The  Untouchable 
Heart,  free  of  charge  from  the  National  Society  for  Medical 
Research,  1330  Massachusetts  Avenue,  N.W.,  Washington, 
D.C.  20005.  . . . What’s  New  on  Smoking  in  Films  and 
What’s  New  on  Smoking  in  Print,  gratis  from  the  National 
Clearinghouse  for  Smoking  and  Health,  4040  North  Fair- 
fax Drive,  Arlington,  Va.  22203.  ...  If  You  Have  Em- 
physema or  Chronic  Bronchitis,  available  from  the  Public 
Health  Service,  HEW,  Washington,  D.C.  20201.  . . . 
Wheelchair  Prescription,  available  on  request  from  the 
Rehabilitation  Medicine  Branch,  7915  Eastern  Avenue, 
Silver  Spring,  Md.  20910.  . . . Research  Profiles,  1967: 
Summary  of  Research  at  the  National  Institute  of  Neuro- 
logical Diseases  and  Blindness  (20c),  Cerebrovascular  Dis- 
orders (15c),  Eye  Disorders  (15c),  Hearing  and  Speech 
Disorders  (15c),  Multiple  Sclerosis  (15c),  Neuromuscular 
Disorders  (15c),  Parkinson’s  Disease  (15c),  Epilepsy 
(15c),  and  Cerebral  Palsy  (15c),  from  the  U.S.  Govern- 
ment Printing  Office,  Washington,  D.C.  20402.  . . . 

Laboratory  Aspects  of  Syphilis,  25c  from  the  U.S.  Govern- 
ment Printing  Office,  Washington,  D.C.  20402. 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5’s  and  25's. 
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When  the  emotionally  impaired  patient  pays  an  office  call... 


he  asks  for  your  help, 
ut  just  can’t  seem 
) follow  through 
n your  advice. 


When  not  at  your  office, 
she’s  constantly 
on  the  phone:  can’t  sleep, 
headache,  G.l.  upset. 


She  often  seeks  a 
physical  explanation 
for  her  distressing 
emotional  state. 


She’s  excessively 
apprehensive; 
demands  much  more  of 
your  nurse’s  attention. 


Ii  noderate  to  severe  anxiety . . . 

Mellaril  helps  control  the  most  frequent  symptoms:  marked 
t'jsion,  agitation,  apprehension,  restlessness,  hypermotility 

■ l/lellaril  often  alleviates  anxiety-induced  somatic  complaints 
Mellaril  frequently  helps  strengthen  emotional  resources 

■ /lellaril  helps  the  patient  maintain 
r<  listic  contact  with  environment,  closer 
h mony  with  family 

Citraindications:  Severely  depressed  or 
c'.natose  states  from  any  cause,  and  in 
° ociation  with  or  following  MAO  inhibi- 
ted; severe  hypertensive  or  hypotensive 
h'  rt  disease. 

P cautions:  Hypersensitivity  reactions 
(<:!.,  leukopenia,  agranulocytosis)  and 
civulsive  seizures  are  infrequent.  Pig- 
rrjntary  retinopathy  has  been  observed 
wjre  doses  in  excess  of  those  recom- 
rrnded  were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.  £ 

SANDOZ 


Before  prescribing,  see  package  insert  for  full  product  information. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes’  Arthritis^  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci .,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


Will  it  help  “my 
gassy  stomach?” 


Will  this  one 
taste  O.K.?” 


a puzzle 
of  antacid 
complaints 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Division/  , asaden  , Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It 

Neo-Synephrine®  (brand  of  phenylephrine) 
HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5Q00,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


contains 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


ytf/rrfhrop 
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PROFESSIONAL  LIABILITY  INSURANCE 

Id  a hiffh  marl?  of  distinction 


IS  syXu'fsV 

Professional  Protection  Exclusively  since  1899 

: : :: 

V 

EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 
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obituaries 


Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O Rufus  M.  Bierly,  Pittston;  Uni- 
versity School  of  Medicine,  1927;  age 
69;  died  January  3,  1968.  Dr.  Bierly 
was  a past-president  of  the  Luzerne 
County  Medical  Society,  a member  of 
the  executive  hoard  of  the  Pennsyl- 
vania Health  Council  and  the  Ameri- 
can Association  of  Railway  Surgeons. 
He  served  as  medical  director  of  the 
Lackawanna  Casualty  Company  and 
was  a member  and  past-president  of 
the  Pittston  Hospital  medical  staff. 
Survivors  include  his  wife,  a son,  a 
daughter,  a sister  and  a brother. 

O Janies  M.  Converse,  Montours- 
ville;  University  of  Pennsylvania 
School  of  Medicine,  1938;  age  55; 
died  December  30,  1967.  Dr.  Con- 
verse was  a Fellow  of  the  American 
College  of  Radiology  and  a member 
of  the  Radiological  Society  of  North 
America.  He  served  as  president  of 
the  Pennsylvania  Radiological  Society 
and  was  honorary  chief  of  radiology  at 
Williamsport  Hospital.  Surviving  are 
seven  sons,  two  daughters  and  six 
grandchildren. 

Victor  W.  Cowan,  McKeesport; 
University  of  Pittsburgh  School  of 
Medicine;  age  89;  died  December  21, 
1967.  Dr.  Cowan  was  a member  of 
the  emeritus  staff  at  McKeesport  Hos- 
pital and  a member  of  the  McKees- 
port Academy  of  Medicine.  He  is 
survived  by  his  wife,  a daughter,  a 
son,  six  grandchildren  and  seven  great- 
grandchildren. 

O John  L.  Dorris,  Wilkes-Barre; 
Temple  University  School  of  Medi- 
cine, 1923;  age  70;  died  December 
21,  1967.  Dr.  Dorris  was  president 
of  the  medical  staff  at  Wilkes-Barre 
Mercy  Hospital  and  chairman  of  the 
board  at  Nanticoke  State  Hospital. 
He  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the 
International  College  of  Surgeons.  He 
is  survived  by  his  wife,  two  daughters 
and  a son. 

James  S.  Dixon,  Pittston;  University 
of  Maryland  College  of  Physicians 
and  Surgeons,  1913;  age  80;  died  De- 
cember 25,  1967.  Dr.  Dixon  was  in 
charge  of  the  first  chest  clinic  at  Pitts- 
ton Hospital  and  a member  of  the 
staff  at  Blossburg  Hospital.  Survivors 
include  his  wife,  six  daughters  and 
two  sons. 


O Latshaw  L.  Porch,  Johnstown; 
Temple  University  School  of  Medi- 
cine, 1911;  age  81;  died  December 
30,  1967.  Dr.  Porch  was  a former 
chief  surgeon  at  Memorial  Hospital. 
A member  of  the  Johnstown  School 
Board  for  twenty  years,  he  served  as 
its  president  from  1947-1949.  We  have 
received  no  information  regarding  sur- 
vivors. 

O Joseph  D.  Sarandria,  McKees 
Rocks;  University  of  Pittsburgh  School 
of  Medicine,  1926;  age  71;  died  Jan- 
uary 7.  1968.  Dr.  Sarandria  was  on 
the  staffs  of  Ohio  Valley  and  St.  John's 
hospitals.  He  was  a first  lieutenant  in 
World  War  I.  He  is  survived  by  his 
wife,  and  two  brothers. 

Milton  Goldsmith,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1899;  age  90;  died  January  10, 
1968.  Dr.  Goldsmith  was  on  the  staff 
of  Montefiore  Hospital  and  a member 
of  the  American  College  of  Physicians. 
He  is  survived  by  his  wife,  a son,  two 
sisters  and  a brother. 

Victor  P.  Vieslet,  Monessen;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine; age  80;  died  January  19,  1968. 
Dr.  Vieslet  was  a former  chief  of  staff 
of  Charleroi-Monessen  Hospital.  He 
is  survived  by  a nephew  and  two 
nieces. 

Albert  N.  Redelin,  Nesquehoning; 
Jefferson  Medical  College;  died  Janu- 
ary 23,  1968.  Dr.  Redelin  was  a past- 
president  of  the  Carbon  County  Med- 
ical Society.  He  served  as  chairman 
of  the  Carbon  County  Tuberculosis 
Society,  and  was  associated  with  the 
work  of  Crippled  Children  in  Carbon 
County  since  1926.  He  is  survived  by 
his  widow  and  a sister. 

Harry  B.  Underwood,  Statesville, 
N.C.;  Jefferson  Medical  College,  1938; 
age  53;  died  January  1,  1968.  Dr. 
Underwood,  former  surgeon  at  Easton 
Hospital,  was  chief  surgeon  at  Davis 
Hospital,  Statesville,  N.  C.  He  was  an 
associate  member  of  the  International 
College  of  Surgeons  and  a Fellow  of 
the  American  College  of  Surgeons. 
Survivors  include  his  wife,  twin  sons 
and  a sister. 

O Frederick  W.  Underhill,  Erie: 
University  of  Toronto  School  of  Medi- 
cine, 1922;  age  70;  died  September 
21,  1967.  We  have  received  no  in- 
formation regarding  survivors. 


O Eugene  Underhill,  Jr.,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1914;  age  81; 
died  January  6,  1968.  Dr.  Underhill 
was  a member  of  the  International 
Hahnemannian  Association,  the  Amer- 
ican Foundation  of  Homeopathy  and 
the  International  Homeopathic  Asso-  | 
ciation.  He  is  survived  by  a daughter, 
two  sons  and  four  grandchildren. 

Matthew  S.  Ersner,  Philadelphia;  I 
Temple  University  School  of  Medicine, 
1912;  age  77;  died  January  16,  1968. 
Dr.  Ersner  was  the  recipient  of  the 
Distinguished  Service  Award  of  the 
Pennsylvania  Academy  of  Ophthalmol- 
ogy and  Otolaryngology.  He  was  em- 
eritus professor  of  otology  at  Temple 
University  Hospital.  Surviving  are  his 
wife,  a son,  a daughter,  two  sisters,  a 
brother  and  two  grandchildren. 

Frederick  D.  Dudley,  Media;  Medi- 
cal College  of  South  Carolina,  1938; 
age  53;  died  January  24,  1968.  Dr. 
Dudley  was  formerly  head  of  the  Child 
Guidance  Clinic  in  Media  and  was  a 
consultant  to  Norristown  State  Hos- 
pital, Elwyn  Institute  and  Chester  and 
Chichester  school  districts.  He  was  a 
member  of  the  American  Psychiatric 
Association,  the  Pennsylvania  Psychi- 
atric Society  and  the  American  Aca- 
demy of  Child  Psychiatry.  Survivors 
include  his  wife,  three  daughters,  two 
sons  and  a brother. 

Elijah  R.  Blough,  Conneautville; 
Eclectic  Medical  College,  Cincinnati. 
Ohio,  1907;  age  89;  died  November 
4,  1967.  Dr.  Blough's  only  known 
survivor  is  a niece. 

Charles  J.  Higgs,  Wilkes-Barre; 
University  of  Pennsylvania  School  of 
Medicine,  1915;  age  78;  died  January 
30,  1968.  We  have  received  no  infor- 
mation regarding  survivors. 

Charles  L.  Luckett,  Bradford;  Jeff- 
erson Medical  College,  1928;  age  67; 
died  January  20,  1968.  Dr.  Luckett 
served  as  a major  in  the  U.  S.  Army 
Medical  Corps  during  World  War  II 
and  was  on  the  Bradford  Hospital  staff. 

He  is  survived  by  his  wife,  two  daugh- 
ters, four  sisters  and  several  nieces 
and  nephews. 

Usher  H.  Meyers,  Erie;  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, 1926;  age  70;  died  January  19, 
1968.  Dr.  Meyers  was  attending  sur- 
geon in  obstetrics  at  St.  Vincent  Hos- 
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pital,  Erie  and  was  a Fellow  of  the 
American  College  of  Surgeons  in  Ob- 
stetrics and  Gynecology.  Surviving  are 
his  wife,  a son,  a brother,  t'hree  sisters 
and  three  grandchildren. 

Michael  P.  Primiano,  Philadelphia; 
Hahnemann  Medical  College,  1931; 
age  61;  January  1,  1968.  Dr.  Primi- 
ano was  chief  of  obstetrics  at  St. 
Agnes  Hospital.  He  is  survived  by  his 
wife,  a son,  a daughter,  four  brothers, 
three  sisters  and  a grandchild. 

Edward  W.  Provost,  Pittsburgh; 
Hahnemann  Medical  College,  1933; 
age  58;  died  January  28,  1968.  Dr. 
Provost  was  on  the  staff  of  Shadyside 
Hospital  and  a veteran  of  World  War 
II.  Surviving  are  his  wife,  a daughter, 
a son,  two  brothers  and  a grandchild. 

Thomas  St.  Clair,  Greencastle,  Illi- 
nois; University  of  Pittsburgh  School 
of  Medicine,  1901;  age  92;  died  Jan- 
uary 20,  1968.  Dr.  St.  Clair,  formerly 
of  Latrobe,  was  on  the  staff  of  Latrobe 
Hospital,  a member  of  the  Latrobe 
Academy  of  Medicine,  and  a member 
of  the  Latrobe  Board  of  Education. 
He  is  survived  by  his  wife,  a daughter, 
a brother  and  four  grandchildren. 

Joshua  Sherman,  Lancaster;  Uni- 
versity of  Tennessee  School  of  Medi- 
cine, 1907;  age  89;  died  January  17. 
1968.  Dr.  Sherman  is  survived  by  sev- 
eral nieces  and  nephews. 


Harry  W.  Weest,  Jr.,  Carlisle;  Jeff- 
erson Medical  College,  1919;  age  73; 
died  January  2,  1968.  Dr.  Weest  was 
a past-president  of  the  Blair  County 
Medical  Society  and  served  as  State 
Secretary  of  Health  from  1945  to 
1947.  He  is  survived  by  his  wife,  a 
daughter  and  four  grandchildren. 

Robert  J.  Sagerson,  Johnstown; 
University  of  Pennsylvania  School  of 
Medicine,  1908;  age  84;  died  Jan- 
uary 27,  1968.  Dr.  Sagerson  was  a 
past-president  of  the  Cambria  County 
Medical  Society  and  a member  of  the 
staff  of  Mercy  Hospital,  Johnstown. 
He  is  survived  by  his  wife  and  a son. 

Roland  D.  Porter,  Abington;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1923.  We  have  received  no 
information  regarding  survivors. 

James  V.  Penza,  Philadelphia; 
Temple  University  School  of  Medicine. 
1923;  age  71;  died  January  31,  1968. 
Dr.  Penza  was  associated  with  St. 
Agnes  Hospital  and  Philadelphia  Naval 
Hospital.  Surviving  are  two  sisters. 

Howard  C.  Millick,  Philadelphia; 

Jefferson  Medical  College,  1908;  age 
82;  died  February  1,  1968.  Dr.  Mil- 
lick.  served  as  a captain  in  the  medical 
corps  during  World  War  I.  He  is  sur- 
vived by  a daughter  and  a sister. 

Samuel  I.  McDowell,  York;  Jeffer- 


son Medical  College,  1 897 ; age  97 ; 
died  February  6,  1968.  Dr.  Mc- 

Dowell did  post-graduate  work  in  Lon- 
don and  Vienna  and  received  diplomas 
from  Moorefield  Royal  Ophthalmic 
Hospital  and  Kaiser  and  Konigin  Uni- 
versity, Vienna.  Surviving  are  three 
nieces,  a nephew  and  eight  grandnieces 
and  nephews. 

Irene  E.  Maher,  Philadelphia; 
Woman’s  Medical  College,  1944;  age 
58;  died  February  4,  1968.  Dr.  Maher 
was  a former  associate  dean  at 
Woman's  and  a member  of  its  medical 
staff.  We  have  received  no  informa- 
tion regarding  survivors. 

John  S.  Frank,  Oil  City;  University 
of  Pittsburgh  School  of  Medicine, 
1935;  age  59;  died  January  27,  1968. 
Dr.  Frank  was  a member  of  the  senior 
medical  staff  of  Oil  City  Hospital  and 
a member  of  the  Pittsburgh  Obstetri- 
cal and  Gynecological  Society.  He  is 
survived  by  his  mother,  his  wife,  a 
daughter  and  a sister. 

Harry  S.  Dunkelberger,  Valley 
View;  Temple  University  School  of 
Medicine,  1920;  age  76;  died  Feb- 
ruary 5,  1968.  Dr.  Dunkelberger  was 
a medical  examiner  for  the  U.  S.  Selec- 
tice  Service  Board  during  World  War 
II.  Surviving  are  his  wife,  a daughter, 
a brother  and  three  grandchildren. 
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PHYSICIANS  WANTED 

Physical  Medicine  & Rehabilitation 

— Approved  three  year  university  resi- 
dency in  a rapidly  expanding  inte- 
grated multi-hospital  program.  Com- 
prehensive inpatient  and  outpatient 
PM&R  services  including  clinics,  elec- 
trodiagnosis and  consultation.  Facili- 
ties include  800-bed  university  hospital 
with  PM&R  inpatient  unit,  700-bed 
general  hospital,  160-bed  comprehen- 
sive rehabilitation  hospital  and  other 
smaller  affiliated  hospitals.  Six  full- 
time physiatrists  and  numerous  other 
staff  medical  specialists  supervise  all 
aspects  of  training  program.  Oppor- 
tunities to  pursue  other  graduate  de- 
gree concurrent  with  residency.  Com- 
plete research  facilities  include  an  in- 
tegrated Biomedical  Engineering  Re- 
search Center.  The  program  is  flexible 
and  can  be  individually  tailored.  An 
unusual  opportunity  to  grow  with  a 
growing  program.  Stipends  begin  at 
$6,300.  Apartment  and  other  compen- 
sations available.  For  further  details 
contact:  Dr.  Leonard  D.  Policoff, 
Krusen  Rehabilitation  Center,  Temple 
University  Hospital,  Broad  and  On- 
tario Streets,  Philadelphia.  Pa.  19140. 

Camp  Physician  — Co-ed  resident 
camp,  Pocono  Mountains;  350  camp- 
ers, modern  infirmary;  three  regis- 
tered nurses.  June  30  to  August  25. 
Salary  or  exchange  children.  Back- 
ground confidential;  interview  man- 
datory. Call  or  write  Camp  Colang,  4 
Park  Avenue,  New  York,  N.  Y. 
10016.  (212)  LO  3-7640. 

General  Practitioners — Excellent  op- 
portunities available  in  Central  Penn- 
sylvania community.  Academic  med- 
ical facilities  developing  nearby;  con- 
sidered outstanding  outdoor  sports 
area.  Write  Hugh  J.  Rogers,  M.D.. 
Bellefonte,  Pa.  16823. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  general  medicine,  internal  medicine, 
obstetrics,  gynecology,  pediatrics,  sur- 
gery, contact:  A.  W.  Mayer,  Ad- 

ministrator, The  Titusville  Hospital, 
Titusville,  Pa.  (814)  822-2291. 

Physicians  Wanted — Male  and  Fe- 
male. Licensed,  for  children’s  camps. 
July  and  August.  Good  salary,  free 
placement;  350  member  camps.  Write 


Department  P,  Association  Private 
Camps,  55  W.  42nd  Street,  New  York. 
N.Y.  10036,  phone  (212)  OX  5-2656. 

General  practitioner  as  associate  or 

partner  in  well  established  practice  in 
rural  central  Pennsylvania  town.  Near 
good  hospital  and  colleges.  Contact 
J.  W.  Allwein,  M.D.,  51  Parsonage 
Street,  Newville,  Pa.  17241.  Phone 
(717)  776-3215. 

Internists,  pediatricians,  general 
practitioners,  wanted  for  group  medi- 
cal practice  in  inter-city  Philadelphia. 
Prefer  those  interested  in  social 
change.  Competitive  salary,  fringe 
benefits  and  faculty  appointment  to 
medical  school  for  qualified  physi- 
cians. Please  contact  Dr.  Hale  Cook, 
3409  North  15th  Street,  Philadelphia, 
Pa.  19140. 

Psychiatrist-Practitioner — 1602-bed. 
predominately  NP.  salary  up  to  $23,- 
921  depending  upon  qualifications, 
licensure  any  state,  annual  leave  30 
days,  excellent  retirement,  health,  life 
insurance  plans  and  teaching  oppor- 
tunity through  the  Jefferson  Medical 
College  affiliation.  Can  pay  moving 
expense.  Equal  opportunity  employer. 
Write:  Director,  VA  Hospital. 

Coatesville,  Pa.  19320. 

Emergency  Room  physicians  needed 

for  full-time  staffing.  Ideal  for  the  new 
graduate  or  for  the  experienced  physi- 
cian wishing  to  slow  down.  Write  Ad- 
ministrator, Sharon  General  Hos- 
pital, Sharon.  Pa. 


Rotating  Internship — 266-bed  gen- 
eral hospital,  center  city  Philadelphia, 
offers  ten  rotating  internships.  Active 
affiliation  with  university  medical 
center,  full-time  directors  of  education 
in  medicine  and  surgery.  Monthly 
stipend  $525  married  and  $500  single 
plus  partial  maintenance.  Write  De- 
partment 522  Pennsylvania  Medi- 
cine. 

Emergency  Room  Physician — One 

to  complete  24-hour  coverage  for  350- 
bed  hospital.  42-hour  week,  vacation, 
sick  time,  fringe  benefits,  salary  open. 
Pennsylvania  license  required.  Write 
details  of  training  and  experience  to 
A.  C.  Seawell,  Administrator,  Butler 
County  Memorial  Hospital,  Butler. 
Pennsylvania  16001. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  IV2 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513.  Pennsylvania  Medicine. 

House  physician  for  202-bed  gen- 
eral hospital,  located  in  a growing 
university  community,  55  miles  from 
Pittsburgh.  Rotate  services  with  other 
house  physicians.  Pennsylvania  li- 
cense required.  An  excellent  intro- 
duction to  a community  with  good 
practice  opportunities.  Contact  Ad- 
ministrator, Indiana  Hospital,  Indi- 
ana, Pa.  15701. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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classified 


Anesthesiologist  needed  for  an  agri- 
cultural, industrial  and  federal  employ- 
ment community  of  25,000  population 
in  south-central  Pennsylvania.  New 
100-bed  general  hospital.  Contact  R. 
A.  Baldwin,  Administrator,  Waynes- 
boro Hospital,  Waynesboro,  Pa.  17268. 
Phone  (717)  762-3131. 

Physicians  for  psychiatry  service  of 

951 -bed  modern,  neuropsychiatric 
hospital.  Immediate  openings  avail- 
able. General  practitioners  welcomed. 
Physicians  age  55  or  over  may  be 
given  3 year  renewable  appointments. 
Licensure  required  (in  any  state). 
Excellent  working  conditions,  liberal 
federal  service  fringe  benefits.  Salary 
range  dependent  on  qualifications, 
$12,873-$23,013  p/a.  Non-discrimi- 
nation in  employment.  Write  Chief 


of  Staff,  VA  Hospital,  Leech  Farm 
Road,  Pittsburgh,  Pa.  15206. 

General  practitioner — Seventy-bed 
hospital,  fully  accredited.  Twenty  ad- 
ditional beds  to  be  added  within  the 
next  two  years.  Hospital  is  located 
in  northwest  Pennsylvania,  eight  miles 
from  the  new  Kinzua  Dam  Recrea- 
tional Area.  Contact  Administrator, 
Community  Hospital,  Kane,  Pa. 

Physician — with  Pennsylvania  li- 
cense, for  daytime  coverage  of  acci- 
dent ward.  Salary  open.  Contact 
Administrator,  St.  Agnes  Hospital, 
Philadelphia,  Pa.  19145.  Telephone 
(215)  HO  5-2500. 

Physician — For  Emergency  Room 

service  only.  Monday  thru  Friday,  8 
a.m.  to  5 p.m.  and  Saturday  8 a.m.  to 
noon.  Pennsylvania  licensure  required. 


$12,000  per  year.  For  details,  contact 
Norman  W.  Skillman,  Director,  The 
Chester  County  Hospital.  West  Ches- 
ter, Pennsylvania. 

Staff  opening  at  the  Ritenour  Health 
Center  of  The  Pennsylvania  State  Uni- 
versity. Outpatient  dispensary,  60-bed 
hospital,  enrollment  approximately 
24,000.  Many  liberal  benefits  includ- 
ing excellent  retirement  program  and 
educational  privileges  for  your  family. 
Pleasant  university  town  in  scenic  cen- 
tral Pennsylvania  with  excellent  hunt- 
ing, fishing,  camping,  and  other  recre- 
ational facilities.  For  more  informa- 
tion, contact:  A.  L.  Ingram,  M.D.. 
Director,  University  Health  Services. 
Ritenour  Health  Center,  University 
Park,  Pa.  16802.  An  Equal  Oppor- 
tunity Employer. 


ASSISTANT  DIRECTOR 

MEDICAL  LITERATURE 
DEPARTMENT 


We  need  an  M.D.,  preferably  experienced  in  preparing 
medical  text,  who  enjoys  writing  clearly  and  concisely. 
As  Associate  Editor  will  assist  in  the  preparation  of  long 
established  reference  books  (The  Merck  Manual)  and 
will  engage  in  other  writing/editing  activities  within  an 
expanding  department. 

This  full-time  position-with-a-future  provides  an  excellent 
starting  salary  and  attractive  fringe  benefits.  Our  research 
laboratories  are  located  on  spacious  rural  acreage,  yet  are 
convenient  to  the  medical  centers  of  metropolitan  Phil- 
adelphia. 

Please  send  summary'  of  training  and  experience,  date 
available  and  minimum  salary  expected  to: 

GORDON  L.  GERHARD 


MERCK  SHARP  & D0HME 

RESEARCH  LABORATORIES 

West  Point,  Pa.  19486 


An  Equal  Opportunity  Employer 


APRIL,  1968 


WERE 

SPECIALISTS 
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"SPECIAL"  FEET 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

—ALLENTOWN— 

. UP-TOWN  STORES  • CENTRAL  STORE 
953  Hamilton  St.  719  Hamilton  St. 

951  Hamilton  St. 
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Tissue's  healing  nicely. 
Ifet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


ndications:  For  use  in  management  of  anxiety  and  tension  occurring 
lone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
sorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
>ep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


(meproliaiiiiite) 


Professionally  posed. 
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in  my  opinion 


A Tribute 


Dr.  C.  L.  Palmer  died  February  12,  1968,  and 
was  buried  in  Mount  Lebanon  February  15. 
Funeral  services  were  held  on  the  evening  of 
February  14  at  Harrisburg  where  he  had  made 
his  home  in  recent  years. 

The  all  too  few  members  of  the  Pennsyl- 
vania Medical  Society  at  the  Harrisburg  services 
attested  to  the  misunderstanding  by  many  of 
the  herioc  services  Chauncey  Palmer  had  given 
the  State  Society  over  the  years — or  to  their 
forgetfulness. 

As  an  internist  and  pathologist  in  Allegheny 
County,  Dr.  Palmer  early  showed  interest  and  in- 
fluence in  organized  medicine  and  35  years  ago 
became  chairman  of  the  Public  Health  Legisla- 
tion Committee  of  the  Pennsylvania  Medical  So- 
ciety. In  this  capacity  he  was  assigned  the  task 
of  drawing  plans  for  the  organization  of  the  Med- 
ical Service  Association  of  Pennsylvania.  The 
House  of  Delegates  of  the  American  Medical  As- 
sociation in  1938  had  urged  by  resolution  that  in 
each  component  state  society,  plans  be  advanced 
to  establish  non-profit  corporations  to  underwrite 
voluntary  prepaid  insurance  for  medical  and  sur- 
gical services.  Effective  approval  was  granted  by 
our  own  House  of  Delegates  at  the  Scranton  meet- 
ing later  that  year. 

Dr.  Palmer  had  first  to  educate  the  House 
of  Delegates  of  the  Pennsylvania  Medical  Society 
in  the  matter  of  the  principles  upon  which  such 


a corporation  should  be  established;  then  came 
the  drafting  of  the  enabling  legislation  in  which 
he  had  the  collaboration  of  Attorney  A.  Alfred 
Wasserman  of  Harrisburg.  When  the  enabling 
Act  was  passed  and  signed  in  1939  by  Governor 
Arthur  H.  James,  there  came  the  great  labor 
of  further  securing  the  Charter  from  the  Court, 
and  finally  the  stupendous  task  of  managing  the 
fight  in  the  famous  special  meeting  of  the  House 
of  Delegates  in  February,  1940,  when  the  rep- 
resentatives of  the  Pennsylvania  Medical  Society 
voted  to  organize  the  Corporation  against  the 
unanimous  opposition  of  the  Philadelphia  and 
Lackawanna  delegations,  and  that  of  half  the 
Allegheny  delegation. 

It  was  the  ground  swell  of  support  from  the 
smaller  counties,  together  with  the  common  sense 
plan  envisioned  by  Palmer  and  Wasserman,  that 
won  the  day  and  put  Pennsylvania  doctors  in  the 
vanguard  of  the  American  profession  in  the  march 
of  opposition  to  socialized  medicine  as  it  was 
called  at  the  time. 

Dr.  William  A.  Woodward,  Director  of  the 
Bureau  of  Legal  Medicine  of  the  American  Med- 
ical Association,  termed  the  enabling  legislation 
of  Pennsylvania  and  the  By-Laws  of  the  Corpora- 
tion adopted  by  the  special  meeting  of  the  House 
of  Delegates  to  be  “ideal  for  the  purpose  and 
flawless  of  criticism.”  The  night  before  that  spe- 
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cial  meeting  of  the  House,  Dr.  Thomas  R.  Gagion, 
who  was  a leader  of  the  floor  fight  to  sponsor 
; the  new  Corporation,  found  Chauncey  Palmer 
despairing  of  any  hope  for  success  the  next  day. 
Dr.  Gagion  invited  him  to  breakfast  the  next  morn- 
ing in  the  room  which  Dr.  Gagion  and  the  writer 
shared,  and  that  was  probably  the  only  kind  word 
Dr.  Palmer  heard  that  night.  The  morning  was 
bitterly  cold,  a mist  filled  the  city  from  deep  fallen 
snow,  but  the  breakfast  was  ample  and  hot;  and 
if  there  was  one  thing  Dr.  Palmer  could  do  besides 
argue  with  reason  and  restraint,  it  was  to  eat. 
He  went  into  the  House  with  renewed  hope, 
and  with  the  assist  of  one  of  the  finest  and  most 
natural  parliamentarians,  which  the  House  (un- 
accustomed to  such  authority)  had  yet  experi- 
enced, Dr.  Henry  Stewart  of  Gettysburg,  Palmer 
and  his  backers  gave  Pennsylvania  a plan.  Dr. 
Gagion  later  served  two  terms  on  the  Board  of 
Trustees  and  Councilors,  and  ended  his  career 
in  the  State  Society  organization  with  two  years  as 
Chairman  of  the  Board. 

The  first  meeting  of  the  Blue  Shield  Corpora- 
tion named  Palmer  President,  and  then  he  found 
his  labors  had  only  begun.  Rebuffed  by  the  un- 
dying opposition  of  many  members  of  the  pro- 
fession throughout  the  state — in  Philadelphia,  in 
Scranton,  in  Harrisburg,  and  even  in  his  home- 
town of  Pittsburgh — he  nevertheless  opened  for 
business  in  Allegheny  County  with  the  fortunate 
blessing  of  a few  of  his  older  confreres. 

The  opposition  by  voice  and  by  writers  in  county 
medical  society  bulletins  was  loud,  widespread. 


and  pathetically  misunderstanding  and  suspicious. 
Few  took  the  trouble  to  study  and  think,  and  few 
caught  the  spark  of  imagination  and  foresight. 
Palmer  and  his  plan  were  brought  into  a legisla- 
tive fight  in  1945,  culminating  in  his  masterful 
defense  of  Blue  Shield  before  a Senate  Committee, 
when  Blue  Cross  blatantly  attempted  to  seize  Blue 
Shield  by  legislative  action  which  would  have  put 
the  doctors  under  control  of  the  hospital  plan. 
None  who  heard  his  argument  that  night  in  the 
shadows  of  the  Senate  Caucus  Room,  will  ever 
forget  the  man  and  his  defense  of  the  profession. 
But  too  few  live  to  remember. 

When  Palmer  was  forced  out  as  President,  the 
representative  on  the  Board  from  Philadelphia 
telephoned  his  County  Society  Board  of  Direc- 
tors, to  ask,  “What  do  I do  now?”  Dr.  Palmer 
continued  on  the  Board,  but  here  again  he  was 
eased  out  after  years  of  yeoman  service.  We  all 
become  older — sometimes  too  old,  and  that  was 
the  price  Chauncey  Palmer  paid.  There  are  not 
many  of  the  practicing  physicians  today  who 
knew  or  can  remember  him.  His  was  the  vision 
and  the  integrity  and  stubbornness  that  put  Penn- 
sylvania with  the  leaders  of  the  opposition  to  the 
socialism  of  the  ’30's,  and  Blue  Shield  is  his  monu- 
ment in  Pennsylvania,  distributing  today  $175 
million  yearly  to  Pennsylvania  doctors. 

We  hope  his  passing  was  noted  in  Pittsburgh. 
In  Harrisburg,  the  services  were  attended  by  three 
representatives  of  the  Pennsylvania  Medical  So- 
ciety and  Blue  Shield. 

Lewis  T.  Buckman,  M.D. 
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Weariness 
“without  cause” 

Psychic  tension  with 
depressive  symptomatology? 

"For  weeks  I’ve  done  practically  nothing  and  I’m  al- 
ways tired.  I wake  up  tired  and  l go  to  bed  tired.  It’s 
absurd.  It's  really  absurd.” 

When  the  patient  complains  of  fatigue,  and  you  can 
find  no  organic  cause,  you  recognize  that  it  may  serve 
her  as  a means  of  avoiding  responsibilities  or  facing 
an  emotional  problem.  It  is,  in  effect,  a psychological 
retreat  behind  a somatic  cover  of  continuous  fatigue 
—one  of  the  many  depressive  symptoms  often  asso- 
ciated with  psychic  tension. 

She  needs  counsel  and  reassurance,  and  perhaps  a 
tranquilizer  to  attenuate  excessive  tension  and  help 
restore  the  capacity  to  cope.  As  an  aid  to  successful 
management,  consider  the  value  of  Valium®  (diaze- 
pam). As  psychic  tension  is  eased  by  Valium  therapy, 
secondary  depressive  symptoms  too  may  subside. 
The  patient  feels  more  capable,  therefore  more  hope- 
ful; better  able  to  handle  situations  of  intense  stress. 


Before  prescribing  Valium  (diazepam),  consult  com- 
plete product  information;  a summary  follows: 
Indications : Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor  neu- 
ron disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug; 
children  under  6 months  of  age;  acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings :Not  of  value  in  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropri- 
ate treatment.  As  with  most  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  ( e.g .,  operating  machinery,  driv- 
ing). When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in  dosage  of 
standard  anticonvulsant  medication;  abrupt  withdrawal 
in  such  cases  may  also  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone 
individuals  (such  as  drug  addicts  or  alcoholics)  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  Use  of  any  drug  in  preg- 
nancy, lactation  or  in  women  of  childbearing  age  re- 
quires that  potential  benefit  be  weighed  against  possible 
hazard. 

Precautions  : If  combined  with  other  psychotropics  or 
anticonvulsants,  carefully  consider  individual  pharma- 
cologic effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  Valium,  such  as  pheno- 


thiazines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Employ  usual  precautions  in  the 
severely  depressed  or  in  those  with  latent  depression; 
suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest  effec- 
tive amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation  (initially  2 to  2 Vi  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) . 
Adverse  Reactions : Side  effects  most  commonly  re- 
ported: drowsiness,  fatigue  and  ataxia.  Infrequently 
encountered:  confusion,  constipation,  depression,  diplo- 
pia, dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  saliva- 
tion, skin  rash,  slurred  speech,  tremor,  urinary  reten- 
tion, vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances  and  stimulation  have  been  reported;  should 
these  occur,  use  of  the  drug  should  be  discontinued.  Be- 
cause of  isolated  reports  of  neutropenia  and  jaundice, 
periodic  blood  counts  and  liver  function  tests  are  ad- 
visable during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  dur- 
ing and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 
to  10  mg  b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d. 
in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10 
mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
!Vi  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated. ( See  Precautions.)  Children:  1 to  2Vi  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  

6 months) . 

Supplied  : Valium®  (di-’ 
azepam)  Tablets,  2 mg, 

5 mg,  and  10  mg;  bottles 
of  50,  100  and  500. 


Roche 


LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Valium9  (diazepam) 

helps  relieve  psychic  tension  with  associated  depressive  symptoms 


PENNSYLVANI 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mat 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 
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AMA  URGES  EVALUATION  OF  RMP  The  AMA,  in  testimony  before  the 

House  Subcommittee  on  Medical  Edu- 
cation, stated  that  regional  medical  programs  had  shown  good  pro- 
gress in  the  early  stages  but  urged  Congress  to  order  an  early  eval- 
uation by  a non-government  agency.  The  subcommittee  was  considering 
legislation  to  extend  the  RMP  law  for  five  years,  but  subcommittee 
members  reacted  favorably  to  an  AMA  recommendation  that  the  exten- 
sion be  for  only  three  years.  Some  congressmen  indicated  opposition 
to  a recommendation  that  appropriations  for  RMP  be  increased  sharply. 

CHILD  ABUSE  MUST  BE  REPORTED  Attention  is  directed  to  two  recent 

pieces  of  legislation  relative  to 
child  abuse  which  are  effective  immediately  and  are  applicable  to 
physicians.  Act  79  of  August  11,  1967,  which  amends  the  Penal  Code, 
requires  that  any  physician  who  receives  a child  suffering  from  any 
wound  or  other  injury  inflicted  by  a deadly  weapon,  or  in  any  other 
case  where  injuries  have  been  inflicted  upon  a child  in  violation  of 
any  penal  law  of  the  Commonwealth  must  report  the  incident  immediately 
by  telephone  and  in  writing,  to  the  police.  Act  91  of  August  14,  1967 
requires  that  physicians  report  to  county  public  child  welfare  agen- 
cies within  48  hours  all  cases  of  gross  physical  neglect  or  injury 
not  explained  by  the  available  medical  history  as  being  accidental, 
as  well  as  criminal  acts  described  above.  Copies  of  the  law  as  well 
as  the  reporting  form  (CY-47)  for  issuance  to  the  county  public  child 
welfare  agency  are  available  through  the  Office  for  Children  and 
Youth  of  the  Pennsylvania  Department  of  Public  Welfare. 

NON-ANIMAL  TETANUS  ANTITOXIN  RELEASED  A new  tetanus  antitoxin  de- 
rived from  human  blood  now 

is  available  for  those  allergic  to  horse  serum,  Parke-Davis  has  an- 
nounced. The  new  product  is  called  "Immu-Tetanus " and  is  marketed  in 
vials  containing  250  units . 

AMA  TO  CONSIDER  PMS  RESOLUTION  The  AMA  House  of  Delegates  in  its 

June  meeting,  will  act  on  a Penn- 
sylvania Resolution  calling  for  efforts  to  establish  a standard  wear- 
ing place  for  the  universal  emergency  medical  identification  symbol. 
The  symbol,  indicating  that  the  wearer  has  a special  medical  problem 
such  as  a drug  allergy  or  a disease  that  may  produce  coma,  now  is  worn 
in  a variety  of  places.  Those  responsible  for  emergency  care  could 
save  time  checking  for  such  a device  if  a standard  wearing  place  is 
established . 


CHLORAMPHENICOL  WARNINGS  GROW 


The  FDA  has  increased  its  warnings  : 
to  physicians  about  the  dangerous 
side  effects  of  chloramphenicol.  It  is  suggested  that  the  drug  be 
reserved  for  the  few  instances  where  results  cannot  be  achieved  with  I 
the  use  of  less  dangerous  drugs.  Measures  of  the  risk  of  bone  marrow* 
depression  from  the  use  of  chloramphenicol  range  from  one  in  20,000 
to  one  in  100,000. 

PMS  TO  CONSIDER  NEW  COUNCIL  The  PMS  House  in  September  will  con-  I 

sider  a proposal  to  form  a new  coun-  I 
cil  under  which  would  be  grouped  all  of  the  society's  responsibili- 
ties in  medical,  graduate  and  postgraduate  education.  It  would  be 
known  as  the  Council  on  Education  and  it  would  replace  the  Committee  ] 
on  Convention  Program  and  the  Commission  on  Medical  Education. 

AMA  VICE  SPEAKER  NOMINATION  DUE  Thomas  W.  McCreary,  M.D. , chair- j 

man  of  the  Pennsylvania  Delega- 
tion to  the  AMA,  has  announced  that  the  delegation  plans  to  nominate  I 
Russell  B.  Roth,  M.D. , of  Erie,  to  succeed  himself  as  Vice  Speaker 
of  the  AMA  House  of  Delegates.  The  nomination  and  election  of  new 
officers  will  take  place  at  the  AMA  Annual  Convention  in  San 
Francisco,  June  16-20. 

KENTUCKY  SOCIETY  EXEC  DIES  Joseph  P.  Sanford,  61,  executive  sec- 

retary of  the  Kentucky  Medical  Society, 
died  March  25.  Sanford  had  been  executive  secretary  of  the  KMA  since 
1950,  was  a past  president  of  the  American  Association  of  Medical 
Society  Executives,  former  editor  of  the  Journal  of  the  Kentucky 
State  Medical  Association  and  a director  of  the  State  Medical  Journal 
Advertising  Bureau. 

! NEXT  MONTH , 

PENNSYCARE  - NOW  AND  TOMORROW  What  the  future  may 

hold  for  Pennsycare 

and  the  physician  is  discussed  by  Thomas  W.  Georges,  Jr., 

M.D.,  Secretary  of  Health  and  of  Public  Welfare  in  an  ex- 
clusive interview  with  John  H.  Harris,  M. D ., Pres ident , PMS . 

THE  PHYSICIAN  IN  THE  EMERGENCY  ROOM  The  patient's 

history  assumes 

paramount  importance;  the  physician  should  be  alert  to 
possible  pitfalls  in  diagnosis. 


HMD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


I THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 


IEMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
laxing  factor”  has  been  found  to  be  useful 
/ many  clinicians  in  controlling  abnormal 
erine  activity. 

Literature  on  indications  and  dosage  avail- 
3le  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  he  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  he  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLOKTLTRACYCUNE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  nig  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
nieals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  IS  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively, 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cyclinc.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7-6046 


Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS  — most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SINUS-headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 


Source  of 
symptomatic 

relief 


SINUTAE  1 


& 


■y 
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Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and.  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(%  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

Citrate.  *Subjeet  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARNER-CH 


S-IN-81-4C 

LCOTT  Morris  Plains,  N.J. 


Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640. 


You  won't  have  to  wait  for  these  results  to  come  back  from  the  lab. 

Because  now  you  can  do  blood  chemistry  tests  in  your  own  office.  With 
Diagnostest*  reagents  and  instruments.  You  get  accurate,  precise  results 
jin  minutes.  And  we  teach  your  nurse  or  medical  assistant  to  do  the  tests. 
The  system  can  be  used  to  measure  hemoglobin,  glucose,  cholesterol, 
urea  nitrogen,  total  bilirubin  and  uric  acid.  Write  today  for  full  details. 


•Trademark  of  The  Dow  Chemical  Company 


Mr.  and  Mrs.  George  Dyson,  Chester 


Mr.  and  Mrs.  George  Dyson, 
Chester,  were  chosen  to  receive  the 
1968  state  individual  Benjamin  Rush 
Award  for  their  voluntary  health  ac- 
tivities. 

The  Avon-Grove  Lion's  Club,  West 
Grove,  was  selected  to  receive  the 
1968  state  organization  Benjamin  Rush 
Award  for  its  outstanding  health  con- 
tributions. 

Announcement  of  the  winners  was 
made  by  William  A.  Limberger,  M.D., 
of  West  Chester,  Chairman  of  the 


John  P.  Gray,  President, 
Avon-Grove  Lion’s  Club 


Board  of  the  Pennsylvania  Medical 
Society. 

The  Dysons,  George,  a retired  postal 
worker,  and  Josephine,  have  spent 
most  of  their  lives  in  the  service  to 
others.  They  think  nothing  of  working 
early  and  late,  every  day  of  the  year, 
including  Christmas  and  all  holidays. 

The  Dysons  have  provided  trans- 
portation for  TB  and  respiratory  di- 
sease patients  to  clinics  and  hospitals 
and  have  answered  all  calls  for  emer- 
gency transportation  for  patients  and 


their  families.  Since  1959  they  have 
assisted  each  year  on  the  Christmas 
Seal  campaign,  sorting  thousands  of 
pieces  of  mail  by  post  office  and  zip- 
coding the  mailing  list  consisting  of 
over  120,000  names.  For  two  years, 
they  served  as  committee  chairmen  for 
the  Christmas  Seal  campaign. 

Both  Mr.  and  Mrs.  Dyson  are  quite 
active  in  the  Red  Cross.  Mrs.  Dyson 
serves  on  the  executive  committee  and 
is  chairman  of  the  Canteen  Service 
of  the  camp  and  hospital  program. 
Mr.  Dyson  is  chairman  of  the  organi- 
zation's motor  service  and  is  quite 
active  in  the  blood  donor  program. 

In  addition,  the  Dysons  prepared 
and  mailed  over  100  kits  to  our  mili- 
tary forces  in  Vietnam.  Every  article 
in  the  kits  was  purchased,  packaged, 
wrapped,  and  posted  with  the  funds 
secured  by  them  for  this  tremendous 
project.  The  Dysons  were  nominated 
by  the  Delaware  County  Medical  So- 
ciety. 

The  56-member  Avon-Grove  Lion's 
Club  may  seem  small  in  comparison 
to  other  organizations  but  its  deeds 
are  monumental.  During  the  past  17 
years  the  Club  has  raised  and  dis- 
tributed over  $36,000  for  eye  exam-  | 
inations  and  glasses;  assisting  organi- 
zations for  the  blind;  providing  funds 
for  hospitals  in  their  area;  and  sup-  $ 
porting  heart,  polio,  cancer  and  other 
funds,  boys  and  girls  activities,  edu- 
cation scholarships  and  civic  improve-  |j 
ments. 

j a 

Members  of  the  Club  have  served 
on  the  Board  of  Governors  of  the 
Community  Memorial  Hospital  and 
all  have  taken  the  American  Red 
Cross  first  aid  course. 

re 

The  Club  has  recruited  blood  donors  , 
and  sponsored  the  Chest  X-ray  unit. 
Members  have  helped  raise  funds  for 
the  Community  Chest  and  have 
worked  with  the  Veterans  Hospital  at 
Coatesville,  helping  the  disabled  vet- 
erans.  The  Club  was  nominated  by  fro 
the  Chester  County  Medical  Society,  repi 


Chester  Couple,  Lion^s  Club  Receive 
1968  Benjamin  Rush  Awards 

A man  and  wife  who  spend  every  day,  including  Christmas  and  holidays, 
helping  others  and  an  organization  that  has  raised  and  distributed  more  than 
$36,000  for  the  health  and  welfare  of  the  people  in  its  area  have  been  named 
recipients  of  the  Pennsylvania  Medical  Society’s  highest  health  service  award 
for  individuals  and  groups. 
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newsfronts 


Judges  (left  to  right)  Richard  E. 
Burg,  General  Manager,  WHRY 
Radio,  Hershey;  Philip  Potter,  General 
Manager,  WHYL  Radio,  Carlisle;  and 
Walter  1.  Buchert,  M.D.,  Geisinger 
Medical  Center,  Danville,  audition  the 
radio  entries  in  the  Pennsylvania  Medi- 
cal Society’s  annual  Walter  F.  Donald- 
son Awards  competition. 


TV,  Radw,  News  Awards  Announced 

Donaldson  Prizes  Captured  by  Lady  Reporter 
and  Philadelphia’s  WFILTV  and  WIP  Radio 


Margaret  Nery,  a reporter  for  the 
Daily  Dispatch  and  Valley  Daily  News 
of  New  Kensington  and  Tarentum  has 
won  the  Pennsylvania  Medical  Society’s 
highest  award  for  newspaper  reporting 
in  the  field  of  medicine  and  health, 
it  was  announced  by  John  H.  Harris, 
Sr.,  M.D.,  PMS  President. 

The  extremely  close  competition  re- 
sulted in  an  honorable  mention  to  Gary 
Brooten,  science  reporter  for  the  Phil- 
adelphia Bulletin. 

Miss  Nery  will  receive  the  Society’s 
Walter  F.  Donaldson  Award  in  the 
newspaper  category — a plaque  and  a 
one  hundred  dollar  cash  prize — at  the 
Pennsylvania  Press  Conference,  May 
17-18,  at  Nittany  Lion  Inn,  Univer- 
sity Park.  Her  winning  entry,  an 
article  about  a forty-one  year  old 
woman  suffering  from  kidney  disease 
— won  in  competition  with  entries 
from  newspaper  and  trade  publication 
reporters  across  the  state. 


The  selection  committee,  composed 
of  two  working  newsmen  and  a So- 
ciety representative,  was  impressed 
with  Miss  Nery’s  dramatic  account  of 
the  fight  for  life  waged  by  Mrs.  Edison 
Conner,  Jr.  of  New  Kensington,  a 
victim  of  kidney  disease.  “The  article 
was  well  written,  technically  accurate, 
and  gave  the  readers  a deeper  insight 
into  the  life  of  this  mother  of  two  teen- 
agers, who  is  kept  alive  by  an  artificial 
kidney  machine  operated  by  her  hus- 
band,” a spokesman  for  the  committee 
said. 

Brooten,  science  writer  for  the  Phil- 
adelphia Bulletin,  will  receive  a plaque 
for  his  series  of  three  articles  on  the 
birth  control  problem. 

Walter  F.  Donaldson  Award  win- 
ners in  television  and  radio  also  were 
announced  by  Dr.  Harris.  In  the  tele- 
vision category,  WFLL-TV,  Philadel- 
phia, is  to  receive  the  highest  award 
for  its  program  entitled  "Our  Vanish- 


ing Fresh  Air,”  a presentation  on 
Air  Pollution  in  the  Delaware  Valley, 
submitted  by  Gunnar  Back,  WFIL- 
TV general  manager.  WHP  of  Phila- 
delphia will  receive  the  top  radio 
award  for  the  program  on  emphysema 
called  “A  Breath  of  Hope,”  submitted 
by  Gordon  K.  Thomas,  a station  news- 
man. Television  and  radio  plaques 
and  prizes  will  be  awarded  at  the  an- 
nual meeting  of  the  Pennsylvania  As- 
sociation of  Broadcasters  next  month. 

Judges  in  the  newspaper  category 
were  Bern  Sharfman,  editorial  writer 
for  the  Harrisburg  Patriot  News; 
Frank  Naddeo,  Editor,  Ephrata  Re- 
view; and  Carl  B.  Lechner,  M.D., 
Medical  Editor  of  Pennsylvania 
Medicine,  the  journal  of  the  Pennsyl- 
vania Medical  Society. 

The  Donaldson  Awards  are  named 
for  the  late  Dr.  Walter  F.  Donaldson, 
Secretary  of  the  State  Medical  Society 
for  many  years  and  long  time  editor 
of  its  journal. 
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Senator  Murphy,  Congressman  Marsh,  Governor  Shafer  Head  Guest  Bill 


Senator  Murphy  (4th  left ) with  (left 
to  right)  Hoyt  D.  Gardner,  M.D., 
Chad  and  Mrs.  Combs  (AMPAC), 
Bill  Watson,  Mrs.  Barbara  Kunkle, 
Mrs.  Nancy  Anspach  and  Mr.  Harry 
Hinton. 


A serious  moment  finds  Senator 
Murphy  with  (left  to  right)  George  W . 
Moore,  M.D.,  William  A.  Limberger, 
M.D.,  Chairman  of  the  Board,  PMS, 
and  Jack  Jordan,  Republican  state 
chairman. 


PaMPAC  Sponsors  First 
Political  Action  Workshop 


The  Pennsylvania  Medical  Political 
Action  Committee  conducted  its  initial 
statewide  Political  Action  Workshop, 
March  13-14,  at  the  Holiday  Inn- 
Town,  Harrisburg. 

Attending  were  physicians  and  their 
wives  representing  the  67  counties  in 
the  State,  members  of  the  Board  of 
the  Pennsylvania  Medical  Society, 
members  of  the  Board  of  Directors  of 
PaMPAC,  the  district  councilors  of 
the  Woman's  Auxiliary  of  the  Penn- 
sylvania Medical  Society,  county  medi- 
cal society  executive  secretaries  and 
representatives  of  the  Student  Ameri- 
can Medical  Association  and  the  Wom- 
an’s Auxiliary  to  SAMA,  and  the 
Council  on  Government  Relations. 

Chairman  of  the  workshop  com- 
mittee was  William  B.  West,  M.D. 
Other  committee  members  included  R. 
Edward  Steele,  M.D.,  Harrisburg, 
George  W.  Shaffer,  M.D.,  Dublin, 
and  David  S.  Masland,  M.D.,  Carlisle. 

The  objectives  established  by  the 
committee  for  the  workshop  were: 

1.  To  increase  membership  and  to 


stimulate  activity  within  that 
membership. 

2.  To  increase  the  extent  of  poli- 
tical sophistication  among  Penn- 
sylvania physicians,  and 

3.  To  relate  and  emphasize  the  im- 
portance of  physicians  in  politics 
and  the  identification  which  medi- 
cine has  achieved  among  pro- 
fessional politicians. 

Highlighting  the  bill  of  guest  speak- 
ers during  the  two  day  gathering  were 
Senator  George  Murphy  of  California, 
Congressman  John  O.  Marsh,  Jr.,  of 
Virginia,  Pennsylvania  State  Governor 
Raymond  Shafer  and  Washington  col- 
umnist Robert  D.  Novak. 

The  Program  covered  many  of  the 
techniques  necessary  in  the  organi- 
zation and  functioning  of  a successful 
election  campaign,  with  particular 
emphasis  upon  the  role  that  physicians 
and  their  wives  can  play  in  the  selec- 
tion and  election  of  candidates. 


Senator  Murphy,  John  Harris,  M.D., 
PMS  President. 


Senator  Murphy  greets  Bruce  Grove, 
M.D.  of  York. 


George  W.  Shaffer,  M.D.  intro- 
duces Gov.  Raymond  Shafer  as  a 
speaker  at  the  second  day  gathering 
of  the  Workshop. 
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PENNSYLVANIA  MEDICINE 


A simplified  approach 
to  the  practica  management 
of  hypertension 


iipidim;  4 pargi 


PAKGYLIM? 


ihsikpidim: 


K1’IDIM< 


PVlUiYMM' 


D1<S1<KPIDIM< 


DI<S1<KPIDIM< 


MTHYCLOTHI 


iohiiizijh; 


p\k(;yiji\i< 


MI<THY<:L0THIAZI1H< 


SYUNE 


D1<SI<KP1D1M< 


pikgymm: 


PAlMiYMMi 


D1<SI<KPIDIM< 

HMHNEHMHHHH 


DISYItPID 


PAKGYMM< 


P/1  KG  1 LI  Ms 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


1 ENDURON* 

METMVCIO 

THIAZIDE 

i 

t 

i 5 mg. 

Iff 

Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiurr 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  ir 
most  cases. 


Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


, 


)nce  a day,  every  day 

INDURONYL 


ETHVCLOTHIAZIDE  5 mg.  with 
[SERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHVCL0TH1AZIDE  5 mg. 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METHfClOTME 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  it  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


TM  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  8Q4438R 
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Beaver  Falls  To  Host 
PAMA  Annual  Session 


supervision  of  three  physician  trustees 
who  currently  are  Drs.  Davies,  John 
J.  Cunningham  of  Pawtucket,  presi- 
dent-elect, and  F.  Bruno  Agnelli  of 
Westerly,  vice-president.  Since  the 
start  of  the  world-wide  competition 
prizes  have  been  awarded  81  times, 
and  on  eleven  occasions  dual  winners 
have  been  chosen. 


The  Annual  Session  of  the  Pennsylvania  Association  of  Medical  Assis- 
tants will  be  held  at  the  Holiday  Inn  Motor  Hotel,  Beaver  Falls,  May  17,  18 
and  19,  1968,  it  was  announced  recently  by  Miss  Jacqueline  P.  Fehling,  Presi- 
dent. 


The  three-day  event  will  include 
meetings  of  the  organization's  House 
of  Delegates  and  an  educational  pro- 
gram. Members  of  the  Pennsylvania 
Medical  Society  will  participate  in  both 
the  business  and  educational  sessions. 

During  the  opening  meeting  of 
PAMA’s  House  of  Delegates,  greet- 
ings will  be  extended  from  the  Beaver 
County  Medical  Society  by  Richard  H. 
Crain,  M.D.,  President.  The  State  So- 
ciety’s Advisory  Committee  to  PAMA 
will  be  represented  by  R.  William 
Alexander,  M.D.,  Reading,  and  Ralph 
C.  Wilde,  M.D.,  Pittsburgh. 

A two-part  educational  program  will 
be  presented  on  Saturday,  May  18. 
Merck,  Sharp  & Dohme  will  sponsor 
a program  on  communications,  drugs 
and  research  during  the  morning  ses- 
sion. The  afternoon  session  will  fea- 
ture H.  L.  Shaffer,  M.D.,  Lawrence 
County  Medical  Society  and  John  Co- 
lavencenzo,  M.D.,  Beaver  County 
Medical  Society  who  will  speak  on 
cardiology  and  anesthesiology,  respec- 
tively. 

William  R.  Hunt,  M.D.,  Board  of 
Commissioners,  Allegheny  County,  and 
member  of  the  State  Society,  will  be 
the  featured  speaker  at  the  Annual 
Banquet  Saturday  evening.  His  talk 
will  cover  the  proposed  medical  ex- 
aminer system  for  Pennsylvania. 

Miss  Sally  Sigafoos,  Lancaster,  will 
be  installed  as  President  during  the 
installation  luncheon,  Sunday,  May 
19.  J.  Everett  McClenahan,  M.D., 
immediate  past  president  of  the  State 
Society,  will  represent  John  H.  Harris, 
Sr.,  M.D.,  President,  at  the  luncheon 
and  will  install  all  incoming  officers. 

Mrs.  Jacob  Ripp,  Pittsburgh,  Presi- 
dent, Woman’s  Auxiliary  to  the  Penn- 
sylvania Medical  Society,  will  attend 
the  event  and  address  the  organiza- 
tion. 


OTTO  C.  PHII.I.IPS.  M.D. 


Pittsburgh  M.D.  Wins 
Caleb  Fiske  Award 

Otto  C.  Phillips,  M.D.,  chief  of 
the  division  of  anesthesia  at  the  West- 
ern Pennsylvania  Hospital  in  Pitts- 
burgh, was  named  as  the  winner  of 
the  1967  Caleb  Fiske  Medical  Essay 
contest  conducted  by  the  Rhode  Is- 
land Medical  Society.  Announcement 
of  the  $500  award  to  Dr.  Phillips 
for  his  essay  on  “The  Challenge  of 
Obstetric  Anesthesia”  was  made  by 
Dr.  Stanley  D.  Davies,  President  of 
the  Rhode  Island  Medical  Society  and 
chairman  of  the  trustees  of  the  Fiske 
Fund. 

The  Fiske  essay  competition  is  con- 
sidered the  oldest  such  contest  in 
America,  and  it  was  initiated  through 
a bequest  by  Dr.  Caleb  Fiske  to  the 
Rhode  Island  Medical  Society  in  1834. 
Dr.  Fiske,  who  practiced  and  lived 
in  Scituate,  was  the  fourth  President 
of  the  State  Medical  Society,  serving 
from  1818  through  1823.  The  Fund 
and  the  competition  are  under  the 


Visa  Change  Offered 
Alien  Physicians  Subject 
to  U.  S.  Draft  Call 


Alien  physicians  studying  in  the 
United  States  who  have  immigrant 
visas  are  subject  to  draft  into  the  mili- 
tary service  by  the  Selective  Service 
System  until  age  35  unless  they  change 
their  visa  classifications. 


According  to  a letter  from  the  Na- 
tional Advisory  Committee  to  the 
Selective  Service,  alien  physicians  can 
have  their  visas  changed  to  “exchange 
student  visas”  if  they  can  prove  with 
reasonable  surety  that  their  purpose 
in  coming  to  the  U.S.  was  only  to 
study  rather  than  ultimately  become 
permanent  residents  and  citizens.  With 
the  change  to  the  exchange  student 
visa  status,  they  could  not  be  drafted. 

Medical  students  in  this  country 
are  draft  deferred  until  they  graduate 
from  medical  school  and  complete 
their  internship,  but  this  is  only  to 
allow  them  to  obtain  a medical  degree 
and  internship.  They  are  not  deferred 
after  that,  but  are  all  considered  ac- 
cording to  the  guidelines  relative  to 
selection. 
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Delaware  Valley  RMP 
To  Poll  M.D.  Needs  I f 

The  Greater  Delaware  Valley  Re- 
gional Medical  Program  Task  Force 
on  Continuing  Education  this  month 
will  send  out  to  all  physicians  in 
private  practice  in  eastern  Pennsyl- 
vania a questionnaire  which  provides 
an  opportunity  to  express  needs  and 
recommendations  for  expanded  or  im-  I 
proved  programs  of  continuing  medi-  j 
cal  education.  It  will  help  to  gear  I 
continuing  medical  education  pro-  ; 
grams  in  the  region  to  physicians’ 
needs.  All  physicians  are  urged  to 
participate  in  this  vital  survey. 
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Medical  Emergencies  Seminar — Headley  S.  White  Jr.,  M.D.  of  Lehigh 
County  Medical  Society  and  Carol  Witherspoon,  M.D.  assistant  professor  of 
anesthesiology  at  Temple  University’s  medical  school,  compare  notes  during  the 
four-hour  medical  emergencies  seminar  conducted  at  Allentown  Hospital. 


Medical  Emergencies  Seminar 

EDT  Course  Held 
At  Allentown  Hosp. 

Increased  use  of  the  emergency  de- 
partments in  hospitals  has  created  pres- 
sures on  staffs  to  provide  more  ade- 
quate service  and  meet  this  challenge. 
This  was  stressed  at  the  “Course  in 
Emergency  Department  Techniques” 
presented  Wednesday,  March  27,  1968 
at  Allentown  Hospital. 

The  U.S.  Public  Health  Service  has 
projected  an  increasing  use  of  hos- 
pitals for  the  decade  1960-70  per 
1,000  population  of  8%  in  hospital 
admissions,  18%  in  outpatient  visits 
and  79%  in  emergency  department 
volume. 

Upwards  of  147  physicians,  nurses 
and  other  hospital  personnel  attended 
the  Allentown  program,  one  of  a series 
being  held  across  the  state,  sponsored 
by  the  Pennsylvania  Medical  Society, 
the  Hospital  Association  of  Pennsyl- 
vania and  the  Pennsylvania  Depart- 
ments of  Health  and  Welfare.  Richard 
B.  Magee,  M.D.,  of  Altoona,  a mem- 
ber of  the  State  Society  Council  on 
Scientific  Advancement,  is  coordina- 
tor of  the  series. 

Headley  S.  White,  Jr.,  M.D.  of  the 
Lehigh  County  Medical  Society  pre- 
sided. William  T.  Spence,  M.D.,  asso- 
ciate professor  of  neurological  surgery, 
Georgetown  Medical  School,  Washing- 
ton, D.C.,  discussed  “Neurosurgical 
Emergencies;”  C.  Christopher  Morris, 
M.D..  Institute  of  the  Pennsylvania 
Hospital,  Philadelphia,  spoke  on  “Psy- 
chiatric Emergency  Room  Problems.” 

Speaking  on  “The  General  Surgeon's 
Role  in  the  Emergency  Room”  was 
William  E.  DeMuth,  Jr.,  M.D.,  chief 
of  surgery,  Carlisle  Hospital.  “The 


Internist  in  the  Emergency  Depart- 
ment” was  discussed  by  Stanley  Spit- 
zer,  M.D.,  department  of  medicine, 
Hahnemann  Medical  College,  Phila- 
delphia. Carol  Witherspoon,  M.D.. 
assistant  professor  of  anesthesiology. 
Temple  University  School  of  Medi- 
cine, spoke  on  “The  Resuscitative 
Management  of  Life  Threatening 
Emergencies.” 

Others  on  the  program  included 


Courtland  Chandlee,  administrator  of 
St.  Clair  Memorial  Hospital,  Pitts- 
burgh and  Miss  Lynda  Blair,  R.N., 
from  St.  Vincent  Hospital,  Erie. 

Similar  courses  will  be  presented 
Wednesday,  April  24  at  Williamsport 
Hospital;  Thursday,  April  25  at  Al- 
toona Hospital  and  Thursday,  May  9 
at  Harrisburg  Hospital.  The  time: 
1:30  to  5:30  p.m. 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational  1961. 

FACILITIES:  Jefferson  Hall  contains  modern  well-equipped  laboratories,  the  Daniel  Baugh 
Institute  of  Anatomy,  and  a student-faculty  activities  center;  Jefferson  Medical  College  Hospital; 
Curtis  Clinic — an  outpatient  center;  Barton  Memorial  Division  of  Chest  Diseases;  teaching  museums 
and  libraries;  and  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  Samuel  S.  Conlv, 
Jr.,  M.D.,  Associate  Dean  and  Director  of  Admissions,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  F.  Kellow,  M.D. 

Dean  and  Vice  President 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

WWWWWWVWWW^ 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Artificial  Heart 
Attracts  Spectators 


An  artificial  heart,  constructed  by  medical  students,  was  the 
center  of  attraction  in  a display  sponsored  by  the  Allegheny 
County  Medical  Society  at  the  recent  Careers  Exposition 
in  Pittsburgh’s  Civic  Arena.  The  exhibit,  in  its  second  year, 
was  programmed  by  members  of  the  area  S.A.M.A. 
Chapter,  using  medical  students’  ideas  for  communication 
with  other  young  people. 


LVMA  Conducts  Sexual 
Problems  Seminar 

The  Lehigh  Valley  Medical  Association  is  conducting 
a symposium  on  “Sexual  Problems  in  Clinical  Practice,” 
May  15,  and  their  86th  Annual  Meeting  on  May  16. 

The  symposium,  conducted  in  cooperation  with  Lederle 
Laboratories,  will  begin  at  8:30  a.m.  at  the  Holiday  Inn 
East,  Rt.  22,  Bethlehem,  and  is  open  to  physicians  and  their 
wives. 

In  addition  to  the  Annual  Meeting  on  May  16th  at  the 
Green  Pond  Country  Club,  Bethlehem,  the  day  will  also 
feature  a golf  tournament,  card  party,  fashion  show,  and 
dinner  with  guest  speaker  Ernest  F.  Andrews,  S.T.D.  dis- 
cussing “The  Patient  as  a Whole  Person.” 

Guest  speakers  to  appear  at  the  symposium  the  preceding 
day  include  Edward  M.  Litin,  M.D.,  Mayo  Clinic,  Roch- 
ester; Beverly  T.  Mean,  M.D.,  Creighton  University, 
Omaha,  and  David  M.  Reed,  Ph.D.,  Tulane  University, 
New  Orleans.  The  scientific  program  is  approved  for  four- 
and-one-half  hours  AAGP  credit. 

An  executive  board  meeting  of  the  Lehigh  Valley  Medical 
Association  will  be  held  at  8:00  p.m.  following  the  sym- 
posium. 

Reservations  for  the  Green  Pond  Country  Club  activities 
on  Thursday,  May  16,  should  be  made  directly  to  the  club 
no  later  than  May  10th. 
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Five-county  Area  Subject  of 
PHS  Rural  Health  Study 

Ten  community  leaders  from  a five-county  east-central 
Pennsylvania  area  have  been  selected  to  serve  on  a Pro- 
fessional Advisory  Committee  for  the  rural  health  dem- 
onstration project  announced  recently  by  the  State  De- 
partment of  Health. 

Counties  included  in  the  project,  which  is  being  funded 
by  the  United  States  Public  Health  Service,  are  Columbia, 
Montour,  Northumberland,  Snyder  and  Union. 

Members  of  the  new  Professional  Advisory  Committee, 
who  have  agreed  to  make  their  broad  knowledge  of  area 
health  facilities  available  to  project  personnel,  include: 

Robert  Bradford,  Political  Science  Department,  Susque- 
hanna University,  Selinsgrove;  Walter  I.  Buchert,  M.D., 
Medical  Director  of  the  Geisinger  Medical  Center,  Dan- 
ville; J.  Mostyn  Davis,  M.D.,  Shamokin;  Mrs.  Troy 
Knapper,  Directress  of  Nursing  at  the  Geisinger  Medical 
Center,  Danville;  and  Donald  S.  Mayes,  M.D.,  Sunbury. 

Also  Anthony  Monaco,  Administrator  of  Berwick  Hos- 
pital, Berwick;  Lystra  Rogers,  Administrator  of  Evangeli- 
cal Community  Hospital,  Lewisburg;  George  A.  Rowland, 
M.D.,  Millville;  Marjorie  Weaver,  Executive  Director  of 
the  Tuberculosis  and  Health  Society,  Sunbury;  and  John 
F.  Zeller  III,  Vice  President  for  Business  and  Finance, 
Bucknell  University,  Lewisburg. 


New  Camera  Technique 
Improves  Heart  Study 

Scientists  of  the  Public  Health  Service's  National  Insti- 
tutes of  Health  have  developed  a new  technique  that  em- 
ploys the  radioisotope  technetium-99m  and  a gamma 
scintillation  camera  to  visualize  the  heart  and  great  vessels. 

The  resulting  “radioisotope  angiocardiogram"  provides 
diagnostic  information  on  the  anatomy  and  function  of  the 
heart  and  great  vessels  similar  to  that  obtained  by  conven- 
tional x-ray  visualization  techniques,  but  it  eliminates  the 
adverse  reactions  that  occasionally  attend  injection  of 
radiopaque  dyes  required  for  adequate  x-ray  definition. 

Radiation  exposure  to  the  patient  is  minimal.  The  tech- 
nique requires  only  small  quantities  of  technetium-99m. 
Moreover,  the  isotope  is  rapidly  cleared  as  it  passes  through 
the  lungs  and  subsequently  leaves  the  body  in  the  urine. 

The  scientists  have  tested  the  technique  in  patients  at 
the  time  of  diagnostic  catheterization  for  a variety  of  con- 
genital and  acquired  forms  of  heart  disease.  They  report 
that  the  radioisotope  angiograms  accurately  reflected  hemo- 
dynamic alterations  resulting  from  these  conditions. 

The  technique  has  already  been  used  to  estimate  blood- 
flow  to  various  organs  or  regions  of  the  body.  The  investi- 
gators feel  that  it  will  also  be  useful  in  determining  heart 
output  and  the  volumes  of  the  main  pumping  chambers 
during  various  phases  of  the  heart’s  contraction  cycle. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


w-c 


PRECISION 
HARMACEUTICAIS 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINICT 

Hematinic  with  Vitaminsand  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  B« 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6063 
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Soaring  Cost  of  Medical  Care 
Stressed  in  President's  Message 

The  President’s  message  to  Congress  on  “Health  in 
America” — released  March  4 — stressed  means  to  deal  with 
“the  soaring  cost  of  medical  care.” 

President  Johnson  set  forth  five  major  goals: 

1.  To  “deal  with”  what  he  called  “the  soaring  cost  of 
medical  care”  and  to  “assure  the  most  efficient  use  of  our 
health  resources;” 

2.  To  meet  the  “urgent  need  for  more  doctors,  nurses 
and  other  health  workers;” 

3.  To  reduce  the  “inexcusably  high  rate  of  “infant  mor- 
tality” in  the  United  States; 

4.  To  reduce  the  death  rate  from  traffic  accidents  and; 

5.  To  “launch  a nationwide  volunteer  effort  to  improve 
the  health  of  all  Americans.” 

In  the  section  of  “Controlling  Costs  of  Health  Care,” 
the  President  cited  “sobering”  predictions  that  while  the 
cost  of  living  will  increase  by  “more  than  20  percent” 
between  1965  and  1975,  the  cost  of  health  care  will  in- 
crease “by  nearly  140  percent.”  Per  capita  health  expense, 
he  predicts,  will  increase  from  $200  to  $400  per  annum; 
drugs  will  go  up  65  percent;  dental  100  percent;  doctor  bills 
160  percent;  and  general  hospital  services  250  percent. 

Current  “unacceptable”  increases  in  medical  cost,  ac- 
cording to  President  Johnson,  are  charged  to:  (1)  the 

claim  that  most  insurance  programs  encourage  hospitaliza- 
tion in  preference  to  less  costly  modes  of  care;  (2)  the  as- 
sertion that  fee-for-service  promotes  unnecessary  medical 
care;  and  (3)  the  allegation  that  hospitals,  being  paid  costs, 
suffer  no  penalty  for  inefficient  operation  and  that  present 
hospital  management  systems  discourage  separate  control 
over  costs. 

The  President  announced  he  has  directed  HEW  to 
“begin  immediately  extensive  tests  of  incentives  designed 
to  reduce  the  cost  of  medical  care.” 

Parenthetically,  on  March  5,  SSA  Commissioner  Robert 
Ball  announced  the  beginning  of  some  of  these  experiments, 
emphasizing  that  participation  by  providers  of  service  and 
health  insurance  organizations  would  be  voluntary. 

Leading  the  list  of  the  President’s  health  proposals  is  | 
the  “Child  Health  Act  of  1968”— essentially,  a request  to 
add  $215  million  to  the  support  of  existing  child  health 
services  under  Medicaid  and  other  federal  health  programs.  ’ 

The  President  recommends  a $1.5  billion  appropriation 
for  health  research — approximately  the  same  amount  as  will 
have  been  spent  in  the  present  fiscal  year. 

The  message  recommends  beefing  up  existing  health 
manpower  programs  by  $290  million,  and  increased  ap- 
propriation for  the  “Partnership  for  Health”  and  regional 
medical  programs. 

Major  attention  has  been  given  to  the  President's  recom- 
mendation to  save  the  citizen  from  “needlessly  high  and 
exorbitant  prices  for  prescription  drugs.” 

He  proposes  that  Congress  authorize  HEW  to  set  up  a 
“reasonable  cost  range  to  govern  reimbursements  for  drugs” 
now  provided  under  federally-supported  medical  programs. 
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Actions 

Board  of  Trustees 

Pennsylvania  Medical  Society 


Following  are  significant  actions 
taken  by  the  Board  of  Trustees  and 
Councilors  of  the  Pennsylvania  Medi- 
cal Society  at  its  meetings  held  January 
10,  1968,  and  March  20,  1968, 

January  10,  1968 

• Determined  not  to  institute  a 
state  newsletter  to  trustees  of  hospital 
boards  on  the  basis  of  cost  and  be- 
cause it  is  duplication  of  effort  which 
is  currently  being  e«erted  on  the 
national  level.  Instead,  it  directed  the 
Council  on  Public  Service  to  submit 
articles  to  the  appropriate  national 
publications. 

• Denied  a request  from  the  Penn- 
i sylvania  Health  Council  for  additional 

funds  because  of  the  Society’s  ex- 
tremely limited  financial  situation. 

• Transferred  $500  from  the  budg- 
et of  the  Commission  on  Rural  Health 
to  the  Council  on  Public  Service  for 
the  presentation  of  a trial  socio-econ- 
omic course  to  interns  and  residents. 
Approved  a Commission  on  Rural 
Health  request  that  no  state  conference 
on  Rural  Health  be  held  this  year  and 
that  conference  funds  be  used  to  in- 
volve the  state  rural  leaders  in  plan- 
ning for  the  1969  National  Rural 
Health  Conference  to  be  held  in  Phil- 
adelphia in  March,  1969. 

• Determined  four  basic  questions 
of  policy  with  regard  to  the  PMS 
Educational  and  Scientific  Trust  as 
follows:  That  the  Trust  should  not  re- 
main primarily  as  a distribution  center 
for  Society  funds  to  assist  in  the  educa- 
tion of  medical  students  and  children 
of  physicians;  that  the  Trust  should 
broaden  its  horizons  and  seek  monies 
to  finance  and  implement  programs 
desired  by  the  Society  which  would 
otherwise  work  financial  hardships  on 
the  Society;  that  the  Trust  should 
seek  out  new  areas  of  Trust  activity, 


subject  to  consultation  with  the  So- 
ciety; and  that  the  Trust  should  limit 
its  search  for  new  funds  to  non-govern- 
mental sources. 

• Changed  the  name  of  the  Com- 
mittee on  Archives  to  Committee  on 
Library  and  Archives. 

• Approved  a recommendation  that 
no  action  be  taken  with  regard  to  the 
establishment  of  a group  practice 
award  and  the  re-establishment  of  a 
family  practice  award. 

• Approved  a recommendation  that 
indoctrination  programs  for  new  mem- 
bers be  conducted  at  the  local  level 
and  directed  the  Council  on  Public 
Service  to  offer  assistance  to  county 
medical  societies  in  conducting  such 
programs. 

• Instructed  the  AMA  Delegation 
to  submit  a resolution  at  the  next 
AMA  Session  calling  on  the  AMA  to 
seek  to  establish  a neck  chain  as  the 
standard  place  for  wearing  the  emer- 
gency medical  identification  symbol. 

• Elected  the  following  members 

to  the  PaMPAC  Board  of  Directors 
(number  indicates  district):  (1) 

Paul  S.  Friedman,  M.D.;  (2)  George 
W.  Shaffer,  M.D.;  (3)  Richard  L. 

Huber,  M.D.;  (4)  Benjamin  Schnei- 
der, M.D.;  (5)  R.  Edward  Steele, 

M.D.;  (6)  Richard  B.  Magee,  M.D.; 
(7)  Robert  F.  Beckley,  M.D.;  (8) 
W.  D.  Lamberton,  M.D.;  (9)  Ralph 
M.  Weaver,  M.D.;  (10)  William  A. 
Barrett,  M.D.,  (11)  Edward  Martin, 
Jr..  M.D.  and  (12)  Stanley  M.  Stapin- 
ski,  M.D. 

• Approved  a recommendation  that 
a national  conference  on  the  “Baseline 
of  Aging  in  the  United  States”  be  held 
in  1968  if  the  conference  can  be  ad- 
equately financed  without  committing 
the  Pennsylvania  Medical  Society  to 
underwrite  the  cost  or  extensive  use 
of  staff  time. 


• Instructed  the  Chairman  of  the 
Board  to  create  a Task  Force  to  study 
and  identify  medical,  graduate  and 
post-graduate  educational  problems, 
determine  alternative  courses  and  ad- 
vise specific  action. 

• Referred  to  the  Council  on  Gov- 
ernmental Relations  the  letter  of  M. 
H.  Craff,  Secretary,  Federation  of 
State  Medical  Boards,  which  suggests 
that  steps  be  taken  to  encourage  better 
liaison  between  state  boards  of  licens- 
ing and  medical  societies  in  order  to 
create  an  improved  system  of  licensing 
reciprocity  between  the  states  and  an 
improved  discipline  of  physicians. 

March  20,  1968 

• Confirmed  the  telephone  vote 
concerning  1968  Annual  Session 
changes  in  dates  and  sites  to  Septem- 
ber 26-29  in  the  Pittsburgh  Hilton  for 
the  Society  and  Auxiliary  business 
sessions  and  to  October  27-29  in 
Chatham  Center  for  the  scientific  ses- 
sions. (See  April  Pennsylvania 
Medicine,  pages  14  and  78). 

• Approved  a recommendation  by 
the  Advisory  Committee  that  the  direc- 
tion of  Pennsylvania  Medicine  re- 
main under  the  aegis  of  the  Board’s 
Publication  Committee  rather  than  un- 
der a Committee  of  the  Council  on 
Public  Service. 

• Decided  to  take  no  action  with 
regard  to  a recommendation  to  trans- 
fer the  Commission  on  Disaster  Med- 
ical Care  to  the  Council  on  Scientific 
Advancement  pending  possible  changes 
in  the  Council’s  responsibilities. 

• Directed  that  the  Commission  on 
Rural  Health  be  abolished  at  the  con- 
clusion of  1968  and  that  the  Council 
on  Public  Service  assume  its  functions 
with  the  understanding  that  the  Coun- 
cil may  appoint  a subcommittee  to 
help  the  AMA  with  its  National  Con- 
ference on  Rural  Health  in  1969. 
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• Transferred  the  main  responsi- 
bility for  anti-quackery  activities  to  the 
Council  on  Governmental  Relations 
with  the  understanding  that  the  Coun- 
cil on  Public  Service  will  continue  to 
discharge  communications  and  public 
relations  responsibilities  in  this  area. 

• Authorized  the  Executive  Direc- 
tor to  investigate  more  fully  the  ques- 
tion of  providing  administrative  serv- 
ices to  interested  specialty  groups  in 
the  State. 

• Authorized  the  Council  on  Gov- 
ernmental Relations  to  select  physi- 
cians to  participate  in  Washington 
visits  to  U.  S.  Senators  and  Represen- 
tatives from  Pennsylvania. 

• Referred  to  the  Council  on  Scien- 
tific Advancement  the  correspondence 
from  the  American  Cancer  Society 
concerning  smoking  in  hospitals. 

• Approved  the  Chairman’s  recom- 


mendation that  the  Past-President  be 
assigned  to  continue  implementation 
of  programs  recommended  by  him  and 
assigned  to  him  for  implementation 
during  his  year  as  President. 

• Endorsed  the  Medical  Explorer 
Post  Program  of  the  Boy  Scouts  of 
America  and  directed  the  Council  on 
Public  Service  to  request  county  medi- 
cal societies  to  support  existing  posts 
and  efforts  to  start  new  ones. 

• Approved  the  request  of  the 
Council  on  Public  Service  to  continue 
to  invite  two  Pennsylvania  SAMA  rep- 
resentatives to  each  of  the  meetings  of 
the  Council  on  Public  Service. 

• Nominated  Walter  H.  Burgin, 
M.D..  to  serve  as  Director  at  Large  to 
the  Pennsylvania  Tuberculosis  and 
Health  Society. 

• Determined  to  extend  an  invita- 
tion to  the  Council  on  Occupational 


Health  to  hold  its  Annual  Congress  for 
1972  in  Philadelphia  during  the  month 
of  September. 

• Invited  the  International  Con- 
gress Drugs  Affecting  Lipid  Meta- 
bolism to  convene  in  Philadelphia  in 
1971. 

• Approved  the  names  of  Lewis  V. 
Kost,  M.D.,  and  John  H.  Harris,  Sr., 
M.D..  as  the  Society’s  delegate  and 
alternate,  respectively,  to  the  Pennsyl- 
vania Health  Council,  Inc. 

• Endorsed  the  five  proposals 
adopted  by  the  Pennsylvania  Constitu- 
tional Convention  (see  Pennsylvania 
Medicine,  April  1968,  Page  36.) 

• Requested  the  Chairman  of  the 
Board  to  prepare  a letter  to  the  Gover- 
nor expressing  the  Society’s  deep  ap- 
preciation for  the  outstanding  contribu- 
tion of  Dr.  Georges  as  Secretary  of  the 
Departments  of  Health  and  Public 
Welfare. 


ANNOUNCING  TWO  MEETINGS 


119th  ANNUAL  SESSION 

1968  SCIENTIFIC 

Pennsylvania  Medical  Society 

SEMINARS 

44th  Annual  Convention 

“ELECTROLYTE  METABOLISM 

Auxiliary 

and  RENAL  DISEASE” 

September  26-27-28-29,  1968 

October  27-28-29,  1968 

HILTON  HOTEL 

CHATHAM  CENTER 

Pittsburgh 

Pittsburgh 

SPECIAL  HIGHLIGHT  - 10th  ANNUAL 

BE  SURE  TO  VISIT  THE 

PENNSYLVANIA  PHYSICIANS  ART  EXHIBIT 

1968  TECHNICAL  EXHIBITS 
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B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 
aid  therapy.  ,,4-..,,,, 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 10  mg 

Vitamin  B6  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  Bl2  Crystalline 4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American 
Cyanamid  Company,  Pearl  River,  N.Y. 


STRESSCAPS® 

Stress  Formula  B+C  Vitamins  Lederle 
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Sidney  O.  Krasnoff,  M.D.,  Phila- 
delphia, is  the  author  of  Computers 
in  Medicine:  A Primer  for  the  Prac- 
ticing Physician,  which  is  listed  as 
one  of  ten  professional  books  most 
frequently  purchased  by  physicians. 
The  list  was  compiled  by  Medical 
Opinion  and  Review. 

The  following  Temple  University 
School  of  Medicine  professors  were 
speakers  at  the  American  College  of 
Physicians’  27th  annual  meeting  for 
eastern  Pennsylvania:  William  S. 
Frankl,  M.D.,  Louis  A.  Soloff,  M.D., 
Frank  Barrera,  M.D.,  Marcus  M.  Rei- 
denberg,  M.D.,  William  L.  Winters, 
M.D.,  Richard  V.  Smalley,  M.D., 
Julius  S.  Richter,  M.D.  and  Donald 
Berkowitz,  M.D, 

Frederick  Murtagh,  M.D.,  Philadel- 
phia, spoke  on  WFIL-TV  on  cryogenic 
surgery  and  to  Pennington  School, 
Pennington,  N.J.  on  man  and  his  re- 
lationship to  the  dolphin. 

Arnold  A.  Bank,  M.D.,  Charles 
Fineburg,  M.D.,  Bernard  J.  Ostrum, 
M.D.,  and  Irving  Young,  M.D.,  all 

of  Philadelphia’s  Albert  Einstein  Med- 
ical Center,  have  been  promoted  to 
the  post  of  senior  attending  physician. 

Renato  Baserga,  M.D.,  a native  of 
Milan,  Italy,  and  a widely  known  can- 
cer researcher  has  been  named  chair- 
man of  the  pathology  department  at 
Temple  University  School  of  Medi- 
cine. A recipient  of  the  U.S.  Public 
Health  Service  research  career  de- 
velopment awards  from  1960  to  1965, 
Dr.  Baserga  has  been  a senior  in- 
vestigator at  Fels  Research  Institute 
and  a professsor  of  pathology  at  Tem- 
ple for  the  past  three  years. 

L.  E.  Burney,  M.D.,  vice  president 
of  health  sciences  for  Temple  Uni- 
versity and  former  U.S.  Surgeon  Gen- 
eral, has  been  elected  president  of 
the  National  Health  Council.  Burney, 
who  served  as  surgeon  general  under 
President  Eisenhower  from  1956  to 
1960,  was  chosen  at  the  council’s  an- 
nual meeting  in  Los  Angeles.  The 
National  Health  Council,  founded  in 
1920,  is  composed  of  more  than  60 


organizations,  including  voluntary  and 
governmental  health  agencies,  pro- 
fessional associations  and  civic  and 
business  groups. 

Elmer  H.  Funk,  Jr.,  M.D.,  is  the 

new  president  of  the  Alumni  Associa- 
tion of  the  Jeffer- 
son Medical  Col- 
lege of  Philadel- 
phia. He  is  an 
assistant  professor 
of  clinical  medi- 
cine at  Jefferson 
and  associate  di- 
rector of  Ad- 
vanced Clinical 
Research  at 
Merck  Sharp  and 
Dohme  Research  Laboratories,  West 
Point,  Pa.  Dr.  Funk  is  the  son  of  the 
late  Sutherland  M.  Prevost  Professor 
of  Therapeutics  at  Jefferson.  The 
Alumni  Association's  6,707  member- 
ship makes  it  the  largest  medical  col- 
lege alumni  group  in  the  U.S. 

Eugene  L.  Coodley,  M.D.,  chief  of 
medicine,  Hahnemann  Division,  Phil- 
adelphia General  Hospital,  was  a 
member  of  a four-physician  panel  dis- 
cussing Enzymes  in  the  Diagnosis  of 
Heart  Disease,  at  the  annual  meeting 
of  the  American  College  of  Cardiol- 
ogy in  San  Francisco. 

Henry  T.  Wycis,  M.D.,  professor 
of  neurosurgery  at  Temple  University 
School  of  Medicine,  was  honored  as 
humanitarian  of  the  year  at  a recent 
meeting  of  the  Philadelphia  32  Carat 
Club.  The  club,  whose  membership  is 
limited  to  251  thirty-second  degree 
Masons  and  Shriners,  has  presented  the 
award  for  the  past  thirty-seven  years 
to  outstanding  leaders  in  government 
and  business. 

John  W.  Kreider,  M.D.,  currently 
instructor  in  pathology  at  the  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, has  been  appointed  assistant  pro- 
fessor of  pathology  at  The  Pennsyl- 
vania State  University  College  of  Med- 
icine at  The  Milton  S.  Hershey  Medi- 
cal Center. 


John  M.  Howard,  M.I).,  Philadel- 
phia, has  been  reappointed  a member 
of  the  Council  on  Drugs  of  the  Amer- 
ican Medical  Association.  The  AMA 
Council,  composed  of  medical  experts 
appointed  by  the  Board  of  Trustees, 
provides  authoritative  and  unbiased  in- 
formation on  drugs  to  the  medical  pro- 
fession to  encourage  rational  therapy. 

Richard  L.  Naeye,  M.D.,  professor 
and  chairman  of  pathology  at  The 
Pennsylvania  State  University  College 
of  Medicine  at  The  Milton  S.  Her- 
shey Medical  Center,  was  honored  re- 
cently as  a distinguished  alumnus  of 
the  Columbia  University  College  of 
Physicians  and  Surgeons.  Dr.  Naeye 
was  one  of  six  pathologists  to  receive  a 
certificate  and  silver  medallion  at  a 
dinner  in  New  York  City  for  outstand- 
ing achievement  in  his  field  as  part  of 
the  200th  Anniversary  celebration  of 
the  College  of  Physicians  and  Sur- 
geons. 

Charles  L.  Leedham,  M.D.,  Har- 
risburg, has  been  appointed  chairman 
of  the  Committee  on  Nursing  of  the 
Americal  Medical  Association.  The 
AMA  Committee  has  as  its  primary 
purpose  the  maintenance  of  high 
standards  of  total  patient  care.  In 
an  effort  to  protect  and  foster  an  en- 
during alliance  between  these  two 
major  health  professions  the  Com- 
mittee on  Nursing  has  instituted  a 
continuing  program  of  liaison,  commu- 
nication, education  and  research.  Dr. 
Leedham  has  also  been  reappointed 
a member  of  the  AMA  Council  on 
National  Security. 

William  A.  Coyle,  M.D.,  Chester, 
has  been  inducted  as  a Fellow  of  the 
American  Academy  of  Orthopaedic 
Surgeons.  He  was  among  296  new 
Fellows  inducted  at  a ceremony  at  the 
Academy’s  35th  Annual  Meeting  in 
Chicago. 

Joseph  J.  Storlazzi,  Jr.,  Jefferson 
Medical  College,  has  received  a $10,- 
000  Research  Grant  from  Abbott 
Laboratories.  The  grant  will  permit 
him  to  continue  his  studies  on  the 
etiology  of  and  relationship  between 
mycopneumonia  and  otitis  media. 
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The  following  Pennsylvania  physi- 
cians have  been  elected  or  re-elected  to 
the  American  Academy  of  General 
Practice:  Robert  Mrkicli,  M.D.,  Johns- 
town; Paul  B.  Kerr,  M.l).,  Susque- 
hanna; Gordon  Jones,  M.D.,  Waynes- 
burg;  and  Joseph  G.  English,  M.D., 
Williamsport. 

George  Bender,  M.D.  has  been  ap- 
pointed the  first  director  of  the  Chester 
County  Health  Department.  Dr. 
Bender,  currently  commissioner  of 
public  health  in  Cattaraugus  County, 
New  York,  received  the  unanimous 
vote  of  the  Chester  County  Board  of 
Health  at  a recent  meeting. 

James  Z.  Appel,  M.D.,  Lancaster, 
has  been  reappointed  chairman  of  the 
Committee  on  Continuing  Medical 
Education  of  the  American  Medical 
Association.  Important  aims  of  the 
committee  are  to  stimulate  practicing 
physicians  to  continue  their  medical 
education,  and  to  identify  the  educa- 
tion needs  of  physicians  after  they  have 
entered  practice. 

Francis  C.  Jackson,  M.D.,  Pitts- 
burgh, has  been  reappointed  a mem- 
ber of  the  Committee  on  Disaster  Med- 
ical Care  of  the  American  Medical 
Association.  The  Committee  on  Dis- 
aster Medical  Care  of  the  Council  on 
National  Security  advises  and  assists 
the  Council  on  matters  involving  the 
medical  and  health  aspects  of  natural 
as  well  as  nuclear  disasters.  Dr. 
Jackson  also  has  been  reappointed  a 
member  of  the  AM  A Council  on  Na- 
tional Security. 

Peter  Safar,  M.D.,  Pittsburgh,  was 
a member  of  the  visiting  faculty  at 
the  31st  Annual  University  of  New 
York  at  Buffalo  Spring  Clinical  Days, 
held  last  month  at  Buffalo,  New  York. 
Dr.  Safar  is  professor  and  chairman 
of  the  department  of  anesthesiology 
at  the  University  of  Pittsburgh  School 
of  Medicine. 

George  E.  Farrar,  Jr.,  M.D.,  presi- 
dent-elect of  the  Pennsylvania  Medical 
Society,  was  a panelist  at  the  Ameri- 
can Society  of  Internal  Medicine  Phoe- 
nix regional  meeting,  Phoenix.  Wen- 
dell B.  Gordon,  M.D.,  Philadelphia, 
immediate  past  president  of  ASIM. 
also  attended  the  meeting. 

W.  Benson  Harer,  M.D.,  Upper 
Darby,  has  been  reappointed  a mem- 
ber of  the  Committee  on  Nursing  of 
the  American  Medical  Association. 
This  follows  three  years  of  dedi- 
cated service  as  Chairman  of  the 
Committee.  His  untiring  efforts,  able 
leadership,  knowledge  and  under- 


standing of  nursing  will  be  valuable 
assets  for  the  continuing  work  of  the 
Committee. 

Gilson  Colby  Engel,  M.D.,  Phila- 
delphia, has  been  reappointed  a mem- 
ber of  the  Council  on  Scientific  As- 
sembly of  the  American  Medical 
Association.  The  AMA  Council  is  re- 
sponsible for  scientific  programs  and 
exhibits  at  the  annual  and  clinical  con- 
ventions of  the  AMA.  The  annual 
convention  program  is  divided  among 
23  different  sections,  each  representing 
a medical  specialty. 

Richard  A.  Kern,  M.D.,  Philadel- 
phia, has  been  reappointed  a member 
of  the  Council  on  National  Security 
of  the  American  Medical  Association. 

The  AMA  Council  provides  advice 
and  assistance  to  the  medical  profes- 
sion on  matters  involving  the  medical 
and  health  aspects  of  the  national 
security,  particularly  pertaining  to  the 
utilization  mobilization  and  coordi- 
nation of  medical  and  health  re- 
sources. 

Ronald  E.  Cohn,  M.D.,  Radnor, 
has  been  certified  by  the  American 
Society  of  Internal  Medicine  as  a 
diplomate.  Dr.  Cohn  is  presently  en- 
gaged in  clinical  research  for  Wyeth 
Laboratories. 

John  H.  Waring,  M.D.  has  been 
named  Man  of  the  Year  by  the  Boyer- 
town  Jaycees.  Dr.  Waring  has  been 
selected  for  the  honor  in  recognition 
of  his  years  of  service  and  many  con- 
tributions to  the  community. 

Paul  H.  Maurer,  M.D.,  Wyncote, 
has  been  nominated  for  Who’s  Who  in 
America.  He  is  professor  and  chair- 
man of  the  department  of  biochem- 
istry at  Jefferson  Medical  College. 

Victor  J.  LoCicero,  M.D.,  Philadel- 
phia, has  been  appointed  chairman  of 
the  program  committee  of  the  Dela- 
ware Valley  Group  Psychotherapy 
Association  and  committee  member  of 
the  Annual  Institute  of  American 
Group  Psychotherapy  Association. 

Edward  Martin,  Jr.,  M.D.,  Johns- 
town, has  been  elected  to  the  Board 
of  Directors  of  the  Mercy  Hospital 
of  Johnstown.  Dr.  Martin  is  the  presi- 
dent of  the  medical  staff  and  director 
of  the  anesthesia  department.  He  is 
certified  by  the  American  Board  of 
Anesthesiology  and  a fellow  of  the 
American  College  of  Anesthesiology. 

Clayton  T.  Beechman,  M.D.,  Dan- 
ville, presented  a paper  on  urinary  tract 
injuries,  infections  and  dysfunctions 
during  the  gynecology  and  obstetrics 


portion  of  a three-day  meeting  of 
surgeons  from  the  nation’s  leading 
medical  centers  and  hospitals  in  Dal- 
las, Texas.  Dr.  Beechman  is  associ- 
ated with  the  Geisinger  Medical 
Center. 

Harry  E.  Bacon,  M.D.,  Philadel- 
phia, was  guest  speaker  at  the  Annual 
Seminar  of  the  Presbyterian  Hospital 
in  Dallas,  Texas.  The  following  day 
he  moderated  a session  and  served  as 
a panelist  at  the  sectional  meeting  of 
the  American  College  of  Surgeons. 

Howard  Balin,  M.D.,  assistant  pro- 
fessor of  obstetrics  and  gynecology  at 
the  University  of  Pennsylvania  School 
of  Medicine,  recently  returned  from 
Louisville,  Kentucky,  where  he  lec- 
tured on  the  clinical  research  and 
teaching  aspects  of  Pelvic  Endoscopy 
at  a meeting  of  the  Louisville  Ob- 
stetrical and  Gynecological  Society. 

David  A.  Huot,  M.D.,  Rosslyn 
Farms;  William  T.  Thorwarth,  M.D., 

Fort  Washington;  and  John  W. 
Hurst,  M.D.,  Altoona  have  received 
the  fellowship  degree  of  the  American 
College  of  Radiology. 

Bernard  A.  Eskin,  M.D.,  clinical 
assistant  professor  of  gynecology  and 
obstetrics  at  Woman’s  Medical  Col- 
lege, has  been  named  visiting  lecturer 
in  gynecology  and  obstetrics  at  the 
new  Rutgers  Medical  School,  New 
Brunswick,  N.J. 

Alice  D.  Chenoweth,  M.D.,  presi- 
dent of  the  American  Medical  Wom- 
en’s Association,  has  been  elected  ex- 
officio  member  of  Woman’s  Medical 
College’s  Board  of  Corporators.  Dr. 
Chenoweth,  who  is  associated  with 
the  Children's  Bureau  in  the  Depart- 
ment of  Health,  Education  and  Wel- 
fare in  Washington,  replaces  Elizabeth 
A.  McGrew,  M.D.  and  will  serve  for 
the  duration  of  her  term  as  president 
of  AMWA. 

Michael  J.  Aronica,  M.D.,  Dun- 
more,  medical  director  of  Allied  Ser- 
vices for  the  Handicapped,  has  been 
approved  for  membership  in  the  Penn- 
sylvania Academy  of  Physical  Medi- 
cine and  Rehabilitation.  A specialist 
in  physical  medicine,  he  directs  a 
team  of  highly  qualified  professional 
personnel  at  Allied’s  Institute  of  Phy- 
sical Medicine. 

R.  Bruce  Sloan,  M.D.  and  Max  C. 
Pepernik,  M.D.,  have  been  appointed 
consultants  in  psychiatry  at  Ancora 
State  Hospital,  Hammonton,  N.J. 
Both  doctors  are  associated  with  Tem- 
ple University  School  of  Medicine. 
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WELCOME,  NEW  MEMBERS! 

These  M.D.’s  have  joined  the  State  Society 
in  recent  months: 

ADAMS  COUNTY: 

Thomas  K.  Howard,  M.D.,  453  South  Washington  Street,  j 
Gettysburg  17325. 

ALLEGHENY  COUNTY: 

Eugene  Vitori,  M.D.,  21  Bloomingdale  Road,  White 
Plains,  N.Y.  10605. 

BEAVER  COUNTY: 

James  W.  Smith,  Jr.,  M.D.,  262  Connecticut  Avenue,  Ro- 
chester 15074. 

Garland  Anderson,  M.D.,  721  Fifth  Avenue,  New  Brigh- 
ton 15066. 

BERKS  COUNTY: 

David  W.  Ruggles,  M.D.,  Morgantown  Road,  R.D.  1, 
Box  250,  Reading  19607. 

Roger  N.  Longnecker,  M.D.,  P.O.  Box  328,  Blandon 
19510. 

BLAIR  COUNTY: 

Mahmoud  Homayounfal,  M.D.,  2700  Seventh  Avenue, 
Altoona  16603. 

BUCKS  COUNTY: 

Gabriele  L.  Villa,  M.D.,  224  Sullivan  Way,  Apt.  B-12, 
Trenton,  N.J.  08628. 

CHESTER  COUNTY: 

Thomas  S.  Johnstown,  M.D.,  26  South  Church  Street. 
West  Chester  19380. 

COLUMBIA  COUNTY: 

Raj  P.  Chopra,  M.D.,  326  Market  Street,  Bloomsburg 
17815. 

Ernest  W.  Campbell,  M.D.,  3119  Old  Berwick  Road, 
Bloomsburg  17815. 

ELK-CAMERON  COUNTY: 

Alan  B.  Adam.  M.D.,  220  Center  Street,  Ridgway  15853. 

FRANKLIN  COUNTY: 

James  C.  Barton,  M.D.,  634  Lincoln  Way  East,  Chambers- 
burg  17201. 

1 

DELAWARE  COUNTY: 

Burton  Friedman,  M.D.,  708  Sproul  Street,  Chester 
19013. 

Salim  Bozorgmehr,  M.D.,  10-V  Hampton  House,  Nar-  \ 
berth  19072. 
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ERIE  COUNTY: 

Douglas  C.  Rist,  M.D.,  15  Pearl  Street,  Albion  16401. 

LAWRENCE  COUNTY: 

Tak  Fujimagari,  M.D.,  Jameson  Memorial  Hospital,  New 
Castle  16101. 

LACKAWANNA  COUNTY: 

Joseph  A.  Skf.ttino,  M.D.,  345  Wyoming  Avenue,  Scran- 
ton 18503. 

Henry  J.  Kehrli,  M.D.,  313  South  Main  Avenue,  Scran- 
ton 18504. 

Henry  E.  Newman,  M.D.,  922  Roumfort  Road,  Phila- 
delphia 19150. 

LANCASTER  COUNTY: 

Pablo  C.  So,  M.D.,  525  South  West  End  Avenue,  Lan- 
caster 17603. 

MONTGOMERY  COUNTY: 

Jack  N.  Freyhof,  M.D.,  McNeil  Laboratories,  Inc.,  Ft. 
Washington  19034. 

Paul  N.  Angstadt,  Jr.,  M.D.,  3302  Lisa  Road,  Norris- 
town 19403. 

John  J.  Worthington,  M.D.,  1335  Highland  Avenue, 
Abington  19001. 

PHILADELPHIA  COUNTY: 

Harold  Calvo-Nunez,  M.D.,  1256  Gordon  Road,  Jenkin- 
town  19046. 

Loren  Crabtree,  M.D.,  1 1 1 North  49th  Street,  Phila- 
delphia 19139. 

Michael  Ganz,  M.D.,  R.D.  2,  Perkasie  18944. 

Jose  Carlos  Garcia,  M.D.,  4900  North  Ninth  Street, 
Philadelphia  19141. 

Ivan  I.  Lederman,  M.D.,  Parktowne  Apartments  W108, 
220  Benjamin  Franklin  Parkway,  Philadelphia  19130. 

Daniel  Lieberman,  M.D.,  200  Locust  Street,  Philadelphia 
19106. 

Benjamin  F.  Miller,  M.D.,  Apt.  202,  2201  Pennsylvania 
Avenue,  Philadelphia  19130. 

Dominic  F.  Nappi,  M.D.,  1421  South  Broad  Street,  Phil- 
adelphia 19147. 

George  L.  Lasota,  M.D.,  400  Atwater  Road,  Broomall 
19008. 

Alfred  Laurent,  M.D.,  5000  Woodland  Avenue,  Phila- 
delphia 19143. 

Richard  M.  Lehman,  M.D.,  17th  and  Parkway,  Phila- 
delphia 19103. 

Milton  S.  Adams,  M.D.,  220  West  Harvey  Street,  Apt. 
101,  Philadelphia  19144. 

Antonio  C.  Ano,  M.D.,  Apt.  2-A,  700  Cathedral  Road, 
Philadelphia  19128. 

Beatrice  K.  Schreibman,  M.D.,  1227  68th  Avenue,  Phila- 
delphia 19126. 

Eugene  Shuster,  M.D.,  333  West  Ahottsford  Avenue, 
Philadelphia  19144. 

Morris  A.  Osborn,  M.D.,  3144  Passyunk  Avenue,  Phila- 
delphia 19145. 

VENANGO  COUNTY: 

Robert  A.  Wagner,  M.D.,  1263  Elk  Street,  Franklin 
16323. 
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• ASTHMA 

• CHRONIC  BRONCHITIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy, 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
M anujaclurers  of  ethical  pharmaceuticals  since  1856 
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Do  you  have  patients 
who  try  to  hide  anguish 
behind  arrogance? 


You  see  many  depressed  patients  who  hide 
their  real  anxieties  behind  a smoke  screen  of  pretense. 
The  more  they  try  to  conceal  reality,  the  more 
entrenched  the  disturbances  become.  The  role  they 
assume  is  not  adequate  to  suppress  their  inner  turmoil. 
Unchecked,  the  turmoil  finds  expression  in  other 
symptoms. 

They  want  your  help  and  Aventyl  HC1  can 
help  you. 

Whether  depression  is  open  or  secretive, 
Aventyl  HC1  assists  you  in  relieving  the  symptoms 
and  the  state  of  depression  itsell.  It  may  aid  in 
removing  the  emotional  distortions  and,  in  lifting 
the  depression,  help  patients  face,  accept,  or  change 
their  life  patterns. 


Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Helps  remove  the  symptoms, 
lift  the  depression, 
and  release  the  patient 


AventyFHClj 

Nortriptyline 

Hydrochloride 


(See  last  page  for  prescribing  information.) 


Aventyl  IIC1 

Nortriptyline  Hydrochloride 


Description:  Aventyl  HC1  is  a safe  and 
effective  agent  for  treatment  of  mental 
depression,  anxiety-tension  states,  and 
psychophysiological  gastro-intestinal  dis- 
orders. It  is  not  a monoamineoxidase 
(MAO)  inhibitor. 

In  laboratory  animals,  anticholinergic 
effects  of  Aventyl  HC1  are  milder  than 
those  of  related  antidepressants. 
Indications:  Depressive  reactions  (alone 
or  accompanied  hy  anxiety)  associated 
with  such  presenting  symptoms  as  depres- 
sion, anxiety,  tension,  insomnia,  restless- 
ness, disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal 
disorders  and  symptomatic  reactions  in 
childhood  (e.g.,  enuresis). 
Contraindications:  Hypersensitivity  to 
the  drug;  concurrent  use  with  a MAO  in- 
hibitor or  use  within  two  months  after  the 
MAO  inhibitor  is  discontinued. 
Warnings:  Use  in  convulsive  or  hypoten- 
sive states  should  be  closely  followed  by 
the  physician. 


At  present,  data  are  insufficient  to 
recommend  the  drug  during  pregnancy. 
The  possibility  of  a suicidal  attempt  in  a 
depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranu- 
locytosis, jaundice,  hypotension,  tremor, 
urinary  retention,  thrombocytopenic  pur- 
pura, and  paralytic  ileus.  Periodic  labora- 
tory studies  are  recommended. 

Cardiovascular  complications,  including 
myocardial  infarction  and  arrhythmias, 
have  been  reported  occasionally  with  re- 
lated drugs.  Patients  with  cardiovascular 
disease  should  be  given  Aventyl®  HC1 
(nortriptyline  hydrochloride,  Lilly)  under 
close  observation  and  in  low  dosage.  This 
drug,  like  members  of  its  group,  tends  to 
produce  sinus  tachycardia  and  to  prolong 
the  conduction  time,  as  manifested  hy  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholin- 
ergic activity,  Aventyl  HC1  should  be  ad- 
ministered cautiously  in  patients  with 
glaucoma  or  a propensity  for  urinary  re- 
tention. Use  Aventyl  HC1  with  care  in 
conjunction  with  sympathomimetic  or 
anticholinergic  drugs.  Epileptiform  sei- 
zures or  troublesome  patient  hostility  may 
occur.  Aventyl  1IC1  used  alone  in  schizo- 
phrenic patients  may  result  in  an  exacer- 
bation of  the  psychosis. 

Concomitant  use  of  Aventyl  HC1  and 
ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant) 
lias  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physi- 
cian should  be  aware  of  possible  added 
adverse  effects. 

Patients  should  be  warned  about  the 
possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle. 
Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  ad- 
verse effects  of  Aventyl  HC1. 

Adverse  Reactions:  The  following  have 
been  observed  or  reported  following  the 
use  of  Aventyl  HC1:  dryness  of  mouth, 
drowsiness,  constipation,  dizziness,  tremu- 
lousness, confusional  state,  ataxia,  disori- 
entation and  hallucinations,  restlessness, 
weakness,  precipitation  of  hypomanic  or 
manic  state,  tachycardia,  blurred  vision, 
epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight 
gain  or  weight  loss,  insomnia,  headache, 
paresthesia,  nausea  and  vomiting,  ady- 
namic ileus,  rash,  itching,  delayed  micturi- 
tion, hunger  sensation,  flushing,  diarrhea, 
nocturia,  inner  nervousness,  anxiety  and 
panic,  ankle  and  orbital  edema,  hypoten- 
sion, hypertension,  impotence,  nightmares, 
palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal 
symptoms,  and  increased  or  decreased 
libido. 

Habituation  or  withdrawal  symptoms 
have  not  been  reported. 

Administration  and  Dosage:  Aventyl 


HC1  is  administered  orally  as  Pulvules® 
or  liquid.  Dosage  should  be  individualized. 
The  following  general  principles  are 
applicable. 

Aventyl®  HC1  (nortriptyline  hydrochlo- 
ride, Lilly)  is  preferably  given  in  gradu- 
ally increasing  doses:  1 Pulvule  (10  mg.) 
twice  the  first  day,  1 Pulvule  three  times 
the  second  day,  and  1 Pulvule  four  times 
daily  thereafter. 

If  neither  beneficial  nor  adverse  effects 
are  seen  after  five  to  seven  days  with  10 
mg.  four  times  a day,  the  patient  can  be 
given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg. 
four  times  daily  thereafter. 

If  minor  side-effects  develop, reduce  the 
dosage.  If  side-effects  of  a more  serious 
nature  or  allergic  manifestations  develop, 
discontinue  the  drug. 

For  mild  symptoms  of  a depressive  na- 
ture, give  10  mg.  three  or  four  times  a 
day ; for  severe  depressions,  100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to 
induce  no  greater  degree  of  clinical  re- 
sponse, but  side-effects  may  increase. 
Usual  Recommended  Dosage 

Adults— 20  to  100  mg.  daily 

Pulvules:  25  mg.— 1 Pulvule  one  to  four 
times  daily 

10  mg.— 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10 
cc.)  one  to  four  times  daily 
Children— 1 to  2 mg.  per  Kg.  or  10  to  75 
mg.  daily 

Pulvules:  25  mg.— Ages  seven  to  twelve, 
1 Pulvule  one  to  three  times 
daily 

10  mg.— Ages  three  to  six,  1 
Pulvule  one  to  three  times 
daily 

Ages  seven  to  twelve,  1 or  2 
Pulvules  one  to  three  times 
daily 

Liquid:  Ages  three  to  six,  1 teaspoon- 
ful (5  cc.)  one  to  three  times 
daily 

Ages  seven  to  twelve,  1 to  2 
teaspoonfuls  (5  to  10  cc.)  one 
to  three  times  daily 

Maintenance  medication  is  necessary 
until  it  is  evident  that  the  depression  cycle 
lias  run  its  spontaneous  course.  This  as- 
sumption may  be  based  upon  the  history 
of  previous  depressions,  the  removal  of 
the  precipitating  factors  in  the  environ- 
ment, or  a recognition  that  the  patient  is 
able  to  manage  his  affairs.  It  is  advisable 
to  continue  maintenance  therapy  for  sev- 
eral months  after  improvement. 

How  Supplied:  Liquid,  10  mg.  (equiva- 
lent to  base)  per  5 cc.,  in  pint  bottles. 

Pulvules,  10  and  25  mg.  (equivalent  to 
base),  in  bottles  of  100  and  500.  [10I*67I 

Additional  information  available  to  physi- 
cians upon  request.  eoons 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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We  Get 


On  March  13,  John  Harris,  M.D.,  PMS  President,  re- 
ceived a letter  from  James  L.  Goddard,  M.D.,  Commis- 
sioner for  Food  and  Drugs  of  the  Department  of  Health, 
Education  and  Welfare,  which  clarified  a newspaper  story 
released  by  the  United  Press  International  as  a result  of 
exchanges  between  Dr.  Goddard  and  members  and  staff  of 
the  Subcommittee  on  Monopoly  of  the  Senate's  Select  Com- 
mittee on  Small  Business.  The  letter  and  the  verbatim  tran- 
script is  rather  interesting,  and  so  is  reprinted  here  for  your 
information: 

“In  view  of  the  wide  interest  among  physicians  con- 
cerning the  current  discussions  on  chloramphenicol,  I am 
enclosing  for  your  information  and  comment  a copy  of 
my  statement  on  the  matter  before  the  Subcommittee  on 
Monopoly  of  the  Senate  Select  Committee  on  Small  Busi- 
ness. I agree  with  the  leadership  of  the  American  Medical 
Association  that  matters  such  as  this  ought  to  receive 
the  serious  attention  of  all  members  of  the  profession;  it 
is  in  this  spirit  that  I am  sending  you  this  letter. 

“Also  enclosed  for  your  information  are  copies  of 
pages  4463,  4464  and  4465  from  the  official  verbatim 
transcript  of  the  hearings.  They  contain  exchanges  be- 
tween Senator  Gaylord  Nelson,  the  Chairman  of  the  Sub- 
committee, Mr.  Benjamin  Gordon,  Subcommittee  Staff 
Member,  and  me.  In  reporting  the  hearings.  United  Press 
International  sent  out  a story  containing  the  following 
sentence  in  the  lead  paragraph:  The  problem  (Goddard 
said),  is,  ‘What  can  be  done  to  protect  you  from  your 
doctors?’  I think  you  will  find  the  comparison  between  the 
actual  transcript  and  the  story  to  be  of  some  interest: 

“Dr.  Goddard:  Well,  I would  like  to  ask  you,  Mr.  Gor- 
don, what  it  is  you  propose  be  done.  I am  at  my  wits’  end 
as  to  what  can  be  done  within  the  authority  and  the 
philosophy  of  what  FDA  is  supposed  to  be  doing. 

“Mr.  Gordon:  Well,  for  example,  we  discussed  the  pos- 
sibility of  restricting  it  to  hospitals.  We  talked  about  the 
possibility  of  curtai.ing  it  to  a large  extent,  or  abolishing 
the  promotional  activities. 

“Dr.  Goddard:  I have  told  you  in  both  instances  we  do 
not  have  the  means  to  enforce  those. 

“Mr.  Gordon:  I know  you  do  not  have  the  authority. 
But,  given  this,  it  seems  to  me  that  we  are  not  in  very 
good  shape. 

“Dr  Goddard:  What  you  are  talking  about  basically  is 
what  protection  do  you  have  from  your  doctor — to  put  it 
in  its  baldest  terms.  Let  us  call  a spade  a spade.  That  is 
what  you  are  talking  about. 

“Now  I do  not  think  you  can  legislate  that.  You  are  talk- 
ing about  one  drug.  You  have  to  rely  on  the  physician’s 
judgment  for  every  drug  that  he  prescribes.  And  the  phy- 
sicians need  good  information.  This  committee  is  aware 
of  the  problem  of  doing  that.  There  needs  to  be  greater 
self-regulation  in  the  form  of  therapeutic  committees,  and 
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a lot  of  these  steps  need  to  be  taken.  But  in  the  long  run,  I 
do  not  think  you  can  regulate  good  practice  of  medicine. 

“ Senator  Nelson:  I do  not  think  anybody  is  suggesting 
that,  really.  I think  we  are  talking  about — 

“Dr.  Goddard:  That  is  what  it  comes  down  to. 

“ Senator  Nelson:  I think  we  are  talking  about  an  extra 
special  case  here  in  which  — you  know — in  a fifteen-year 
period,  thirty-five  million  to  forty  million  people  in  America 
are  getting  a drug,  being  exposed  to  a possible  lethal  con- 
centration for  a condition  for  which  it  is  just  not  needed. 
And  there  is  no  disagreement  at  all  about  that.  We  should 
not  be  helpless  in  the  face  of  that  situation.  And  nobody 
could  certainly  say  it  was  an  improper  interference  to  say 
"Here  is  a category  of  a drug  which  must  only  be  used 
under  these  circumstances.’’ 

“I  think  that  label  ought  to  be  a whole  lot  tougher. 
I think  it  ought  to  say  ‘dangerous  drug’  at  the  top.  I think 
it  ought  to  say  the  medical  testimony  before — medical 
evidence  that  90  percent,  99  percent  of  the  people  getting 
it  should  not  be  getting  it,  and  great  tragedies  are  occurring, 
and  don’t  use  it  without  making  some  careful  investigations 
and  studies.  You  ought  to  hit  them  in  the  teeth  with  it  hard. 
I do  not  see  how  we  can  expect  to  accomplish — that  is  a 
stronger  ad,  but  they  are  not  reading  the  last  one. 

“Dr.  Goddard:  We'l  Senator,  I am  willing  to  consider 
your  suggestions  on  re-wording  this.  This  is  not  the  final 
copy  yet.  I do  not  think  you  have  much  faith  in  this 
either,  because  it  has  been  the  strongest  warning.  These 
thoughts  that  you  bring  out  are  not  unknown  to  the 
medical  profession.  There  has  never  been  a drug  that 
has  received  the  attention  that  chloramphenicol  has  in  the 
form  of  editorials,  news  articles,  tight  language  in  the 
package  circular,  what  is  allowed  in  the  ads,  and  everything 
else.  Now  I do  not  see  that — the  difference  between 
"dangerous  drug”  and  saying  “serious  and  fatal  blood 
dyscrasia.”  This  translates  immediately  to  a physician  that 
here  is  a drug  to  be  reckoned  with,  or  should.  But  it  ap- 
parently does  not.  And  I do  not  think  it  will  change  if 
you  say  “dangerous  drug,”  I am  sorry  to  say.  But  I am 
willing  to  consider  that. 

"Senator  Nelson:  Well,  if  it  does  not — 

“Dr.  Goddard:  Senator,  you  said  yourself  18  years  have 
gone  by  with  this  kind  of  information. 

“Senator  Nelson:  And  that  sure  shocks  me. 

“Dr.  Goddard:  Yes,  sir.  And  I say  when  you  cut  aside 
all  the  verbiage,  it  comes  down  to  somebody  having  to 
make  a decision:  Are  you  going  to  have  in  this  country  a 
system  that  provides  control,  very  tight  control,  over  a drug 
or  all  drugs  in  a different  fashion  than  we  have  ever  had 
before?  I am  sorry — I am  not  trying  to  be  obstreperous. 
I am  simply  trying  to  point  out  it  gets  down  to  that  kind  of 
fundamental  issue.” 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine" 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi-  I 

ness  may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


“ Nothing  else  Y ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 
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Wariness 
vithout  cause” 


Psychic  tension 
with  depressive 
symptomatology ? 

“For  weeks  I’ve  done 
practically  nothing  and 
I’m  always  tired.  I wake 
d tired  and  I go  to  bed  tired.  It’s  really  absurd.” 
Ten  the  patient  complains  of  fatigue,  and  you  can 
id  no  organic  cause,  you  recognize  that  it  may  serve 
:r  as  a means  of  avoiding  responsibilities  or  facing 
i emotional  problem.  It  is,  in  effect,  a psychological 
treat  behind  a somatic  cover  of  continuous  fatigue 
one  of  the  many  depressive  symptoms  often  asso- 
ated  with  psychic  tension. 

le  needs  counsel  and  reassurance,  and  perhaps  a 
anquilizer  to  attenuate  excessive  tension  and  help 
store  the  capacity  to  cope.  As  an  aid  to  successful 
anagement,  consider  the  value  of  Valium®  (diaz- 
iam).  As  psychic  tension  is  eased  by  Valium  therapy, 


secondary  depressive  symptoms  too  may  subside. The 
patient  feels  more  capable,  therefore  more  hopeful; 
better  able  to  handle  situations  of  intense  stress. 


:fore  prescribing,  please  consult  complete  product  infor- 
ition,  a summary  of  which  follows: 

dications:  Tension  and  anxiety  states;  somatic  complaints 
lich  are  concomitants  of  emotional  factors;  psychoneurotic 
tes  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
pressive  symptoms  or  agitation;  acute  agitation,  tremor,  de- 
,um  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal; 
junctively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
al  pathology,  spasticity  caused  by  upper  motor  neuron  dis- 
lers;  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not 
sole  therapy). 

intraindications:  Known  hypersensitivity  to  drug;  children 
der  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
:d  in  patients  with  open  angle  glaucoma  who  are  receiving 
propriate  therapy. 

arnings:  Not  of  value  in  treatment  of  psychotic  patients, 
1 should  not  be  employed  in  lieu  of  appropriate  treatment. 
With  most  CNS-acting  drugs,  caution  patients  against  haz- 
lous  occupations  requiring  complete  mental  alertness  ( e.g 
:rating  machinery,  driving).  When  used  adjunctively  in  con- 
sive  disorders,  possibility  of  increase  in  frequency  and/or 
i erity  of  grand  mal  seizures  may  require  increase  in  dosage  of 
ndard  anticonvulsant  medication;  abrupt  withdrawal  in  such 
es  may  also  be  associated  with  temporary  increase  in  fre- 
:ncy  and/or  severity  of  seizures.  Advise  patients  against  si- 
ltaneous  ingestion  of  alcohol  and  other  CNS  depressants, 
'thdrawal  symptoms  (similar  to  those  with  barbiturates  and 
ahol)  have  occurred  following  abrupt  discontinuance.  Keep 
bction-prone  individuals  (such  as  drug  addicts  or  alcoholics) 
der  careful  surveillance  because  of  their  predisposition  to 
situation  and  dependence.  Use  of  any  drug  in  pregnancy, 
i:ation  or  in  women  of  childbearing  age  requires  that  potential 
1 efit  be  weighed  against  possible  hazard, 
bcautions:  If  combined  with  other  psychotropics  or  anti- 
(vulsants,  carefully  consider  individual  pharmacologic  effects 
particularly  with  known  compounds  which  may  potentiate 
( on  of  Valium,  such  as  phenothiazines,  narcotics,  barbiturates, 
/ 10  inhibitors  and  other  antidepressants.  Employ  usual  pre- 
tions  in  the  severely  depressed  or  in  those  with  latent  depres- 
n;  suicidal  tendencies  may  be  present  and  protective  mea- 
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sures  necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2!4  mg  once  or  twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported;  should  these  occur,  use  of  the  drug 
should  be  discontinued.  Because  of  isolated  reports  of  neutro- 
penia and  jaundice,  periodic  blood  counts  and  liver  function 
tests  are  advisable  during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and 
after  therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders, 
2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
214  mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  214  mg  t.i.d.  or 

q.i.d.  initially,  increasing  as  needed 
- and  tolerated  (not  for  use  under 

KOChe  6 months). 

LABORATORIES  SuPP|ied:  Valium®  (diazepam) 
Division  of  Hoffmann -La  Roche  Inc.  Iablets,  2 mg,  5 mg,  and  10  mg; 

Nutlev.  New  Jersey  07110  bottles  of  50,  100  and  500. 


[-(PIOCME  I-. 

\alium(d  iazepam) 

helps  relieve  psychic  tension 

with  associated  depressive  symptoms 
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She  can  expect  to 
continue  Oracon  for  years 

Oragon 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol.  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 
progr:  Generally,  withdrawal  bleeding  is  compara- 

ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  Oracon 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  Ire  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  How,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-par turn,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin,  Factors  VII,  VIII,  IX,  and  X); 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  How  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  G full  days  without  medication.  Some 
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physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  G unmcdicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 

ORAGON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 
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A Humanistic  Approach  to  Medicine 


The  opening  of  the  College  of  Medicine  of  The 
Pennsylvania  State  University  at  The  Milton  S. 
Hershey  Medical  Center  marks  the  establish- 
ment of  the  first  new  medical  school  in  Pennsyl- 
vania in  over  half  a century.  The  public  and  the 
medical  profession  expect  a medical  school  to 
train  practitioners  of  medicine.  The  opening  of 
a new  school  gives  an  opportunity  to  look  at  how 
the  physician  practices  now  and  how  we  may  ex- 
pect him  to  practice  in  the  future.  The  occasion 
also  permits  the  school  to  examine  the  educational 
process  which  will  prepare  him  for  this  role. 

The  physician  deals  with  people — their  hopes, 
fears,  prejudice,  beliefs,  and  values;  in  short, 
how  they  lead  their  lives.  These  factors  affect  the 
recommendations  of  the  physician  for  treatment 
of  illness  and  influence  the  acceptance  of  his 
recommendations  by  the  patient.  Disease  not  only 
has  biologic  effects  on  the  patient;  it  has  economic, 
social,  and  cultural  impacts  as  well.  These  effects 
are  felt  in  the  unit  of  society  where  the  patient 
lives — the  family — which  in  turn  lives  in  a speci- 
fic community.  The  physician  should  understand 
the  background  of  the  individual  human  beings 
with  whom  he  works  and  their  reaction  as  indivi- 
duals and  as  a group.  This  field  is  encompassed  by 
the  humanities. 

The  public  complains  increasingly  about  the 
delivery  of  medical  care.  It  wants  the  latest  ad- 
vances and  techniques  used  in  its  treatment.  The 
physician  responds  with  a scientific  approach 
which  is  objective,  but  which  the  public  often 
considers  impersonal.  The  doctor  must  be  ana- 
lytical and  realistically  evaluate  the  data  before 
him.  He  is,  indeed,  following  the  scientific  method 
whenever  he  is  presented  with  a diagnostic  or 
therapeutic  problem  in  a patient.  The  strengthen- 
ing of  the  scientific  floor  for  practice  is  accom- 
plished through  research  which  uses  tested  methods 
for  problem-solving.  These  efforts  require  facilities 
designed  for  teaching  and  research,  a basic  science 
faculty,  and  a flexible  curriculum  to  achieve  the 
educational  goals.  Because  the  sciences  basic  to 
the  practice  of  medicine  are  a spectrum  in  which 
the  individual  areas  overlap,  a multidisciplinary 
approach  should  be  made  which  will  apply  tools 
developed  by  any  discipline  to  the  solution  of  the 
individual  problem.  For  this  reason,  multidisci- 
pline teaching  laboratories  of  a unique  design  have 
been  constructed  at  Hershey.  The  curriculum 
emphasizes  basic  principles  and  concepts.  Labora- 
tory experiments  to  demonstrate  concepts  can  be 


performed  using  a variety  of  species  of  animals. 
Accordingly,  an  extensive  and  widely  diversified 
Animal  Resource  Facility  has  been  developed 
which  includes  farm-type  buildings  on  the  site, 
separate  from  those  in  the  Medical  Sciences  Build- 
ing, but  connected  to  them.  In  this  curricular  ap- 
proach it  is  the  individual  student’s  responsibility 
to  integrate  his  knowledge  for  himself.  To  assist 
him  in  this  process  he  has  been  provided  with  an 
individual  study  cubicle  from  the  beginning  of  his 
professional  educational  experience. 

The  individual  patient,  however,  wants  to  be 
treated  as  a human  being.  He  expects  a warm, 
compassionate  approach  rather  than  the  cool, 
analytical  one  of  the  scientist.  The  two  approaches 
are  not  incompatible  since  scientific  methods  and 
tools  can  be  applied  to  the  practice  of  the  art 
of  medicine.  The  curriculum,  however,  should 
see  that  the  sciences  and  the  humanities  are  taught 
simultaneously  and  throughout  the  educational 
program.  To  capitalize  on  the  motivation  of  the 
student,  role  models  should  be  available  to  him 
from  the  beginning  of  his  training.  They  should 
include  physicians  who  look  at  patient  problems 
from  the  family  point  of  view.  The  reactions  of 
patients  and  their  families  to  illness  and  stress  in- 
clude the  field  of  human  behavior.  Accordingly, 
teaching  in  the  field  of  behavior  has  been  organized 
as  a basic  medical  science  parallel  to  the  more 
traditional  ones  of  physiology  or  biological  chem- 
istry. The  change  in  the  character  of  illness  in 
recent  decades  emphasizes  the  need  for  con- 
tinuity in  the  study  of  patient  problems  over  a 
period  of  years.  With  the  increase  in  chronic 
illness,  families  which  contain  patients  with  these 
illnesses  should  be  provided  for  study  by  students. 
Departments  of  humanities,  behavioral  science, 
and  family  and  community  medicine  have  been 
organized.  Teaching  in  each  has  started  with  the 
first  year  and  will  continue  throughout  the 
entire  curriculum.  Papers  describing  the  philo- 
sophical background  and  educational  programs 
of  these  unique  departments  are  found  elsewhere 
in  this  issue. 

Efforts  are  now  being  directed  toward  the 
organization  of  the  clinical  departments,  and  ap- 
pointment of  the  full-time  faculty  has  begun.  Stu- 
dents should  be  exposed  to  experienced  teachers 
who  have  become  expert  in  a specialized  program 
which  deals  with  techniques  of  patient  care,  the 
patterns  of  collection  of  data,  interpretation  and 
utilization  will  be  emphasized.  The  physician  in 
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practice  usually  starts  from  a base  of  operation 
where  he  may  have  limited  resources  at  his  finger- 
tips. He  can,  however,  with  what  he  has  in  his 
head  and  with  what  he  can  do  with  his  hands 
solve  most  of  the  patient  problems  presented  to 
him.  Other  problems  will  require  going  to  the 
library  for  bibliographic  search,  to  the  labora- 
tory for  collection  of  data,  or  to  some  colleague 
for  consultation  within  the  same  or  another  clinical 
discipline.  This  pattern  of  activity  will  follow  that 
established  during  the  first  years  in  medical  school 
when  the  basic  science  disciplines  are  emphasized. 
This  pattern  will  demonstrate  to  the  student  that 
the  clinical  research  approach  to  solution  of  patient 
problems  offers  the  best  patient  care.  The  or- 
ganization of  the  hospital  laboratories  in  a separ- 
ate wing  will  dramatize  that  the  student  can  apply 
research  techniques  to  patient  care  on  a day-to-day 
basis.  The  organization  of  the  hospital  laboratories 
also  will  follow  a multidisciplinary  approach  so 
that  the  student  can  see  tools,  instruments,  and 
hardware  used  by  professionals  working  with 
technically  trained  people  using  techniques  need- 
ed to  give  him  an  answer  to  his  clinical  questions. 
To  help  him  learn  to  handle  patients  with  warmth 
and  dignity  the  acute  wing  of  the  teaching  hospital 


is  being  constructed  with  single  patient  rooms 
with  private  baths.  New  patterns  for  delivery  of 
care  to  less  seriously  ill  individuals  can  be  de- 
veloped through  the  use  of  the  minimal/self-care 
bed  unit,  and  anticipated  facilities  for  ambulatory 
care.  The  housing  of  the  department  of  family 
and  community  medicine  in  a specially-designed 
suite  will  permit  contrast  of  this  method  of  de- 
livery of  ambulant  patient  care  to  the  traditional 
clinic  approach. 

The  physical  facilities  in  The  Milton  S.  Hershey 
Medical  Center  of  The  Pennsylvania  State  Uni- 
versity will  provide  more  total  space  and  more 
diversified  types  of  teaching  space  for  the  educa- 
tion of  medical  students  than  any  school  yet  built. 
Even  more  important  is  the  attitude  of  the  faculty 
which  emphasizes  the  humanistic  approach  to 
medicine  based  on  a solid,  scientific  foundation. 
It  is  our  hope  that  this  philosophy  of  education 
and  practice,  taught  in  facilities  designed  to  carry 
it  out,  will  develop  the  kind  of  physician  needed 
to  deal  with  the  complex  and  intertwined  scientific, 
social  and  philosophical  demands  facing  the  medi- 
cal profession  and  its  patients  in  the  21st  century. 
— George  T . Harrell,  Jr.,  M.D.,  Hershey 


The  Old  Maid  at  the 


Keyhole 


Many  years  ago  the  renowned  Dr.  John  B. 
Deaver  received  a phone  call  from  one  of  his 
many  referring  G.P.’s.  “John,”  said  the  referring 
doctor,  “I've  got  an  old  spinster  out  here  whom 
I believe  has  a gallstone  colic.  You  should  operate 
her,  but  they  won’t  take  my  word  for  it.  Now, 
if  you  were  to  come  out  here  in  consultation,  you 
might  persuade  her  to  come  to  the  hospital  and  get 
the  operation  over  with.” 

The  great  Deaver  went  to  the  home  accom- 
panied by  the  doctor  and  with  characteristic  dig- 
nity examined  the  old  maid.  Then  he  asked  to  be 
excused  so  that  he  and  the  family  doctor  could 
discuss  the  case.  They  retired  to  the  drawing 
room,  closed  the  door  and  sat  down.  The  family 
doctor  handed  Dr.  Deaver  a cigarette  and  they 
both  lit  up.  After  a pause.  Dr.  Deaver  said,  “Did 
you  ever  see  such  a homely  old  maid  in  your  life?” 
To  which  the  referring  doctor  replied,  “If  you 
think  she  is  homely,  wait  until  you  see  her  sister.” 
At  that  moment,  the  door  flew  open.  The  en- 


raged sister,  who  had  been  listening  thru  the  key- 
hole, summarily  ordered  them  both  out  of  the 
house. 

Perhaps  physicians  can  hazard  a lesson  from 
this  Philadelphia  story. 

A complacent  medical  profession  irritated  by 
the  perplexities  of  public  service,  is  over-confident 
because  it  is  in  short  supply.  The  public,  repre- 
sented by  the  old  maid,  is  observing  us  thru  the 
keyhole  with  a suspicious  eye.  It  considers  us  a 
valued  servant  and  tolerates  great  latitudes  in  our 
behavior.  But  if  we  are  indiscreet  in  our  profes- 
sional obligations  or  disrespectful  to  our  master, 
the  public,  we  may  awake  to  an  enraged  old 
lady  who  will  toss  us  out  or  curtail  our  activities. 

The  old  lady  may  be  ever  so  homely,  even  un- 
reasonable and  we  may  not  like  her  politics. 
Nevertheless,  while  being  firm  with  her,  we  must 
patiently  educate  her  and  render  her  intelligent 
service.  We  must  not  insult  her,  for  she  is  our 
master  and  we  are  her  servants. — John  S.  Chaffee, 
M.D.,  Erie 
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When  it’s  time  for  Thorazine  promazine 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.; 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 
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Smith  Kline  & French  Laboratories,  Philadelphia 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications : Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


...can  you  depend  on  less? 
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Part  of 
the  fine  art 
of  medicine 
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COMPOUND-65 

Each  Pulvule®  contains  65  mg,  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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The 

$50-rmllion 

Phone 

Call 

A $50-million  telephone  call  was 
placed  one  day  in  March,  1963,  by 
Samuel  F.  Hinkle,  then  president  and 
chairman  of  Hershey  Chocolate  Corp., 
to  President  Eric  A.  Walker  of  Penn- 
sylvania State  University. 

Hinkle  wanted  Walker  to  come  to 
a meeting  with  managers  of  the  phil- 
anthropic Hershey  Foundation,  and 
the  conversation  at  the  gathering  went 
this  way: 

Hinkle:  “Eric,  we’ve  been  wonder- 
ing if  Penn  State  is  interested  in  start- 
ing a medical  school?” 

Walker:  “Sam,  you  might  as  well 
stop  and  save  my  time  and  yours. 
There’s  not  a nickel  in  Harrisburg 
(Pennsylvania’s  state  capital)  for  that 
purpose.” 

Hinkle:  “How  much  would  it 

take?” 

Walker:  "Oh  . . . about  $50-mil- 
lion.” 

Hinkle:  "What  would  you  say  if 
we  told  you  we  had  $50-million  to  start 
with?” 

Walker:  “That  might  be  different.” 


4 


BEN  BRONSTEIN.  Information  Officer 


Milton 


Just  two  years  ago  a 216-acre  corn 
and  alfalfa  field  began  changing 
into  Pennsylvania’s  newest  medi- 
cal school.  In  a few  weeks,  the 
“Pioneer  Class”  of  students  will  com- 
plete its  first  year  at  The  Milton  S. 
Hershey  Medical  Center  of  The  Penn- 
sylvania State  University  College  of 
Medicine — the  latest  climax  in  a race 
against  time  in  what  is  believed  to  be 
the  fastest  that  a new  medical  school 
has  opened  in  its  own  facilities  in 


modern  times.  The  establishment  of 
the  Center  opened  the  eleventh  col- 
lege of  Pennsylvania’s  land  grant  Uni- 
versity and  became  the  latest  chapter 
in  the  history  of  Milton  S.  Hershey, 
founder  of  the  famous  chocolate  com- 
pany and  the  community  which  bears 
his  name. 

On  November  1,  1964  the  Univer- 
sity named  George  T.  Harrell,  M.D. 
dean  of  the  College  of  Medicine  and 
director  of  the  Medical  Center.  Dr. 


Harrell,  who  was  founding  dean  o 
the  College  of  Medicine  at  the  Uni 
versity  of  Florida  in  1964,  thus  be 
came  the  first  man  ever  to  direct  th 
establishment  of  two  modern  medica 
schools.  His  underlying  philosopb 
of  medical  practice  is  that  the  in 
mutable  natural  law  of  biologic  var 
ability  inevitably  makes  the  practic 
of  medicine  with  the  individual  patier 
an  art,  in  that  the  physician  must  kno' 
the  patient’s  human  values  and  soci; 
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>.  Hershev  Medical  Center 


i ironment  as  well  as  his  scientific 
■ja  in  order  to  prevent  or  treat  di- 
eke. 

)n  his  arrival  in  Pennsylvania  Dr. 
Irrell’s  first  job  was  the  development 

he  school’s  educational  philosophy 
' some  of  the  particulars  to  put  it 
t effect.  Among  the  organizational 
novations  are  unique  departments  of 
aiily  and  community  medicine,  hu- 
mifies, and  behavioral  science  to 
2:h  in  full  force  the  ethical,  social 
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Each  medical  student  at  Hershey 
has  his  own  study  cubicle,  similar  to 
his  own  future  office,  where  he  can 
study  and  make  the  majority  of  his 
decisions  with  his  books,  journals  and 
learning  aids  close  at  hand.  Students 
like  Joseph  Leaser  (right)  are  insured 
privacy — each  cubicle  is  large  enough 
for  only  one  person. 
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and  environmental  concerns  today’s 
students  must  know. 

After  gaining  approval  of  these 
plans  from  the  Joint  Accreditation 
Committee  of  the  Association  of 
American  Medical  Colleges  and  the 
American  Medical  Association,  the 
dean’s  next  job  was  to  plan  a physical 
plant.  The  approach  to  handling  this 
project  was,  “Let’s  not  say  what  we 
can  do,  but  what  we  want  to  do.” 

The  unique  founding  and  the  fresh 
approach  to  curriculum  and  physical 
plant  were  not  to  overshadow  the 
profile  of  the  first  class  of  students. 
Named  the  “Pioneer  Class,”  the  forty 
students  in  the  class  of  1971  deserve 
this  name  not  only  because  they  hap- 
pen to  be  first  at  the  school  but  because 
they  share  the  adventurous  spirit  that 
permeates  every  aspect  of  the  school. 
The  standard  class  size  will  be  sixty- 
four  students  beginning  in  1969.  In 
the  meantime,  the  forty-eight  members 
of  the  second  class  already  have  been 
selected.  This  coming  year  the  college 
also  will  begin  its  first  full-time  Ph.D. 
degree  programs  in  anatomy,  biologi- 
cal chemistry  and  physiology  in  co- 
operation with  the  Penn  State  Gradu- 
ate School  at  University  Park. 

Research  is  an  inseparable  part  of 
a good  educational  program  and  is  ex- 
pected of  all  faculty  members.  With 
research  laboratories  now  open  in  the 
new  Basic  Sciences  Wing,  and  more 
than  a half  million  dollars  in  research 
grants  received  from  the  U.S.  Public 
Health  Service  and  private  founda- 
tions, the  development  of  new  knowl- 
edge is  receiving  strong  emphasis  on 
the  campus. 

The  primary  goal  of  the  College  is 
to  produce  practicing  physicians  who 
will  take  care  of  sick  people;  how- 
ever, significant  research  experience 
will  be  required  of  each  medical  stu- 
dent as  part  of  the  curriculum,  so  that 
he  can  gain  an  appreciation  of  the 
great  patience  and  technique  required 
in  research.  In  addition,  medical  stu- 
dents are  able  to  interrupt  the  medical 
degree  curriculum  for  a year  or  more 
to  pursue  intensive  research  that  might 
lead  to  an  M.S.  or  Ph.D.  degree  in  a 
basic  science.  During  the  clinical  years, 
emphasis  on  research  will  be  through 
exploration  of  the  patient’s  problem  to 
demonstrate  that  the  intellectual  ap- 
proach inherent  in  clinical  research  is 
inseparable  from  optimal  patient  care. 

The  College  will  assume  responsibil- 
ity for  the  continuing  education  of  its 
graduates  through  the  remainder  of 
their  professional  careers.  Some  fresh 
approaches  are  being  considered  to- 
ward this  end  also.  Dr.  Harrell  dis- 


Howard  E.  Morgan,  M.D.,  professor  and  chairman  of  physiology,  dis- 
cusses experiments  with  Judith  Operchal  and  Dom  D'Orazio. 


Warren  W.  Davis,  M.D.,  assistant  professor  of  physiology,  discusses  nerve 
measuring  apparatus  with  students  Paul  Pataky,  left,  and  James  Taylor. 
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As  a scientist,  the  doctor  doesn’t  deal  with  values,  but  he  must  when  he  treats  a patient. 


cussed  the  possibility  of  permitting 
each  graduate  to  come  hack  for  three 
to  six  months  every  five  to  six  years 
and  replace  him  in  his  practice  with  an 
intern  or  resident  from  the  campus. 

The  College  of  Medicine  is  appoint- 
ing faculty  members  who  are  superior 
and  dedicated  teachers,  fully  com- 
mitted to  medical  education.  The  im- 
portant selection  factors  include  re- 
search potential  and  a broad  academic 
background  that  includes  competence 
in  the  liberal  arts.  The  faculty  will  be 
almost  exclusively  strict  or  geographic 
full-time.  Facilities  and  curriculum  are 
designed  to  encourage  continuous 
faculty-student  dialogue  with  a high 
faculty-student  ratio.  Forty-five  aca- 
demic appointments  ranging  from  full 
professors  and  department  chairmen 
to  research  assistants  have  been  an- 
nounced with  another  ten  pending  im- 
minent announcement  as  this  article 
is  written.  Appointments  have  been 
made  in  the  departments  of  anatomy, 
behavioral  science,  biological  chem- 
istry, animal  resource  facility,  family 
and  community  medicine,  humanities, 
pathology,  and  physiology.  The  li- 
brarian also  has  the  rank  of  professor 
and  was  the  first  person  appointed  by 
the  dean. 

The  architectural  design  of  the 
Medical  Center  focuses  on  the  indi- 
vidual student,  teacher  and  patient  in 
order  to  produce  an  educational  set- 
ting that  provides  the  maximum  stan- 
dards and  integration  of  education, 
patient  care  and  research.  The  design 
of  these  essential  elements  has  eman- 
ated directly  from  the  innovations  in 
educational  philosophy.  These  have 
been  interpreted  into  a building  com- 
plex which  includes  2300  rooms  and 
spaces  occupying  more  than  twenty 
acres  of  floor  space. 

The  Basic  Sciences  Wing,  where 
classes  began  last  fall,  is  nearing  full 
completion.  Cornerstone  ceremonies 
and  the  formal  opening  of  the  College 
took  place  early  this  month. 

A medical  student  embarks  on  a 
career  which  commits  him  to  a never- 
ending  process  of  self-education;  thus 
the  educational  experience  should  help 
him  develop  an  effective  pattern  of 
study  for  the  rest  of  his  professional 
life,  whether  he  is  a practicing  physi- 
cian, research  scientist,  or  medical 
educator.  From  the  first  day  at 
Hershey,  the  student  has  a central 
place,  similar  to  his  own  future  office, 
where  he  can  learn  to  plan  his  day- 


to-day  work  and  study,  gather  data, 
organize  material,  analyze  his  findings, 
and  come  to  his  conclusions. 

Strategically  located  for  easy  access 
to  classrooms,  laboratories,  library, 
faculty  and  patients,  the  cubicles  em- 
phasize to  the  student  that  he  must 
balance  these  various  sources  of  in- 
formation with  the  ultimate  goal  being 
to  make  the  majority  of  his  decisions 
with  his  books,  journals  and  other 
information  at  hand.  Each  cubicle  is 
just  large  enough  for  one  person  in 
order  to  insure  privacy.  Group  study 
and  discussion  is  encouraged  by  the 
placement  of  two  lounge-type  seminar 
rooms  on  each  floor,  adjacent  to  the 
cubicle  area. 

The  school’s  philosophy,  which  en- 
courages students  to  observe  medical 
problems  from  the  broad  view,  re- 
ceives architectural  emphasis  in  the 
specially  designed  multidiscipline  lab- 
oratories for  the  basic  sciences.  Each 
student  is  assigned  a specific  space  for 
two  years  which  is  available  to  him 
around  the  clock  and  calendar.  Each 
sixteen-student  unit  provides  one  room 
for  sit-down  lab  benches  and  another 
for  stand-up  lab  benches.  An  adjacent 
special  instrument  and  preparation 
room  also  serves  a duplicate  laboratory 
arrangement  on  the  other  side.  Four 
of  the  laboratories  occupy  an  entire 
floor  in  the  teaching  section  and  de- 
termine the  class  size  of  sixty-four 
students.  In  future  years  the  size  of 
the  class  can  be  enlarged  by  adding 
one  or  two  additional  floors  of  labora- 
tories of  the  same  design  that  will 
permit  increases  from  64  to  either  96 
or  128  students  respectively. 

The  Clinical  Sciences  Wing  is  placed 
between  the  Basic  Sciences  Wing  and 
the  Teaching  Hospital  to  relate  to  the 
curriculum  pattern  and  emphasize  how 
basic  and  clinical  science  study  and 
research  are  integrated  with  patient 
care  in  the  physician’s  future  office 
and  hospital.  The  first  floor  of  the 
crescent  provides  the  offices  for  the 
department  of  family  and  community 
medicine  and  administrative  depart- 
ments. Each  of  the  remaining  cres- 
cent floors  is  devoted  to  faculty  offices 
and  research  laboratories  for  a clin- 
ical specialty.  The  teaching  wing  of 
this  section  contains  four  lecture 
rooms  and  the  library. 

A working  library  of  almost  40,000 
volumes  already  is  in  operation  in  the 
Hershey  Community  Building  with  al- 
most half  a million  dollars  being  spent 


on  materials  for  the  library  by  this 
coming  fall.  A direct  telephone  line 
to  the  Computation  Center  at  Uni- 
versity Park  permits  photographic  data 
to  be  recorded  at  Hershey  and  trans- 
mitted to  the  computer  for  storage.  A 
serials  catalog  listing  all  the  journal 
and  periodical  holdings  and  other  per- 
tinent information  is  updated  every 
six  months  by  a print-out  from  the 
computer  storage  and  distributed  in 
book  form  to  the  academic  depart- 
ments. The  permanent  library  will 
open  in  the  fall  of  1968  and  is  de- 
signed to  accommodate  125,000  vol- 
umes and  has  special  rooms  for  use  of 
tape  recorders,  film  projectors  and 
programmed  teaching  machines.  A 
special  collections  room  to  house  vol- 
umes of  the  humanities  is  included. 

To  stimulate  continuing  faculty-stu- 
dent dialogue,  an  informal  lounge  is 
located  adjacent  to  the  elevators  and 
stairs  at  three  junctions  on  each  floor 
in  the  Medical  Sciences  Building  and 
Teaching  Hospital.  Here  amid  com- 
fortable furnishings  with  a view  of  the 
community  and  countryside  from 
floor-length  windows  and  a balcony, 
student  and  teacher  alike  are  encour- 
aged to  meet  in  a setting  which  con- 
trasts with  the  formal  teaching  and 
research  exercises  they  have  just  left. 

The  Teaching  Hospital’s  primary  re- 
sponsibility is  the  education  of  medi- 
cal students,  house  officers  at  all  levels, 
and  pre-  and  post-doctoral  fellows. 
With  the  patient  as  the  focal  point  of 
the  educational  programs,  the  para- 
mount goal  will  be  to  offer  superior 
patient  care  as  a model  for  future 
practice  in  any  community.  Research 
will  be  a teaching  tool  and  an  im- 
portant responsibility  of  the  Teaching 
Hospital. 

A typical  acute  nursing  floor  will 
contain  forty-six  single  rooms,  each 
with  private  bath,  and  a five-bed  in- 
tensive care  unit.  Arranged  in  three 
seventeen-bed  wings  on  five  floors, 
these  facilities  are  designed  to  meet  the 
unique  requirements  of  a teaching 
hospital.  The  connecting  wing  be- 
tween each  patient  floor  and  its  cor- 
responding clinical  department  in  the 
Medical  Sciences  Building  will  contain 
classrooms,  student  laboratory,  two 
procedure  rooms,  and  other  facilities 
which  will  permit  clinical  research  to 
be  done  by  students  and  house  officers 
on  each  floor. 

The  single-patient  rooms  are  ideally 
suited  to  the  medical  school’s  educa- 
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(ional  philosophy  and  program  since 
they  offer  patient  care  in  an  atmos- 
phere of  privacy,  enabling  staff  physi- 
cians, students  and  the  patient  to  have 
frank  discussions  that  lead  to  in-depth 
knowledge  of  the  patient  and  his  prob- 
lem. 

The  teaching  apartment  on  each 
acute  nursing  floor  will  be  equipped 
with  home-style  furniture  to  provide 
a bridge  between  the  environment  of 
the  hospital  patient  room  and  the  at- 
mosphere of  the  patient’s  own  home; 
it  will  allow  staff  and  students  to  learn 
to  work  with  an  acutely  ill  patient  in 
a non-institutional  setting  for  the 
whole  spectrum  of  medical  care. 

The  traditional  hospital  clinical  di- 
agnostic laboratories  and  physiologic 
procedure  rooms  for  patients  will  be 
collected  in  a separate  wing  called  the 
Clinical  Study  Center.  Located  in  the 
crescent  of  the  building  as  an  ex- 
tension of  the  clinical  departments  in 
the  Medical  Sciences  Building,  this 
unit  will  continue  the  school’s  multi- 
disciplinary approach  for  teaching 
third  and  fourth  year  students  and 
house  officers.  Activities  will  be 
grouped  by  physiologic  systems  so 
that  clinical  research  workers  from 
several  departments  may  use  them 
together.  This  arrangement  will  per- 
mit patient  care,  teaching,  and  re- 
search to  be  done  from  a disease- 
oriented  systems  approach,  as  the  pa- 
tient presents  it  to  the  physician.  For 
example,  the  pediatric  and  medical 
cardiovascular  teams  will  be  adjacent 
to  the  thoracic  surgery  speciality  area 
on  the  same  floor  as  the  catherization 
laboratory,  the  electrocardiolgraphic 
facilities,  the  treadmill,  and  other 
equipment. 

The  character  of  illness  seen  today 
in  the  modern  medical  center  requires 
that  some  facilities  be  provided  for 
ambulant  patients.  The  Teaching  Hos- 
pital will  contain  several  unique  ac- 
commodations that  will  have  a sig- 
nificant impact  on  outpatient  and  in- 
patient programs.  Emergency  rooms 
are  located  immediately  adjacent  to  the 
outpatient  department  permitting  the 
latter  to  be  used  as  a temporary  disas- 
ter ward  in  case  of  a large  influx  of 
emergency  patients.  They  are  located 
on  the  first  floor  for  easy  access  to  the 
outside  and  to  the  cafeteria. 

The  outpatient  department  will  op- 
erate as  a general  clinic  in  which  all 
clinical  services  participate.  The  de- 
sign of  the  examining  rooms  will  carry 
forth  the  school’s  emphasis  on  the  in- 
dividual by  providing  private  waiting- 
examining  rooms  for  each  patient. 


In  physiology,  students  read  the  dynograph  for  electrocardiogram,  blood 
pressure  and  respiration  of  the  experimental  animal. 


Forty-eight  outpatient  examining 
rooms  and  eight  consultation  rooms  all 
will  be  furnished  identically  to  offer 
flexibility  either  as  a general  or, 
through  scheduling,  as  various  spe- 
cialty clinics.  The  rear  of  each  room 
will  contain  examining  equipment, 
separated  by  draperies  from  the  front 
of  the  room,  containing  a settee,  desk 
and  lounge  chairs. 

A minimal/ self-care  unit  provides 
24  two-bed  rooms  equipped  in  a home- 
like setting  for  short-term  inpatients 
who  do  not  require  acute  care  facili- 
ties or  nursing.  Here  a family  mem- 
ber can  share  the  room  to  learn  home 
care  procedures  or  comfort  the  pa- 
tient awaiting  tests  or  surgery  or  in 
convalescence.  Besides  offering  an  op- 


portunity for  research  and  experience 
in  other  levels  of  care,  this  unit  could 
reflect  the  lower  cost  of  service  for 
these  rooms  in  the  patient  charges.  A 
psychiatric  inpatient  service  of  twenty- 
two  additional  similarly  furnished  two- 
bed  rooms  is  on  the  second  floor.  This 
unit  will  contain  teaching,  research, 
dining,  occupational  therapy,  outdoor 
recreation  and  other  group  activities 
space.  Both  units  are  designed  to  em- 
phasize to  the  physician,  patient  and 
student  the  goal  of  returning  to  home 
and  community  life. 

The  first  teaching  building  to  be 
completely  finished  on  the  campus  is 
the  unique  Animal  Research  Farm. 
As  the  first  facility  of  its  kind  located 
on  a medical  school  campus,  it  can 
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Dean  Harrell:  “Medicine  can  never  be  a 
science.”  A doctor’s  biggest  problems 
are  ethical  and  moral  ones. 


be  used  for  teaching  medical  students 
as  well  as  for  breeding  and  holding 
of  a wide  variety  of  domestic  and 
exotic  animals  for  research.  Together 
with  the  Central  Animal  Quarters,  the 
Animal  Farm  can  house  up  to  100,000 
animals,  mostly  of  the  small  laboratory 
species.  However,  there  is  provision 
for  500  monkeys  in  a special  primate 
unit  and  100  dogs  in  specially  de- 
signed kennels  at  the  Farm.  A pic- 
ture story  of  the  Farm  appears  on 
page  86  in  this  issue. 

The  Central  Animal  Quarters  of 
the  Animal  Resource  Facility  is  de- 
signed for  teaching  and  acute  ex- 
perimentation. It  includes  surgical 
suites,  specially  designed  facilities  for 
infectious  diseases  and  radioisotopes, 
and  diagnostic  radiology  and  diag- 


nostic histopathology,  clinical  chem- 
istry and  microbiology  laboratories 
for  the  support  of  animal  colonies. 
Additional  research  laboratories  are 
provided  for  students  and  house  of- 
ficers, permitting  intensive  study  at 
the  cellular  and  sub-cellular  levels  of 
basic  biologic  phenomena  of  a variety 
of  domestic  and  exotic  laboratory  ani- 
mals. These  quarters  are  connected 
by  a 1400-foot  tunnel  to  the  Animal 
Research  Farm,  permitting  movement 
of  animals  between  the  two  units 
under  controlled  environmental  condi- 
tions at  all  times.  All  cages  are  on 
wheels  which  allows  complete  flexi- 
bility in  the  use  of  space  and  frequent 
programs  of  sterilization  and  cleaning. 

Physicians  and  medical  personnel 
are  invited  by  the  Dean  to  visit  the 


Dean  George  T.  Harrell , M.D. 


Medical  Center  individually  or  in 
groups  such  as  the  local  medical  so- 
cieties, hospital  staffs,  or  specialty  so- 
cieties. Interested  persons  should  con- 
tact the  Office  of  Public  Information 
at  the  Medical  Center. 
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.et’s  be  specific  about  Campbell’s  Soups... 

and  Aeduc/iHy  dfcti 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 


One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need... 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”1 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly  — usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

WithVistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


vill  i on  t 
creating 
it  new  one. 


Contraindications : Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  cc.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 
Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension  : Equivalent  to  25  mg.  hydroxyzine  HC1  per  5 cc.  teaspoonful. 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg./cc.— 10  cc.  vial 
and  50  mg./cc.— 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.  R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 
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of  trichomonal  vaginitis... 


metronidazole 


tablets/ inserts 


brings 

•clinical  cures 
•microscopic  cures 
•culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
fected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
alood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
ae  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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LEGEND 


LOST  THE  BATTLE 
OF  WATERLOO  BECAUSE 
HE  WAS  TOO  FAT! 


ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13.  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT.  " 


source:  jama  iae:6s  (oct.s)  i9S3. 


2&>T? 


nfiO'  ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
“APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED."*  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 
MOOD  AND  PHENOBARBITAL  TO  HELP  REDUCE  ANXIETY. 

XSOURCE:  ARCHIVES  OF  GENERAL  PSYCHIATRY  8:26  (JURE  1963). 


THE  BOOK  PRAY  YOUR  WE/GHT  AWAY  URGES  READERS  TO 
''ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 

source:  rev.  c.m  shedd:  her  york  lippincott,  i958. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSI 


AV1BAR2 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  I 'T~?  \T'  I 'A  TY  O 

to  12  hours.  Methamphetamine,  the  appe-  1^/V  A J— /IN  X/xlJ  D 
tite  suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital, the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Amba 

R suppresses  appetite  and  helps  offset  emo 
tional  reactions  to  dieting.  Contraindica 
tions:  Hypersensitivity  to  barbiturates  e 
sympathomimetics;  patients  with  advance 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau 
tion  in  the  presence  of  cardiovascular  disease  or  hypertension 
Side  Effects:  Nervousness  or  excitement  occasionally  noted 
but  usually  infrequent  at  recommended  dosages.  Slight  drows 
iness  has  been  reported  rarely.  See  package  insert  for  furthe 
details.  a.  h.  robins  company,  ya^U-nnRlN1 

RICHMOND,  VA.  23220  **  rl 


ie  pain?” 


this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


aluminum  and  magnesium  hydroxide  plus  simethicone 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone 


a solution 
to  peptic  ulcer 
distress 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

Relerences:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


When  the  agitated  geriatric  disrupts  the  home. . . 


His  disturbances 
at  the  table 
make  every  meal 
a nightmare. 


Ws  daughter 
an’t  please  him. 
i here  is  “just 
no  living  with  him.” 


His  teen-age 
granddaughter  won't 
invite  friends  home 
because  of  his  outbursts. 


His  slovenly 
room  and  habits 
create  more 
tension. 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  hig?  ij 
doses  early  in  treatment,  may  occur, 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe 
ripheral  edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.^ 


Before  prescribing,  see  package  insert  for  full  product  information. 
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Regulation  of 
Cardiac  Metabolism 

\ study  of  the  isolated  perfused  rat  heart  as  a model  in 
he  regulation  of  heart  metabolism 


J.  R.  NEELY.  PH  D. 

H.  E.  MORGAN.  M.D. 
Hershey,  Pennsylvania 


The  heart  is  endowed  with  chemi- 
cal mechanisms  which  permit  it 
to  utilize  a variety  of  energy- 
yielding  substrates.  This  property  of 
cardiac  muscle  insures  the  heart  a sup- 
ply of  energy  to  carry  out  its  vital 
mechanical  function  so  long  as  car- 
bohydrate or  fat  is  available.  The 
ability  of  the  heart  to  utilize  a variety 
of  substrates  has  been  shown  both  in 
vivo  and  in  vitro  by  measuring  the 
disappearance  of  glycogen  and  fat 
stored  within  the  tissue,  or  the  utili- 
zation of  glucose,  free  fatty  acids  and 
ketone  bodies  from  the  blood.1’  2 
The  isolated,  perfused  rat  heart 
preparation  has  been  used  to  study 
the  regulation  of  cardiac  metabo- 
lism.3- * This  preparation  was  found 
to  be  very  useful  in  determining  the 
activity  of  metabolic  pathways  and  in 
studying  some  of  the  chemical  mech- 
anisms involved  in  the  control  of  gly- 
colysis. However,  in  the  classical 
Langendorff  preparation  which  was 
used  for  most  of  these  earlier  meta- 
bolic studies,  correlation  of  mechani- 
cal and  biochemical  events  was  not 
attempted. 

The  present  study  was  begun  in  an 
attempt  to  introduce  ventricular  func- 
tion as  a controlled  parameter  in  stu- 
dies concerned  with  the  regulation  of 
metabolism.  A completely  isolated  rat 
heart  preparation  capable  of  in  vitro 
mechanical  work  was  used.  Perfusate 
was  supplied  to  the  left  atrium  at 
various  filling  pressures  and  pumped 
by  the  left  ventricle  against  a hydro- 
static pressure  of  60  mm  Hg.  Cardiac 
work  and  substrate  utilization  in- 
creased as  the  left  atrial  filling  pres- 
sure was  raised.  In  addition,  when 
the  coronary  vessels  were  perfused  by 
retrograde  flow  down  the  aorta  using 
the  Langendorff  method,5  left  ventric- 
ular pressure  rose  to  the  level  of  the 
aortic  perfusion  pressure  with  each 
systole.  These  preparations  offered 
the  opportunity  to  vary  ventricular 
pressure  development  over  a wide 
range. 

Experimental  Procedure 

Preparation  of  Heart.  Hearts  were 
removed  from  200-300g  Sprague- 
Dawley  rats  which  had  been  fasted 
overnight.  Heparin  sodium  (2.5  mg) 
was  injected  intraperitonealy  one  hour 
before  anesthetizing  the  animal  with 
Nembutal.®  * The  heart  was  re- 

* Abbott  Laboratories 
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Fig.  I Working  heart  apparatus.  The 
black  areas  indicate  water  jackets  sur- 
rounding the  glass  portions.  In  ad- 
dition, all  of  the  tubing  was  water- 
jacketed. 


blood  and  to  allow  the  heart  to  re- 
cover from  the  period  of  anoxia  as- 
sociated with  excision  and  initiation 
of  perfusion.  The  chamber  around 
the  heart  was  not  in  place  during  the 
washout  perfusion  and  coronary  ef- 
fluent dripped  from  the  heart  into  a 
waste  container. 

Heart  work  was  begun  by  starting 
flow  into  the  left  atrium  from  the 
atrial  bubble  trap  (Part  B,  Fig.  1) 
and  from  the  aorta  through  a pres- 
sure chamber  ( Part  A,  Fig.  1 ) and 
a Starling  resistor  (Part  C,  Fig.  1). 
Flow  through  the  aortic  resistor  was 
returned  to  the  inside  of  the  long  cen- 
tral oxygenating  chamber  by  a short 
length  of  tygon  tubing.  Aortic  output 
was  estimated  by  collecting  the  flow 
through  this  tube.  Pressure  in  the  out- 
flow track  was  regulated  by  the  volume 
of  air  within  the  pressure  chamber 
and  the  pressure  applied  to  a rubber 
diaphragm  in  the  Starling  resistor.  A 
peristaltic  pump  delivered  perfusate 
from  an  oxygenating  chamber  to  the 
atrial  bubble  trap.  Cardiac  output 
and  external  work  were  varied  by 
changing  the  left  atrial  filling  pressure 
or  the  aortic  resistance.  Filling  pres- 
sure was  changed  by  varying  the 
height  of  the  left  atrial  bubble  trap 
relative  to  the  heart.  Coronary  flow 
dripped  from  the  heart  into  a chamber 
and  was  returned  to  the  central  por- 
tion of  the  apparatus  by  a tube.  Coro- 
nary flow  could  be  estimated  by  col- 
lecting the  fluid  dripping  from  the 
tube. 

Perfusion  apparatus  for  the  Lan- 
gendorff  preparation  is  shown  in  Fig. 


2. 6 The  heart  was  removed  from  the 
rat  and  prepared  for  perfusion  as 
described  above.  A ten-minute  pre- 
liminary perfusion  was  begun  from  a 
reservoir  of  buffer  70  cm  above  the 
heart.  During  this  time  coronary  ef- 
fluent dripped  from  the  heart  into  a 
waste  container.  Following  the  initial 
perfusion,  a measured  volume  of  buf- 
fer was  recirculated  through  the  heart 
for  periods  up  to  three  hours.  Per- 
fusion pressure  could  be  varied  in  this 
preparation  by  changing  the  degree  of 
compression  of  the  plastic  tubing  by 
the  peristaltic  pump.  Coronary  flow 
dripped  from  the  heart  into  the  oxy- 
genating chamber.  The  coronary  flow 
could  be  estimated  by  lifting  the  heart 
from  the  chamber  and  collecting  the 
effluent  in  a graduate  cylinder.  In 
both  systems  the  perfusate  was  ex- 
posed to  an  atmosphere  of  95  percent 
Ol>  and  5 percent  C02  and  main- 
tained at  37°  C by  water  jackets 
around  major  portions  of  the  appara- 
tus. 

Perfusion  Medium.  A bicarbonate 
buffered  saline  medium  was  used  for 
all  of  the  perfusions.6  This  perfusion 
medium  contained  3 percent  serum 
albumin  and  the  substrates  indicated 
in  the  table.  Glucose  and  palmitate 
uptake  and  lactate  production  were 
determined  by  measuring  changes  in 
perfusate  concentrations. 

Oxygen  consumption  was  calculated 
from  measurements  of  the  arterial  and 
venous  oxygen  tensions  and  the  coro- 
nary flow.  Aortic  and  intraventricular 
pressures  were  measured  using  Stat- 


moved  and  dropped  into  a beaker  con- 
taining 0.9  percent  NaCl  chilled  in 
ice  water.  Cardiac  contraction 
stopped  within  a few  seconds.  Re- 
moval of  the  heart  from  the  animal 
took  less  than  one  minute.  The  heart 
was  cannulated  and  perfused  by  either 
the  working  heart  or  Langendorff 
techniques.6 

Perfusion  Apparatus.  The  appara- 
tus used  to  perfuse  rat  hearts  while 
performing  external  mechanical  work 
is  shown  in  Fig.  I.6  When  the  heart 
had  cooled  for  fifteen  to  twenty  sec- 
onds in  cold  saline,  the  aorta  was 
cannulated  and  retrograde  perfusion 
was  continued  for  ten  minutes  from 
a reservoir  located  70  cm  above  the 
heart.  During  this  time,  the  left 
atrium  was  cannulated  and  secured 
with  a ligature.  The  ten-minute  pre- 
liminary perfusion  served  to  remove 
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Fig.  3 Aortic  and  intraventricular  pressure  tracings  of  the  isolated  working 

rat  heart. 
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ham  pressure  transducers  and  recorded 
on  a Sanborn  recorder.  Intraventric- 
ular pressure  was  estimated  by  insert- 
ing a 20-gauge  needle  through  the 
apex  of  the  heart  into  the  left  ven- 
tricle. 

At  the  end  of  perfusion,  the  hearts 
were  cut  from  the  cannula  into  a 
beaker  of  cold  saline,  blotted  and 
frozen  between  blocks  of  aluminum 
cooled  to  the  temperature  of  liquid 
nitrogen.  The  frozen  tissue  was  used 
for  the  analysis  of  glycogen  and  total 
fatty  acid. 

Results 


it 


fi 

ill 


Effect  of  left  atrial  filling  pressure 
on  the  mechanical  performance  of  the 
working  rat  heart  preparation.  When 
hearts  were  perfused  in  the  working 
heart  apparatus  with  a pressure  of 
60  mm  Hg  in  the  Starling  resistor, 
ventricular  pressure  development  in- 
creased with  elevated  left  atrial  filling 
pressure  (Fig.  3).  Peak  ventricular 
pressure  increased  from  65  to  110  mm 
Hg  as  the  left  atrial  pressure  was 
elevated  from  0 to  10  cm  H..O.  Left 
ventricular  end  diastolic  pressure  was 
approximately  equal  to  left  atrial  pres- 
sure in  each  case.  Cardiac  output  rose 
from  12  to  45  ml/min.  over  this 
range  of  ventricular  pressure  develop- 
ment. The  performance  of  the  work- 
ing heart  was  stable  when  perfused  at 
10  cm  Hl.O  left  atrial  filling  pressure 
over  a period  of  three  hours.  These 
data  indicated  that  the  completely  iso- 
lated rat  heart  could  be  induced  to 
perform  varying  levels  of  mechanical 


work  depending  upon  the  left  atrial 
filling  pressure. 

Effect  of  perfusion  pressure  on  ven- 
tricular pressure  development  in  the 
Langendorff  preparation.  When 
hearts  were  perfused  by  the  Langen- 
dorff technique,  the  perfusate  was  de- 
livered down  the  aorta,  passed  through 
the  coronary  vessels,  and  dripped  out 
the  right  atrium  of  the  heart.  When 
ventricular  and  aortic  pressures  were 
measured  they  were  found  to  increase 
with  each  systole  (Fig.  4).  Peak 
aortic  and  ventricular  pressures  in- 
creased as  the  perfusion  pressure  was 
raised.  Although  no  provision  was 
made  for  the  flow  of  fluid  into  the 
left  ventricle,  the  rise  in  aortic  pres- 
sure with  each  systole  indicated  that 
some  fluid  was  being  ejected.  End 
diastolic  ventricular  pressure  increased 
from  4 to  12  mm  Hg  as  the  perfusion 
pressure  was  elevated  from  60  to  120 
mm  Hg,  also  indicating  that  ventric- 
ular filling  occurred  at  the  higher  per- 
fusion pressure.  Fluid  that  filled  the 
ventricle  under  these  conditions  could 
come  from  either  the  Thebesian  veins 
or  the  aorta  due  to  partial  incom- 
petence of  the  aortic  valves.  These 
data  indicated  that  ventricular  pres- 
sure development  of  hearts  perfused 
by  the  Langendorff  technique  could 
be  modified  by  varying  the  aortic  per- 
fusion pressure. 

Contribution  of  various  substrates 
to  respiration  of  rat  hearts  at  different 
levels  of  ventricular  pressure  develop- 
ment. In  an  earlier  report,  oxygen 
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Aortic  and  intraventricular  pressure  development  in  hearts  perfused 
by  the  Langendorff  technique. 


Fig.  2 Langendorff  Perfusion  Ap- 
paratus. The  glassware  and  tubing 
were  water-jacketed  as  described  in 
Fig.  I. 


consumption  was  found  to  correlate 
well  with  ventricular  pressure  develop- 
ment in  hearts  perfused  both  by  the 
working  and  the  Langendorff  tech- 
niques.6 In  the  present  study,  increas- 
ing the  aortic  perfusion  pressure  from 
60  to  100  mm  Hg  in  the  Langendorff 
preparation  or  perfusing  the  working 
heart  at  10  cm  R.O  left  atrial  filling 
pressure  resulted  in  approximately  a 
70  percent  rise  in  the  rate  of  oxygen 
consumption  (TABLE  I).  For  a 
given  level  of  ventricular  pressure  de- 
velopment, the  rate  of  oxygen  con- 
sumption was  similar  regardless  of  the 
substrate  utilized  by  the  heart.  Oxy- 
genation of  the  tissue  appeared  to  be 
adequate  since  the  oxygen  tension  of 
the  coronary  effluent  never  fell  below 
180  mm  Hg.  The  oxygen  needed  to 
support  greater  levels  of  ventricular 
pressure  development  was  provided  by 
a twofold  increase  in  the  rate  of  coro- 
nary flow. 

When  hearts  were  perfused  with  a 
medium  free  of  exogenous  substrate, 
both  glycogen  and  lipids  stored  within 
the  tissue  were  utilized.  Oxidation  of 
tissue  lipid  accounted  for  75  percent 
of  the  oxygen  consumed  at  60  mm 
Hg  perfusion  pressure  and  about  60 
percent  at  100  mm  Hg.  When  glucose 
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TABLE  I 


Contribution  of  Various  Substrates  to  Respiration  of  Perfused  Rat  Heart  at  Different  Levels  of  Ventricular  Pressure 

Development  and  Cardiac  Output 


Aortic  Left  Atrial 

Perfusion  Filling  Oxygen 

Pressure  Pressure  Additions  to  Consumption 

mm  Hg  cm  HoO  Perfusate  m moles/ g/ hr. 


60 

100 

0 

0 

None 

1.34 

2.41 

.18 

.23 

0.43 

0.66 

± .05 
± .05 

0.99 

1.46 

-f- 

.16 

.17 

60 

0 

glucose 

1.65 

-t- 

.09 

.48 

± .08 

0.26 

-4-  .05 

0.62 

-4- 

.18 

100 

0 

(15  mM) 

2.70 

-+- 

.08 

1.24 

± .05 

0.35 

± .05 

0.83 

-H 

.18 

110 

10 

2.54 

± 

.13 

1.43 

± .09 

0.40 

± .04 

60 

0 

palmitate 

1.71 

± 

.13 

1.56 

-+-  .14 

0.16 

-+-  .06 

0.61 

.16 

100 

0 

(1.5  mM) 

2.99 

± 

.11 

2.35 

-+-  .23 

0.22 

-4-  .06 

0.85 

.16 

110 

10 

2.50 

± 

.19 

2.28 

± .14 

0.43 

± .06 

60 

0 

glucose 

1.76 

± 

.10 

0.23 

± .06 

1.54 

-+-  .14 

0.10 

± .06 

0.16 

.10 

100 

0 

(15  mM) 

2.61 

.14 

0.12 

± .04 

1.91 

-+-  .09 

0.14 

± .08 

0.55 

.13 

110 

10 

+ 

3.03 

1.2 

0.25 

± .10 

2.69 

-+-  .18 

.17 

± .06 

palmitate 
(1.5  mM) 


Oxygen  equivalents  of  substrates  utilized 
m moles/ g dry/ hr. 

Perfusate  Tissue 

Glucose  Palmitate  Glycogen  Total  Lipid 


Hearts  were  perfused  hy  the  Langendorff  technique  at  60  and  100  mm  Hg  perfusion  pressure  and  by  the  working 
technique  at  10  cm  H.,0  left  atrial  filling  pressure. 

Substrate  utilization  was  estimated  as  the  disappearance  from  the  perfusate  or  tissue  of  the  substates  indicated 
during  one  hour  of  perfusion.  Oxygen  equivalents  of  the  substrates  utilized  were  calculated  by  the  following 
formulae: 

CL  equivalent  of  glucose— 6 (glucose  uptake — V2  lactate  produced) 

CL  equivalent  of  glycogen =6  (initial  glycogen  content — final  glycogen  content) 

CL  equivalent  of  palmitate— 23  (palmitate  uptake) 

CL  equivalent  of  tissue  lipid— 23  (initial  total  fatty  acid  content — final  total  fatty  acid  content) 

6 to  12  hearts  were  perfused  in  each  group. 


was  included  in  the  perfusate,  utiliza- 
tion of  glycogen  and  tissue  lipids  de- 
creased. Glucose  utilization  increased 
about  threefold  at  the  higher  rates  of 
pressure  development.  When  hearts 
were  perfused  with  a medium  con- 
taining only  palmitate  as  a substrate, 
utilization  of  glycogen  and  tissue 
lipids  decreased  and  palmitate  uti- 
lization was  found  to  account  for 
80-90  percent  of  the  oxygen  con- 
sumed. Palmitate  utilization  was  in- 
creased about  50  percent  as  ventric- 
ular pressure  development  was  raised. 
When  both  substrates  were  present  in 
the  perfusate,  utilization  of  tissue  gly- 
cogen and  fat  was  greatly  reduced. 
The  heart  utilized  palmitate  in  pref- 
erence to  glucose  as  indicated  by  a 
large  reduction  in  glucose  uptake  at 
the  higher  rates  of  pressure  develop- 
ment. These  data  indicated  that  the 
heart  has  the  ability  to  utilize  either 
the  substrate  stored  within  it  or  car- 
bohydrate or  fat  supplied  in  the  per- 


fusate. The  mechanisms  involved  in 
these  regulations  will  be  discussed. 

Discussion 

The  isolated  rat  heart  perfused  by 
the  Langendorff  or  working  heart 
technique  has  been  shown  to  perform 
well  over  a wide  range  of  ventricular 
pressure  development  and  cardiac  out- 
put. The  preparation  was  stable,  well 
oxygenated  and  a good  model  for  the 
study  of  cardiac  metabolism.  Oxygen 
consumption  has  been  found  to  in- 
crease in  relation  to  the  amount  of 
ventricular  pressure  developed.  This 
increase  in  metabolic  activity  resulted 
in  the  utilization  of  larger  amounts  of 
substrates.  If  no  substrate  was  pro- 
vided in  the  perfusate,  the  tissue  pos- 
sessed the  ability  to  utilize  the  gly- 
cogen and  lipids  stored  within  it.  If 
either  glucose  or  fatty  acids  were 
added  to  the  perfusate,  these  sub- 
strates were  used  in  preference  to  the 


intracellular  stores  of  glycogen  and 
lipids. 

When  glucose  was  present  alone  in 
the  perfusate,  uptake  of  the  sugar  was 
increased  as  ventricular  pressure  de- 
velopment was  raised.7  This  effect 
was  due  to  a stimulation  of  the  entry 
of  sugar  into  the  cell.  Membrane 
penetration  of  glucose  is  a process 
mediated  by  a specific  carrier  com- 
pound present  within  the  cell  mem- 
brane. In  addition,  the  intracellular 
utilization  of  glucose  was  increased. 
This  effect  has  been  shown  to  result 
from  stimulation  of  two  steps  of  gly- 
colysis, phosphorylation  of  glucose  by 
hexokinase  and  phosphorylation  of 
fructose-6-phosphate  by  phosphofruc- 
tokinase.8  When  palmitate  was  added 
along  with  glucose,  the  fatty  acid  was 
preferentially  utilized  at  the  higher 
levels  of  ventricular  pressure  develop- 
ment. This  effect  was  due  to  an  in- 
hibition of  both  transport  and  phos- 
phofructokinase.  An  inhibition  of 
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transport  under  these  conditions  has 
been  demonstrated  by  measuring  the 
penetration  of  non-metabolized  glu- 
i cose  analogues,  such  as  3-0-methyl 
glucose. 

Glycogen  utilization  in  the  perfused 
heart  developing  intraventricular  pres- 
i sure  appeared  to  be  controlled  pri- 
marily by  the  intracellular  levels  of 
the  first  product  of  glucose  metabo- 
lism, glucose-6-phosphate.8  When  the 
intracellular  levels  of  this  compound 
were  increased,  glycogen  utilization 
ji  was  reduced  and  when  these  levels 
! were  low.  glycogen  consumption  oc- 
; curred.  These  changes  in  glycogen 
levels  resulted  from  an  inhibition  of 
; the  phosphorylase  reaction  by  glucose- 
r 6-phosphate  9 and  a stimulation  of  the 
I glycogen  synthesis  step  by  this  com- 
I pound.10  The  regulation  of  fatty 
i acid  and  lipid  utilization  is  still  un- 
li  explored.  Experiments  are  in  progress 
I to  define  these  control  mechanisms. 

Summary 

The  isolated  perfused  rat  heart  has 
v been  used  as  a model  to  study  the 
jv  regulation  of  heart  metabolism.  In- 
i traventricular  pressure  development 
I was  modified  in  this  preparation  either 
I by  increasing  the  atrial  filling  pressure 
: in  a working  heart  preparation  or  in- 
I creasing  the  aortic  perfusion  pressure 


of  the  Langendorff  preparation.  When 
pressure  development  was  raised,  sub- 
strate utilization  was  increased.  The 
regulation  of  glycolysis  occurred  at 
several  steps  in  the  metabolism  of 
glucose  and  glycogen,  including  mem- 
brane transport,  hexokinase,  phospho- 
fructokinase  and  phosphorylase. 

Acknowledgment 

The  authors  thank  Mr.  John  Parker 
of  the  department  of  medical  illustra- 
tions, The  Milton  S.  Hershey  Medical 
Center,  The  Pennsylvania  State  Uni- 
versity, for  preparation  of  the  dia- 
grams of  the  apparatus. 

REFERENCES 

1.  Randle,  P.  J.  and  Morgan,  H.  E.:  Regu- 
lation of  glucose  uptake  by  muscle.  Vitamins 
and  Hormones,  20:  199,  1962. 

2.  Bing,  R.  J.:  Cardiac  metabolism.  Physi- 

ological Reviews,  45:171,  1965. 

3.  Bleehen,  N.  M.  and  Fisher,  R.  B.:  The  ac- 
tion of  insulin  in  the  isolated  rat  heart,  J. 
Physiol.,  London,  123:  260,  1954. 

4.  Morgan,  H.  F.„  Henderson,  M.  J„  Regen. 

D.  M.  and  Park,  C.  R.:  Regulation  of  glucose 
uptake  in  muscle,  I.  the  effects  of  insulin  and 
anoxia  on  glucose  transport  and  phosphoryla- 
tion in  the  isolated,  perfused  heart  of  normal 
rats,  J.  Biol.  Chem.  236:  253,  1961. 

5.  Langendorff,  O.:  Untersuchungen  am 

Uberlebenden  Saugethierherzen,  Arch.  Ges. 
Physiol,  61:  291,  1895. 

6.  Neely,  J.  R„  Liebermeister,  H„  Battersby, 

E.  J„  and  Morgan,  H.  E.:  Effect  of  pressure 
development  on  oxygen  consumption  by  iso- 
lated rat  heart.  Am.  J.  Physiol..  212,  804,  1967. 


7.  Neely,  J.  R.,  Liebermeister,  H.,  and  Mor- 
gan, H.  E.:  Effect  of  pressure  development  on 
membrane  transport  of  glucose  in  isolated  rat 
heart,  Am.  J.  Physiol.,  212,  815,  1967. 

8.  Neely,  J.  R.,  Bowman,  R.  H.,  and  Morgan. 

H.  E.:  Conservation  of  glycogen  in  the  per- 

fused rat  heart  developing  intraventricular 
pressure,  in  Symposium  of  European  Federa- 
tion of  Biochemical  Societies,  “Control  of  Gly- 
cogen Metabolism,”  Academic  Press,  in  press. 

9.  Morgan,  H.  E„  and  Parmeggiani,  A.:  Reg- 
ulation of  gylcogenolysis,  HI.  Control  of  mus- 
cle glycogen  phosphorylase  activity,  J.  Biol. 
Chem.  239,  2440,  1964. 

10.  Leloir,  L.  F.,  Olavarria,  3.  M„  Goldem- 

berg,  S.  H.,  and  Carminatti,  H.:  Biosynthesis 

of  glycogen  from  uridine  diphosphate  glucose. 
Arch.  Biochem.,  81,  508,  1959. 


■ At  The  Pennsylvania  State  Uni- 
versity College  of  Medicine,  Dr.  Mor- 
gan is  professor  and  chairman  of  the 
department  of  physiology  and  Dr. 
Neely  is  head  of  Multidiscipline  Lab- 
oratories and  instructor  in  physiology. 


I 

I 


| ’•  Ww 

i 4 

i w 

V 

For  sixty  years,  the  islets  of  Langer- 
hans  have  been  known  to  contain 
more  than  one  cell  type.  Dating 
from  the  definitive  studies  of  Lane,1 
two  populations  of  islet  cells  can  be 
characterized,  differing  from  one  an- 
other on  the  basis  of  the  solubility 
of  the  specific  granules.  Lane  de- 
scribed the  cells  as  “A-cells,”  which 
were  fixed  by  alcohol,  and  “/3  cells,” 
those  that  were  fixed  by  aqueous 
chrome  sublimate.  Our  current  classi- 
fication of  islet  cells  stems  from  the 
exhaustive  studies  of  Bensley,2  where 
a differential  stainability  could  be  de- 
tected in  the  two  defined  cell  types 
of  the  pancreatic  islets.  Bensley 
termed  these  cells  A and  B cells.  Un- 
stained cells  were  termed  C cells,  and 
we  shall  follow  this  system  of  nomen- 
clature. 

Other  cell  types  have  been  defined 
in  the  pancreatic  islets;  most  notable 
is  the  description  of  Bloom  3 who  de- 
fined a cell  type  with  a differing  stain- 
ability  from  those  described  by  Ben- 
sley. Bloom  3 utilized  the  terminology 
of  Bensley  and  named  the  new  cell 
type  in  alphabetical  sequence  a D 


creatic  islets  and  this  method  does  not 
result  in  differential  stainability  of  D 
cells  in  the  same  preparation. 

Beginning  around  1960,  a confus- 
ing array  of  apparent  contradictions 
relative  to  cell  types  present  in  pan- 
creatic islets  began  to  appear  in  the 
literature.  Mannochio  0 described  islet 
cells  which  were  metachromatic  with 
toluidine  blue  under  rather  rigorous 
conditions  and  these  cells  did  not  ap- 
pear to  be  conventional  A or  B cells. 
Heilman  7>  8 and  his  group  at  the  same 
time  found  a reproducible  population 
of  islet  cells  which  were  argyrophilic. 
The  existence  of  silver  positive  cells 
in  pancreatic  islets  has  a longer  his- 
tory as  exemplified  by  the  studies  of 
Ferner,9  Hamperl,10  or  Goldner  and 
Volk.11  Silver  positivity  is  a difficult 
criteria  to  use  in  identifying  a partic- 
ular cell  type  due  to  the  variability 
of  silver  reactions.  However,  when 
the  silver  reaction,  as  described  by 
Goldner  and  Volk,11  is  carefully  ap- 
plied to  the  pancreas  of  all  animals 
studied  to  date,  a certain  population 
of  cells  is  selectively  blackened  (Figs. 
1 and  2).  Heilman  and  his  group  in 


the  D cell,  as  described  by  Bloom 
and  Thomas,  were  indeed  all  one  and 
the  same.  Caramia  14  in  a preliminary 
electron  microscopic  study  character- 
ized the  nature  of  the  secretory  gran- 
ules of  the  D cell  In  a further  ex- 
tension of  this  work,  Caramia,  Mun- 
ger,  and  Lacy  15’  16  described  the  elec- 
tron microscopic  appearance  of  a 
unique  cell  type  in  pancreatic  islets, 
different  from  A or  B cells,  and  this 
cell  was  consistently  present  in  all  ani- 
mals in  a location  entirely  consistent 
with  silver  positive  cells  (Figs.  3 and 
4).  Such  a cell  had  been  described 
in  cat  pancreatic  islets  by  Bencosme 
and  Pease.17  At  the  same  time  these 
studies  were  undertaken,  Machino  and 
his  coworkers,18  Fujita,19’  20  Sol- 
cia,21’  22-  23;  and  Epple  24-  25> 26  arrived 
at  similar  conclusions — that  the  silver 
positive  cell,  the  metachromatic  cell, 
the  specifically  stainable  D cell  and  the 
electron  microscopically  defined  D cell 
were  all  one  and  the  same.  Epple  26 
devised  a technic  whereby  a section  of 
pancreas  could  be  stained  sequentially 
for  D cells,  silver  positive  cells  and 
metachromatic  cells.  He  was  able  to 
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cell.  Bloom’s  description  of  the  D 
cell  was  based  on  tissue  from  a fresh 
human  autopsy  which  was  fixed  in 
Zenker-formal.  Bloom  was  studying 
tissue  stainability  following  fixation  in 
Zenker-formal  and  staining  with  Mal- 
lory’s Azan  technic.  In  the  specimen 
of  pancreas,  a third  stainable  cell  was 
immediately  apparent  in  the  pan- 
creatic islet.  A brief  note  published 
by  Bloom  in  1931  was  followed  five 
years  later  by  Thomas’ 4 definitive 
study  of  the  comparative  cytology  of 
islet  cells  in  various  mammalian  spe- 
cies. Thomas  4 confirmed  the  descrip- 
tion of  Bensley  and  Bloom  and  de- 
scribed A,  B,  and  D cells  in  all  islets, 
and  he  could  confirm  Bensley’s  de- 
scription of  a C cell  in  the  guinea 
pig.  For  many  years  thereafter,  little 
attention  was  paid  to  the  existence  of 
the  D cell.  The  explanation  for  this 
scientific  neglect  is  in  part  due  to  the 
use  of  the  exquisitely  sensitive  alde- 
hyde fuchsin  technic  of  Gornori 5 for 
the  identification  of  B cells  in  pan- 
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Sweden  have  characterized  these  cells 
as  a type  of  A cell,  and  as  such, 
have  named  these  cells  At  cell.7 

The  cell  types  in  pancreatic  islets 
bear  a specific  relationship  to  one  an- 
other which  differs  among  different 
animals.  For  instance,  it  is  well- 
known  that  the  A cells  in  rodents 
such  as  mice  and  rats  are  found  at  the 
periphery  of  the  islets.  In  the  guinea 
pig  and  in  primates,  the  A cells  are 
distributed  throughout  the  body  of  an 
islet.  In  the  horse,  as  described  by 
Heilman,  Rothman,  and  Heller- 
strom,12  the  pattern  as  found  in  lower 
rodents  is  reversed  and  the  A cells 
are  found  central  with  the  B cells 
peripheral.  The  D cells  likewise  bear 
a specific  relationship  to  the  other  cell 
types  of  pancreatic  islets  as  described 
initially  by  Thomas.4 

Caramia13  originally  postulated 
that  the  metachromatic  cell,  as  de- 
fined by  toluidine  blue  metachromasia, 
the  silver  positive  cell  as  defined  by 
the  Goldner  and  Volk  technic,  and 


conclude  at  the  light  microscopic  level 
that  the  particular  cell  staining  with 
the  characteristics  of  Bloom’s  D cell 
were  indeed  silver  positive  and  meta- 
chromatic. For  the  electron  micro- 
scopic correlate  of  these  studies,  the 
corresponding  cell  types  were  defined 
on  the  basis  of  unique  position  and 
distribution  within  the  islets.15-  16  Fix- 
ation and  embedding  technics  were 
found  to  be  critical  for  adequate  iden- 
tification of  the  unique  secretory  gran- 
ule of  D cells.  We  thus  have  a situa- 
tion where  a cell  type  could  be 
defined  in  the  light  and  electron  mic- 
roscope as  a distinct  cell  type  and 
current  controversy  centers  on  how 
this  cell  should  be  designated  and  the 
nature  of  its  functional  role. 

The  description  of  the  cytologic 
characteristics  of  this  cell  is  rather 
firmly  established  at  the  present  time. 
Synthesizing  the  descriptions  of  Ma- 
chino,18 Fujita,19-20  Epple,24’25*26 
Solcia,21’  22’  23  and  Heilman  7’  8>  12  and 
his  group  and  the  present  author,15’ 16 
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Fig.  1 Guinea  pig  pancreas,  Goldner-Volk  silver  method. 
Small  blackened  D-cells  are  scattered  throughout  the  islets. 
These  cells  can  be  seen  at  higher  magnification  in  Fig.  2. 

XI 00. 


Fig.  2 Guinea  pig  pancreas,  Goldner-Volk  silver  method. 
D-cells  (arrows)  have  small  nuclei  and  the  cytoplasm  Ls 
stellate,  intervening  between  the  other  islet  cells.  X400. 


we  may  characterize  the  D cell  of 
pancreatic  islets  as  a stellate  cell  (Fig. 
2)  possessing  a small  compact  nucleus 
and  long  cytoplasmic  extensions  in- 
tervening between  other  islet  cells. 
Frequently  this  cell  sends  a cytoplas- 
mic process  toward  a nearby  capillary 
(Fig.  4).  The  cell  contains  cytoplas- 
mic granules  which  are  stainable  in 
a distinctive  manner  with  the  technic 
of  Bloom  3 or  Epple,26  both  of  whom 
utilize  a polychromatic  technic  to  dis- 
tinguish one  cell  type  from  another. 
The  granules  are  silver  positive  when 
they  are  defined  by  the  method  of 
Goldner  and  Volk.  In  the  electron 
microscope  the  D cell  has  consis- 
tently been  described  as  containing  a 
cytoplasm  filled  with  secretory  gran- 
ules, and  these  secretory  granules  char- 
acteristically have  a low  internal  elec- 
tron opacity  (Figs.  3 and  4).  The 
granule  is  surrounded  by  a distinct 


agranular  limiting  membrane  and  the 
contents  of  the  granule  appear  as 
finely  granular  material  of  low  elec- 
tron opacity.  The  granules  are  ap- 
proximately 150/x  in  diameter.  Ma- 
chino  has  observed  D granules  in  the 
process  of  release  from  the  plasma 
membrane  of  the  cell.  It  would  thus 
appear  likely  that  the  granules  are  in- 
deed secretory  in  nature  and  are  in 
turn  endocrine  in  type  in  that  the 
contents  of  the  granules  are  liberated 
into  the  perivascular  space.  Based  on 
the  author's  unpublished  observations, 
these  cells  can  be  characterized  as 
frequently  possessing  an  autonomic  in- 
nervation. 

Solcia  and  Sampietro  27>  28  have  re- 
cently provided  evidence  correlating 
the  identity  of  the  cell  involved  in 
tumors  of  the  pancreas  associated  with 
the  Zollinger-Ellison  syndrome  and 
the  D cell  of  the  normal  pancreatic 


islet.  These  workers  have  charac- 
terized the  cell  type  present  in  islet 
adenomas  associated  with  the  Zol- 
linger-Ellison 2!l’  30  syndrome  as  pos- 
sessing argyrophilia  and  metachro- 
masia  at  the  level  of  the  light  micro- 
scope. Electron  microscopic  studies 
of  the  tumors  associated  with  the  Zol- 
linger-Ellison syndrome  have  not  been 
done.  However,  at  the  level  of  the 
light  microscope,  the  islet  cells  found 
in  Zollinger-Ellison  adenomas,  if  one 
were  to  use  such  a term,  are  char-  1 
acterized  by  their  stellate  appearance, 
silver  positivity,  and  metachromasia 
with  toluidine  blue  under  very  care- 
fully controlled  conditions.27-  28  It  is 
to  be  noted  that  the  metachromasia 
demonstrable  in  these  cells  would  in- 
dicate a weak  acidity  of  the  molecule 
involved.  We  are  not  dealing  with  a 1 
heavily  sulphated  mucopolysaccharide  n 
or  disulfide  cross-linked  protein,  which  j 
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Fig.  3 Monkey  pancreatic  islet.  A central  D-cell  is  sur- 
rounded by  portions  of  two  B-cells.  The  D-cell  secretory 
granules  (arrow)  are  of  low  internal  electron  opacity  and 


are  surrounded  by  an  agranular  limiting  membrane.  The 
D-granule  is  homogeneous  as  compared  to  the  irregular 
density  of  B-granules.  X32,400. 
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Fig.  4 Monkey  pancreatic  islet.  A delicate  cytoplasmic  process  of  a D-cell  is  surrounded 
by  portions  of  two  A-ce'.ls.  The  D-cell  process  extends  as  a foot  to  the  capillary  at  the  top 
of  the  micrograph.  The  D-cell  granules  are  of  considerably  lower  internal  electron  opacity 

than  A-granules.  X32,400. 


after  oxidation  could  possess  a degree 
of  metachromasia.31  In  an  attempt  to 
circumvent  the  problems  of  electron 
microscopic  characterization  of  the 
cells  associated  with  the  Zollinger-El- 
lison  syndrome,  Solcia,  Vassallo  and 
Sampietro 32  studied  electron  micro- 
scopically the  cells  of  the  gastric 
pyloric  mucosa,  and  they  could  define 
two  types  of  endocrine  cells  in  this 
area.  The  existence  of  a double  popu- 
lation of  endocrine  cells  was  suggested 
by  Dawson  33’  34  in  1948,  and  by  Ham- 
perl  10  and  Feyrter 35  in  the  early 
1950’s.  It  is  possible  to  distinguish  an 
argyrophil  but  not  an  argentaffin  cell 


in  the  gastric  mucosa.  The  entero- 
chromaffin  cell  is  presumably  involved 
with  5-hydroxytryptamine  secretion 
and  is  argentophilic.  The  nature  of 
the  argyrophil  but  not  the  argentaf- 
fin cell  is  less  well-known.  The  argy- 
rophil cell  described  by  Solcia,  Vas- 
sallo, and  Sampietro  32  recently  is  dis- 
tinguished by  the  fact  that  its  secre- 
tory cells  appear  proteinacious  in  na- 
ture, rather  than  containing  cato- 
cholamines.  These  cells  frequently 
contact  the  intestinal  lumen  and 
possess  microvilli  at  their  luminal  sur- 
face. Secretory  granules  are  polarized 
toward  the  base  of  the  cell,  that  is. 


the  basement  membrane  area,  and  the 
cytoplasm  possesses  rough,  endoplas- 
mic reticulum  and  a prominent  Golgi 
apparatus  suggesting  protein  synthesis 
for  secretion.  The  enterochromaffin 
cell  has  large  secretory  granules  which 
are  somewhat  angular  in  shape  and 
possess  a considerable  internal  elec- 
tron opacity.  The  enterochromaffin 
cells  are  more  frequently  disposed  to- 
ward the  basement  membrane  rather 
than  toward  the  surface  lumen. 

In  all  respects,  the  cell  described 
by  Solcia,  Vassallo,  and  Sampietro  32 
as  an  argyrophil  cell  is  cytologically 
identical  to  the  D cell  of  the  pan- 
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creatic  islets.  Both  of  these  cells  are 
argyrophilic  but  not  argentophilic  and 
both  of  them  have  a secretory  granule, 
which  in  the  electron  microscope  is 
identical.  They  further  postulate  that 
this  cell  is  the  source  of  pyloric  gastrin. 
These  findings  strongly  implicate  pan- 
creatic islet  D cells  in  the  production 
of  a hormone  with  properties  related 
to  that  of  gastrin.  As  emphasized  by 
the  studies  of  Solcia  27  and  his  group, 
cells  of  the  Zollinger-Ellison  syndrome 
adenomas  resemble  in  no  way  the  cells 
of  intestinal  carcinoids.  We  would 
thus  anticipate  that  two  populations 
of  cells  might  be  present;  those  that 
are  associated  with  the  production  of 
catocholamines  and  those  in  the  pro- 
duction of  a hypothetical  protein. 
Since  on  the  basis  of  Gregory’s  work,36 
a gastrin-like  hormone  can  be  isolated 
from  tumors  associated  with  the  Zol- 
linger-Ellison syndrome,  the  extrapola- 
tion is  at  least  feasible:  that  islet  D 
cells  are  responsible  for  the  produc- 
tion of  a hormone  bearing  some  simi- 
larity to  that  identified  as  gastrin. 

This  story  is  not  complete,  however. 
Many  questions  remain  to  be  an- 
swered. What  is  the  role  of  the  D cell 
in  normal  body  economy?  What  is 
the  effect  of  D cell  secretion  on  A 
and  B cell  secretion  (and  vice  versa)? 
How  does  pancreatic  D cell  secretion 
affect  gastric  function?  What  is  the 
; effect  on  islet  function  resulting  from 
abnormal  D cell  function?  What 
; lessons  are  to  be  learned  from  nature's 
| experiment  as  expressed  in  the  Zol- 
; linger-Ellison  syndrome?  Are  other 
: gastric  clinical  abnormalities  related 
to  abnormal  D cell  function?  As 
these  questions  are  answered  the  pres- 
i ent  controversy  over  the  nature  of  the 
D cell  will  be  resolved. 

Summary 

The  above  discussion  traces  the 
development  of  our  concepts  in  the 
pancreatic  islet  D cell  from  the  origi- 
nal description  described  by  Bloom,  in 
1 1931,  to  the  recent  cytochemical  and 
electron  microscopic  observations  of 
, a cell  which  appears  to  fulfill  the 
criteria  cited  by  Bloom.  This  partic- 
! ular  islet  cell,  termed  the  D cell,  is 
present  in  the  pancreatic  islets  of  all 
animals  studied  to  date,  and  appears 
to  be  a separate  and  distinct  cell  type 
- not  related  to  either  the  A or  B cell. 
The  functional  role  of  this  cell  is  not 
known  with  certainty;  however,  from 
many  different  lines  of  evidence  the 
suggestion  has  been  made  that  the  cell 
involved  in  ulcerogenic  tumors  of  the 
pancreas,  that  is,  the  Zollinger-Ellison 


syndrome,  adenomas  and  carcinomas, 
may  well  be  the  pancreatic  islet  D- 
cell.  Were  this  conclusion  justified, 
then  the  pancreatic  islet  D-cell  may 
be  considered  a potential  source  of  a 
hormone  with  properties  resembling 
those  of  gastrin. 
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Clues  to  the  pathogenesis  of  the  growth  and  survival  problems 
of  the  infants  of  diabetic  mothers  are  presented 


The  availability  since  1922  of  in- 
sulin has  made  pregnancy  pos- 
sible in  large  numbers  of  diabetic 
women  but  has  not  always  insured 
the  normal  prenatal  development  or 
survival  of  their  infants.  Infants  of 
diabetic  mothers  have  long  been 
known  to  be  overgrown  at  birth  for 
gestational  age  but  it  is  less  appre- 
ciated that  they  can  be  normal  or 
even  subnormal  in  size.1  Fetal  death 
rates  are  abnormally  increased  in 
both  the  oversized  and  undersized  in- 
fants of  such  gestations.  Abortion 
rates  are  also  increased  if  diabetes  is 
longstanding  and  associated  with  ma- 
ternal vascular  complications.2’  3 Even 
when  diabetes  is  less  severe,  infant 
survival  is  diminished  in  gestations 
that  go  beyond  30  weeks.4  A correla- 
tion of  clinical  and  laboratory  obser- 
vations gives  clues  to  the  pathogenesis 
of  these  growth  and  survival  problems. 

Prenatal  Growth 

I.  Overgrowth 

Most  of  the  factors  responsible  for 
fetal  overgrowth  in  diabetic  gestations 
have  been  clarified.  Overweight  in- 
fants of  diabetic  mothers  have  in- 
creased deposits  of  adipose  tissue  and 
an  excessive  fetal  skeletal  growth  so 
that  they  are  both  obese  and  abnor- 
mally long  at  birth.1’  5 All  organs 
except  the  brain  are  enlarged  beyond 
the  normal  limits  for  gestational  age 
while  the  heart,  liver  and  adrenals  are 
even  enlarged  for  body  weight.1-  6 Al- 
though published  data  are  less  com- 
plete, infants  of  some  latently  and  pre- 
diabetic mothers  appear  to  have  simi- 
lar organ  and  body  abnormalities.6'8 
Organ  enlargement  in  all  such  infants 
is  mainly  due  to  an  increased  mass 
of  cytoplasm  in  individual  parenchy- 
mal cells  although  some  cell  lines  are 
hyperplastic  as  well.1-  6-  9 

Most  of  the  somatic  abnormalities 
in  overgrown  newborn  infants  of  dia- 
betic mothers  are  probably  the  con- 
sequence of  fetal  hyperglycemia  and 
hyperinsulinism.  Infants  of  overtly 
and  latently  diabetic  mothers  almost 
always  have  a striking  hyperplasia  of 
pancreatic  islet  Beta-cells.1-  6 Since 
Beta-cells  are  the  site  of  insulin  syn- 


thesis, the  hyperplastic  islets  can  easily 
explain  the  abnormally  increased  pan- 
creatic content  of  insulin  and  the  in- 
creased cord  blood  levels  of  immuno- 
reactive  insulin  reported  in  newborn 
infants  of  diabetic  gestations.10-  11 
These  observations  suggest  prenatal 
hyperinsulinism.  Such  hyperinsulin- 
ism has  usually  been  presumed  to  be 
a response  to  gestational  maternal  hy- 
perglycemia. Although  there  is  no  di- 
rect evidence  to  support  this  presump- 
tion, maintenance  of  relative  nor- 
moglycemia  during  diabetic  gestations 
does  reduce  the  excessive  fetal 
growth.12-  13 

Insulin  appears  to  induce  the  afore- 
mentioned organ  and  cellular  abnor- 
malities through  its  effects  on  lipid 
and  protein  metabolism.  Under  the 
influence  of  insulin,  glucose  uptake  is 
increased  in  fat  cells,  lipolysis  is  in- 
hibited and  amino  acid  uptake  is 
stimulated.14  This  strong  lipogenic  ef- 
fect of  insulin  appears  to  explain  the 
great  increase  of  subcutaneous  and 
other  adipose  deposits  in  the  over- 
grown infants.5- 15 

Hyperinsulinism  could  also  account 
for  the  cellular  hypertrophy  and  hy- 
perplasia observed  in  overgrown  in- 
fants of  diabetic  mothers.1  Insulin 
potentiates  the  activity  of  growth  hor- 
mone as  a protein  anabolic  agent;  re- 
portedly it  also  stimulates  the  incor- 
poration of  labeled  amino  acids  into 
protein  of  many  organs  and  is  asso- 
ciated with  an  increased  activity  of 
hepatic  enzymes  concerned  with  syn- 
thesis of  protein.16-  19  Wool  et  al.  have 
demonstrated  that  insulin  directly 
stimulates  amino  acid  incorporation 
into  protein  by  muscle  ribosomes.20-  21 
Under  certain  conditions  of  tissue  cul- 
ture, DNA  synthesis  and  cell  division 
also  require  insulin.22 

The  role  of  hyperinsulinism  in  ex- 
cessive prenatal  growth  of  infants  of 
diabetic  mothers  has  recently  been 
supported  by  observations  in  an  ex- 
perimental animal.  A mutation  (db) 
has  developed  in  C57BL/Ks  mice 
which  causes  metabolic  disturbances 
in  homozygous  mice  resembling  dia- 
betes mellitus  in  man.23  Three  to  four 
weeks  after  birth,  such  mice  develop 
hyperinsulinemia  and  rapid  deposition 


of  fat  followed  by  hyperglycemia,  poly- 
uria and  glycosuria.23  A quantitative, 
histologic  study  was  recently  under- 
taken in  our  laboratory  on  organs  of 
twenty  such  mice  who  were  aged 
thirty-two  to  fifty  days.  Non-diabetic, 
sex-matched,  litter-mates  were  used  as 
controls. 

At  sacrifice,  body  weight  of  db  mice 
was  a mean  156  percent  of  control 
values.  Many  but  not  all  organs  of 
the  db  mice  were  overweight  (TABLE 
I).  The  animals  had  a marked  in- 
crease of  subcutaneous  and  other  de- 
posits of  fat.  Using  line  sampling  and 
planimetry,  cellular  composition  was 
determined  in  multiple  organs.24  Pan- 
creatic islet  cells  were  increased  in 
number  (707  percent  of  control 
values)  but  most  organ  enlargement 
was  due  to  increase  of  cytoplasmic 
mass  of  individual  cells  (TABLE  II). 
Thus  in  both  growing  mice  and  hu- 
man fetuses  the  most  striking  effects 
of  hyperinsulinism  appear  to  be  the 
deposition  of  excess  adipose  tissue  and 
an  increase  of  cellular  cytoplasmic 
mass  in  multiple  organs. 

II.  Prenatal  Undergrowth 

Other  factors  are  involved  in  the 
growth  disturbance  of  infants  of  dia- 
betic mothers  who  are  undergrown  at 
birth.  Since  such  infants  have  an  in- 
creased incidence  of  congenital  mal- 
formations it  might  be  assumed  that 
genetic  abnormalities  are  the  common- 
est cause  of  this  undergrowth.4-  25  This 
has  not  proved  to  be  the  case.  A 
recent  study  of  such  newborns  has 
demonstrated  that  their  organs  are 
subnormal  in  size  due  to  a reduced 
number  of  cells  and  a subnormal  mass 
of  cellular  cytoplasm  in  individual 
parenchymal  cells.  These  changes  are 
characteristic  of  fetal  under-nutrition 
in  non-diabetic  gestations  and  are  also 
found  in  infants  who  have  experienced 
postnatal  alimentary  undernutrition.26 

There  are  other  evidences  of  relative 
fetal  undernutrition  in  diabetic  gesta- 
tions. In  an  unselected  series  of 
ninety-nine  such  pregnancies,  a pro- 
gressive decrease  of  relative  birth 
weight  was  observed  as  gestations  pro- 
gressed beyond  thirty-seven  weeks 
(TABLE  III).  This  suggests  a rela- 
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Many  organs  of  the  db  mice  were  overweight 


TABLE  I 

Group  Organ  Weights  in  32-50 
Day  Old  Diabetic  Mice 

In  Percent 

of  Control  Values 

Liver  weight 

197%** 

Pancreas  weight 

145%** 

Kidney  weight 

121%** 

Heart  weight 

111% 

Lung  weight 

102% 

Spleen  weight 

96% 

Thymus  weight 

87% 

Brain  weight 

91% 

Adrenal  weight 

71%** 

**  p less  than  .05 

TABLE  II 

Cytoplasmic  Mass  of  Individual 

Cells  In  Diabetic  Mice 

In  Percent 

of  Control  Values 

Hepatic  Cells 

202%** 

Myocardial  Fibers 

139%** 

Pancreatic  Acinar  Cells 

159%** 

Skeletal  Muscle  Fibers 

179%** 

Adipose  Cells 

greatly  increased 

Pancreatic  Islet  Cells 

90% 

Adrenal  Cortical  Cells 

75% 

**  p less  than  .05 

TABLE  III 

Infants  of  Diabetic  Mothers 

Number  of 

Gestational 

Percent  of  Expected 

Cases 

Age 

Body  Weight 

(a)  52 

up  to  37  wks. 

125% 

(b)  13 

38-39  weeks 

116% 

(c)  32 

40  weeks  and  above 

108% 

For  difference  between 

groups  (a)  and  (c)  T=1.7,  P<.1 

tively  greater  placental  insufficiency 
near  term  in  diabetic  gestations  than 
is  found  in  non-diabetic  gestations.1 
Placental  transport  of  amino  acids  is 
impaired  in  diabetic  gestations  near 
term  and  the  bodies  of  normal  and 
subnormal  sized  newborn  infants  of 
diabetic  mothers  have  a subnormal 
content  of  protein.5  Transplacental 


oxygen  gradients  are  increased  in  dia- 
betic gestations  at  term  but  probably 
are  not  responsible  for  the  aforemen- 
tioned retarded  growth  because  late 
gestational  hypoxia,  as  a single  factor, 
seemingly  has  little  influence  on 
growth.27 

There  is  controversy  about  the  na- 
ture of  the  placental  abnormalities 


which  are  presumably  responsible  for 
fetal  undernutrition  in  some  diabetic 
gestations.  A variety  of  placental 
lesions  has  been  reported.28*  28  Their 
relative  frequency  and  individual  con- 
tributions to  the  functional  insuffici- 
ency remain  to  be  determined. 

Fetal  and  Neonatal  Mortality 

I.  Maternal  ketoacidosis  and  coma 
have  a detrimental  effect  on  the  fetus 
and  are  responsible  for  many  still- 
births while  maternal  hypoglycemia 
does  not  seem  to  have  much  influence 
on  fetal  survival.30 

II.  Fetal  and  intrapartum  hypox- 
emia and  acidosis  appear  to  be  im- 
portant factors  in  the  high  mortality 
rate  of  infants  of  diabetic  mothers. 
This  is  especially  evident  in  gestations 
that  go  beyond  thirty-seven  weeks  and 
is  presumed  to  be  related  to  advancing 
placental  lesions.  Not  only  may  such 
acidosis  directly  cause  death,  but  it 
appears  to  contribute  to  the  respira- 
tory distress  syndrome  so  common  in 
newborn  infants  of  diabetic  mothers. 

III.  The  respiratory  distress  syn- 
drome has  been  repeatedly  reported 
as  a leading  cause  of  death  in  infants 
of  diabetic  mothers.25*  31  Several  dis- 
ease processes  may  be  responsible  for 
this  clinical  syndrome  but  the  com- 
monest is  pulmonary  hyaline  mem- 
brane disease.  Recent  evidence  sug- 
gests that  subnormal  pulmonary  blood 
flow  is  a major  feature  of  this  respira- 
tory disorder.32*  33  The  reduced  flow 
is  the  apparent  consequence  of  an  ab- 
normally increased  pulmonary  vascu- 
lar resistance.  Infants  of  diabetic 
mothers  seem  predisposed  to  such  a 
reduced  pulmonary  blood  flow  in  the 
neonatal  period.  For  example,  such 
infants  are  more  apt  than  non-diabetic 
neonates  to  have  a persistence  of  intra 
or  extracardiac  right  to  left  shunts 
throughout  the  first  day  of  life.34  In- 
fants of  diabetic  mothers  stillborn  or 
dying  in  the  neonatal  period  also  have 
an  abnormally  large  mass  of  pul- 
monary arterial  muscle.35  The  locus 
of  this  muscle  is  an  appropriate  site 
for  a high  resistance  in  the  pulmonary 
circulation.35  The  mechanism  of  gen- 
esis of  the  large  arterial  muscle  mass 
is  obscure  but  it  must  originate  in 
fetal  life.  Acidemia,  which  is  abnor- 
mally common  in  infants  of  diabetic 
mothers,  potentiates  vasoconstriction 
in  the  pulmonary  vascular  bed.30  Aci- 
demia is  very  common  in  the  respira- 
tory distress  syndrome  and  is  thought 
by  many  to  have  a role  in  the  genesis 
of  the  disorder.37 
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Abnormalities  can  be  partially  prevented  by  maintenance 
du  ring,  gestation 


Prevention  of  Fetal  and  Neonatal 
Problems  in  Infants  of 
Diabetic  Mothers 

Many  of  the  aforementioned  obser- 
vations on  infants  of  diabetic  mothers 
relate  to  current  therapeutic  problems: 

1.  Fetal  and  intrapartum  mortality 
are  much  reduced  when  primary  at- 
tention is  directed  toward  avoidance 
of  ketoacidosis  and  excessive  glycos- 
uria by  means  of  close  maternal  die- 
tary and  insulin  control.38  This  often 
involves  considerable  effort,  inconven- 
ience and  expense;  sometimes  hospi- 
talization is  necessary.38 

2.  Fetal  overgrowth  is  reduced  in 
diabetic  women  who  are  maintained 
relatively  normoglycemic  during  ges- 
tation. 

3.  There  is  general  agreement  that 
insulin-dependent  diabetics  benefit 
from  interruption  of  pregnancy  be- 
tween the  thirty-fifth  and  thirty- 
seventh  weeks  of  gestation.  Delivery 
prior  to  thirty-five  weeks  is  associated 
with  an  excessive  neonatal  mortality 
while  postponement  of  delivery  until 
after  thirty-seven  weeks  results  in  the 
increased  stillbirth  rate.  The  respira- 
tory distress  syndrome  is  common  in 
those  delivered  before  thirty-five 
weeks,  while  problems  relating  to  pla- 
cental insufficiency  become  prominent 
after  thirty-seven  weeks. 

4.  Neonatal  hypoglycemia  is  a well 
known  phenomenon  in  infants  of  dia- 
betic mothers  and  sometimes  requires 
therapy.30 

5.  Both  the  genesis  and  therapy  of 
a number  of  other  problems  associated 
with  diabetic  gestations  are  unclear. 
There  is  no  ready  explanation  or  easy 
cure  for  the  hydramnios  which  is  more 
frequent  in  diabetic  than  in  non-dia- 
betic gestations.39  There  are  also  no 
simple  explanations  for  the  increased 
incidence  of  congenital  malformations 
observed  in  infants  of  diabetic 
mothers.4'  25  Newborn  infants  of  dia- 
betic mothers  sometimes  develop  a 
hypocalcemia  whose  genesis  is  un- 
known.40 They  also  occasionally  de- 

> velop  an  obscure  neonatal  hyperbili- 
rubinemia which  early  feeding  seems 
to  reduce.41 

Summary 

Many  newborn  infants  of  diabetic 
mothers  are  overgrown  due  to  hyper- 
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insulinism  and  probable  hypergly- 
cemia during  fetal  life.  Specific  body 
abnormalities  can  be  related  to  spe- 
cific actions  of  insulin.  The  abnor- 
malities can  be  partially  prevented  by 
maintenance  of  relative  normogly- 
cemia  during  gestation. 

Some  infants  of  diabetic  mothers 
are  undergrown  rather  than  overgrown 
at  birth.  This  undergrowth  is  usually 
due  to  undernutrition  presumably  re- 
lated to  diabetic  placental  lesions.  No 
effective  therapy  for  such  undernutri- 
tion has  yet  been  developed. 

Prevention  of  maternal  ketoacidosis 
reduces  the  stillbirth  rate  in  infants 
of  diabetic  gestations.  Maternal  hy- 
poglycemia appears  to  have  little  in- 
fluence on  fetal  survival. 

The  respiratory  distress  syndrome  is 
more  common  in  infants  of  diabetic 
mothers  than  in  infants  of  non-dia- 
betic mothers.  There  is  evidence  that 
intrapartum  hypoxia,  acidemia  and  a 
pre-existing  structural  abnormality  in 
the  newborns’  pulmonary  arteries  all 
contribute  to  this  respiratory  disorder. 

Both  the  genesis  and  therapy  of 
some  other  problems  of  newborn  in- 
fants of  diabetic  mothers  remain  un- 
determined. These  problems  include: 
increased  incidence  of  congenital  mal- 
formations, neonatal  hypocalcemia, 
neonatal  hyperbilirubinemia  and  hy- 
dramnios. Neonatal  hypoglycemia 
can  usually  be  managed  easily. 
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Abnormalities  of  carbohydrate  me- 
tabolism in  a number  of  animal 
species  have  been  reported.1-  2 
Diabetes  mellitus  in  animals  may  be 
due  to  primary  or  secondary  islet  dis- 
ease. However,  even  those  species 
with  primary  islet  changes  have  not 
been  readily  accepted  as  ideal  models 
for  the  comparative  study  of  the  dis- 
ease as  it  occurs  in  man. 

Experimental  Data 

A study  of  nonhuman  primates  has 
demonstrated  the  occurrence  of  an 
“impaired”  carbohydrate  metabolism 
in  squirrel  monkeys  ( Saimiri  scitir- 
eus).3’*  The  prevalence  of  this  im- 
pairment in  squirrel  monkeys  was  de- 
termined by  the  oral  glucose  tolerance 
test  and  the  intravenous  tolbutamide 
test.  The  data  supported  the  existence 
of  two  populations — “normal”  and 
“impaired.”  This  impairment  was 
found  to  be  much  more  prevalent  in 
adults  than  juveniles  which  would  in- 
dicate an  age  relationship.  It  is  also 
sex  related  with  adult  males  having  a 
: greater  frequency  of  this  “impair- 
ment” than  adult  females. 

The  standard  intravenous  tolbuta- 
mide test  gave  a high  degree  of  cor- 
relation with  the  oral  glucose  tolerance 
test.  Sodium  tolbutamide  (15  mg/ 
kg)  was  injected  into  the  external 
jugular  vein.  Glucose  determinations 
were  performed  on  blood  drawn  from 
the  contralateral  jugular  vein  to  mea- 
sure the  mean  response  curve.  The 
intravenous  tolbutamide  test  is  a more 
specific  test  than  the  glucose  tolerance 
test  for  distinguishing  abnormalities  of 
carbohydrate  metabolism  present  in 
hepatic  disease,  obesity,  thyroid  dis- 
orders and  advanced  age  from  those 
resulting  from  insulin  deficiency.5- 0 
Using  the  criteria  and  interpretation 
of  the  tolbutamide  test,  it  was  found 
that  more  than  50  percent  of  the  adult 
monkeys  could  be  classified  as  border- 
line diabetics.7 

The  results  would  suggest  that  the 
pathogenesis  of  this  impairment  is 
pancreatic  in  origin.  It  was  also  found 
that  an  abnormal  response  to  tolbuta- 
mide could  be  restored  to  normal,  in 
some  instances,  by  the  therapeutic  ad- 
ministration of  this  drug  over  a rel- 
atively short  period  of  six  weeks. 
However,  other  abnormally  respond- 
ing monkeys  treated  therapeutically 
with  tolbutamide  did  not  show  any 
improvement.  Instead,  these  animals 
demonstrated  a diabetic-like  response 
that  would  indicate  a further  decreased 
capacity  of  their  pancreas  to  synthesize 
or  release  insulin.  This  lack  of  re- 
sponse to  tolbutamide  by  animals 
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which  did  not  exhibit  other  symptoms 
of  diabetes  may  indicate  either  that 
these  animals  retained  sufficient  pan- 
creatic function  to  maintain  normo- 
glycemic levels  under  the  relatively 
nonstressful  conditions  of  the  labor- 
atory or  that  they  had  developed  a tol- 
erance to  the  drug. 

It  is  not  known  whether  this  meta- 
bolic condition  exists  in  the  natural 
jungle  habitat,  but  monkeys  tested 
within  four  weeks  of  capture  in  the 
jungle  were  found  to  exhibit  abnormal 
diagnostic  responses. 

A few  cases  of  overt  diabetes  have 
been  noted  in  squirrel  monkeys.  These 
few  incidences  were  discovered  when 
apparently  healthy  monkeys  entered 
into  a phase  of  rapid  physical  deterio- 
ration with  a loss  in  weight  followed 
by  death,  all  occurring  within  a few 
days.  Two  animals,  for  which  blood 
samples  were  available  before  death, 
had  glucose  levels  of  510  milligrams 
per  100/ ml.  and  750  milligrams  per 
100/ ml.  with  accompanying  glucosu- 
ria  and  polyuria.  The  pancreas  of 
neither  monkey  showed  any  significant 
histopathologic  changes  except  for  a 
marked  degranulation  of  the  islets. 
Both  monkeys  had  a previous  history 
of  impairment  of  carbohydrate  me- 
tabolism as  determined  by  the  oral 
glucose  tolerance  and  tolbutamide  test. 

Comments 

The  fundamental  defect  in  diabetes 
mellitus  is  a lack  of  insulin,  resulting 
in  an  inability  of  the  animal  to  utilize 
glucose.  Persistent  hyperglycemia  is 
one  of  the  most  characteristic  findings 
of  the  diabetic  state,  and  is  associated 
with  under-utilization  of  glucose  by 
peripheral  tissue  and  overproduction 
of  glucose  by  the  liver.  Normally,  the 
blood  glucose  level  is  maintained  with- 
in relatively  narrow  limits  by  the  bal- 
anced interaction  of  the  hormones 
with  important  effects  upon  carbohy- 
date  metabolism.  Insulin  tends  to 
lower  blood  glucose,  and  the  oppos- 
ing effects  of  the  anterior  pituitary 
gland  (growth  hormone)  and  adrenal 
cortex  (glucocorticoids)  tend  to  raise 
its  level.  In  the  absence  or  deficiency 
of  insulin,  that  is,  diabetes  mellitus, 
peripheral  glucose  utilization  is  low- 
ered, hepatic  glucose  production  is  in- 
creased, and  the  hyperglycemic  action 
of  the  pituitary  and  adrenal  factors 
are  unopposed.  The  net  effect  of  these 
metabolic  alterations  is  the  raising  of 
the  blood  glucose  to  a higher  level. 

Under  conditions  of  decreased  glu- 
cose utilization  or  availability  in  man, 
derangement  of  lipid  metabolism  oc- 
curs. Mobilization  of  lipids  from  peri- 


pheral adipose  tissue  is  increased  and 
is  often  so  severe  as  to  result  in  a 
visible  lipemia.  It  is  also  known  that 
hepatic  fatty  acid  synthesis  is  dimin- 
ished. The  net  effect  of  these  altera- 
tions in  the  accumulation  of  acetoace- 
tate  which  may  then  be  diverted  into 
alternate  pathways  of  metabolism  and 
result  in  excessive  production  of  ke- 
tone bodies  and  possibly  cholesterol. 
In  the  present  investigations,  no  dif- 
ferences have  been  found  between 
monkeys  with  and  without  carbohy- 
drate impairment  for  serum  choles- 
terol and  non-esterified  fatty  acid 
levels.  However,  the  high  incidence  of 
atherosclerotic  changes  in  male  and 
female  adult  squirrel  monkeys  main- 
tained under  laboratory  conditions  as 
well  as  animals  captured  and  necro- 
psied  in  the  jungle  have  been  re- 
ported.8 

A genetic  basis  could  be  postulated 
for  this  “impairment”  in  animals  such 
as  squirrel  monkeys,  which  experience 
alternate  seasons  of  food  surplus  and 
shortage.9  One  of  the  principle  func- 
tions of  insulin  is  to  enable  the  mam- 
malian organism  to  store  rapidly  and 
efficiently  the  foodstuffs  which  are 
presented  to  it.  Tissues  responsible  for 
storing  the  majority  of  endogenous 
food  materials  are  adipose  tissue,  mus- 
cle, and  liver,  and  it  is  these  tissues 
which  exhibit  the  most  drastic  meta- 
bolic alterations  under  conditions  of 
insulin  deprivation  or  excess.  One 
function  of  insulin  is  to  favor  the  syn- 
thesis of  materials  for  energy  storage 
when  excess  food  is  available.  The 
physiology  of  adipose  tissue  is  largely 
concerned  with  the  formation  and  re- 
lease of  fatty  acids  and  fat,  which  com- 
prise a major  reservoir  from  which 
energy  yielding  substances  can  be 
drawn.  Insulin  affects  both  the  syn- 
thesis of  fatty  acids  in,  and  the  re- 
lease of  fatty  acids  from,  adipose  tis- 
sue. “Impaired”  animals  would  be 
more  likely  to  accumulate  depot 
fat  when  food  is  plentiful  which  would 
help  them  to  survive  the  dry  season 
whereas  the  “normal”  animals  without 
these  reserves  would  be  more  suscep- 
tible to  dehydration,  protein  depletion 
and  subsequent  death. 

Winborn,10  by  light  and  electron 
microscopy,  has  shown  that  the  normal 
histology  of  the  pancreas  of  the 
squirrel  monkey  is  very  similar  to  that 
of  man.  However,  pathologic  changes 
indicative  of  diabetes  mellitus  have  not 
been  demonstrated  in  the  pancreas  of 
“impaired”  monkeys.  Monkeys  that 
had  succumbed  to  overt  diabetes  did 
show  a marked  degranulation  of  the 
islets.  Characteristic  changes  have  not 


been  found  in  the  kidney  but  this  may 
be  due  to  the  relatively  rare  occurrence 
of  the  overt  phase  of  the  disease. 

Summary 

The  results  of  experimentation  at 
this  time  are  not  sufficient  to  support 
a conclusion  as  to  whether  the  high 
incidence  of  carbohydrate  metabolism 
impairment  and  of  pancreatic  function 
of  the  squirrel  monkey  represents  a 
stage  in  the  development  of  a diabetic 
syndrome,  that  is,  a phase  of  latent 
diabetes  mellitus  which  might  corre- 
spond with  a similar  phase  in  the  hu- 
man. However,  these  similarities 
would  suggest  the  squirrel  monkey  as 
an  excellent  experimental  model  for 
the  study  of  carbohydrate  utilization. 
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A new  basic  science  response  to  a clinical  need 


EVAN  G.  PATTISHALL,  JR.,  M.D. 
Hershey,  Pennsylvania 

Through  the  ages,  physicians  have 
insisted  that  they  must  pay  special 
attention  to  the  behavior  of  their 
patients  in  order  to  diagnose  accu- 
rately and  treat  most  diseases.  Both 
family  physicians  and  specialists  have 
reminded  each  other  of  the  emotional 
components  of  the  diseases  and  pa- 
tients they  see,  and  have  reaffirmed 
the  impressive  statistic  that  more  than 
half  of  their  patients  are  suffering 
from  emotional  disorders. 
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Perhaps  it  has  been  necessary  that 
we  focus  most  of  our  medical  and 
scientific  resources  on  the  mortality  of 
human  beings  rather  than  on  morbid- 
ity and  human  misery.  The  investment 
certainly  has  paid  off  in  terms  of  the 
elimination  or  control  of  some  bac- 
terial infections,  the  precise  analysis 
or  measurement  of  human  metabolism, 
and  a much  better  understanding  of 
the  mechanics  and  pathology  of 
disease.  We  are  even  able  to  describe 
the  actual  structure  of  the  hemoglobin 
molecule  and  the  genetic  code  of  life, 
yet  we  find  ourselves  unable  to  under- 


stand the  etiology  of  schizophrenia, 
the  relationship  between  anxiety  and 
depression,  or  the  long  term  effects  of 
stress  on  the  entire  human  physiology 
and  life-style  of  our  patients. 

This  does  not  imply  that  we  should 
discontinue  our  research  and  treat- 
ment efforts  on  the  “killer  diseases” 
or  abolish  our  inquiry  into  the  mole- 
cular structure  of  life,  but  it  does  mean 
that  we  should  recognize  that  we  have 
created  a grave  imbalance  in  human 
biology  and  that  we  must  double  and 
re-double  our  efforts  to  understand  the 
behavioral,  emotional,  and  cultural 
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The  study  and  understanding  of  human  behavior  is  essential  to  understanding  the 


components.  We  have  done  a pretty 
good  job  of  learning  to  cope  with  many 
of  the  causes  of  death,  but  we  have 
done  very  little  to  cope  with  the  be- 
havioral problems  of  the  living,  or  the 
way  in  which  behavior  affects  basic 
physiological  function  and  dysfunc- 
tion. 

What  Is  Behavioral  Science? 

When  most  medical  schools  speak 
of  behavioral  science,  they  generally 
mean  some  form  of  psychology  as  ap- 
plied to  medicine.  A few  others  in- 
clude also  the  disciplines  of  sociology 
and  anthropology,  but  the  multidis- 
ciplinary thinking  usually  stops  at  that 
point  and  includes  only  the  social 
sciences. 

The  term  behavioral  science  was  in- 
troduced and  broadened  in  its  mean- 
ing about  twenty  years  ago  when 
Dr.  James  G.  Miller  wrote: 

“Behavioral  science  is  a combined 
endeavor  of  many  fields  investigat- 
ing all  aspects  of  behavior,  leading 
to  understanding  of  human  beings 
as  individuals  and  in  social  relations. 
Behavioral  science,  therefore,  in- 
cludes many  studies  in  the  fields  of 
anthropology,  biochemistry,  ecolo- 
gy, economics,  genetics,  geography, 
history,  linquistics,  mathematics, 
neurology,  pharmacology,  physiol- 
ogy, political  science,  psychiatry, 
psychology,  sociology,  statistics  and 
zoology.” 

The  first  department  of  behavioral 
science  was  assembled  at  the  Univer- 
sity of  Kentucky  by  Dr.  Robert  Straus 
about  1958.  This  was  a pioneering 
effort  to  make  the  behavioral  sciences 
relevant  to  all  fields  of  medicine,  but 
in  accordance  with  the  typical  medi- 
cal education  concepts  of  a decade 
ago.  the  disciplines  in  behavioral  sci- 
ence were  primarily  the  social  sciences. 

Recognizing  the  exciting  frontiers 
existing  at  the  interface  between  the 
medical  science  disciplines  in  general 
and  the  need  for  a responsive  and 
responsible  medical  education  in  par- 
ticular, George  T.  Harrell,  Jr.,  M.D. 
postulated:  that  the  study  and  under- 
standing of  human  behavior  is  essen- 
tial to  the  understanding  of  the  total 
patient  and  disease  process;  that  be- 
havior is  a biological  as  well  as  psy- 
chological and  sociological  phenome- 
non; and  that  a department  of  be- 
havioral science  should  be  established 
as  a truly  basic  science  department 
comparable  to  such  departments  as 


anatomy,  biochemistry,  microbiology, 
pharmacology,  and  physiology.  Thus, 
a department  of  behavioral  science  was 
proposed  in  1965  as  a basic  science 
department  in  The  Pennsylvania  State 
University  College  of  Medicine. 

The  Behavioral  Sciences  Today 

The  above  action  was  especially  ap- 
propriate in  that  the  behavioral  sci- 
ences today  are  evolving  from  the  tra- 
ditional psychological  and  social  sci- 
ences into  a more  integrated  science 
which  is  formulating  new  hypotheses 
as  to  the  interaction  of  the  biological 
(biochemical,  physiological,  neuro- 
logical genetic,  etc.)  and  the  psycho- 
social factors. 

At  Hershey,  behavioral  science  is 
being  re-defined  and  integrated  into 
medicine  as  a basic  science  discipline 
in  its  own  right.  We  are  emphasizing 
that  human  biology  is  quite  incom- 
plete if  we  deal  only  with  mechanisms 
and  molecules,  since  the  human  being 
is  much  more  than  repairing  organs 
or  keeping  “all  systems  go.”  Man  is 
a social,  thinking,  creative,  and  ethical 
being  who  must  function  in  the  con- 
text of  totality  and  meaning.  It  is  im- 
portant that  the  medical  student  grasp 
and  learn  to  work  with  the  concept 
that  the  disruption  of  any  of  these 
human  characteristics  will  influence 
the  basic  physiology  which  can  then 
result  in  a disorder  requiring  the  need 
for  medical  care.  The  most  traditional 
example  of  this  is  probably  found  in 
the  development  of  a duodenal  ulcer; 
however,  there  are  other  more  subtle 
relationships  which  should  be  explored 
in  such  disorders  as  hypertension, 
atherosclerosis,  or  dysmenorrhea.  Like- 
wise, the  development  of  any  disease 
or  physiological  imbalance  will  in 
some  way  express  itself  in  terms  of 
some  behavioral  change,  as  is  seen  in 
most  neurological  disorders,  hyperthy- 
roidism, or  hypoglycemia. 

Indeed,  the  human  organism  relies 
heavily  on  behavior  as  a means  of  re- 
establishing homeostasis,  whether  we 
are  dealing  with  a biological  or  a so- 
cial imbalance.  The  water-drinking  be- 
havior of  the  diabetic,  or  the  salt- 
seeking behavior  of  the  child  with 
adrenal  insufficiency  are  attempts  of 
the  organism  to  use  behavior  as  a 
means  of  re-establishing  homeostasis 
in  the  biological  environment.  Like- 
wise, the  “acting  out”  of  the  adolescent 
or  the  depressive  reaction  of  the 


middle-aged  worker  who  has  been  re- 
placed by  a computer  can  be  seen  as 
a behavioral  response  to  his  external 
environment.  Behavior  must  then  be 
viewed  by  the  physician  as  his  major 
cue  to  what  is  going  on  both  within 
the  organism  and  outside  the  organism, 
that  is,  the  patients’  internal  (biologi- 
cal) and  external  (social,  cultural) 
environment. 

Teaching  and  research  must  also 
focus  on  the  interaction  between  these 
two  environments  in  illness  and  in 
health;  how  the  psycho-social  factors 
influence  the  biological  and  how  bio- 
logical factors  influence  the  psycho- 
social. Recognizing  that  this  is  a two 
way,  or  multiple  interaction  phenome- 
non provides  a more  thorough  under- 
standing of  the  disease  process.  It  al- 
so provides  an  understanding  of  be- 
havior as  a necessary  part  of  every 
physician’s  medical  armamentarium 
for  diagnosis,  treatment,  and  patient 
care. 

The  Department  of  Behavioral  Science 

The  department  of  behavioral  sci- 
ence at  the  College  of  Medicine  is 
organized  as  a multi-disciplinary  de- 
partment, reflecting  teaching  and  re- 
search skills  from  the  biological  and 
social  sciences  as  described  above. 
Our  present  faculty  consists  of  indivi- 
duals representing  psychiatry,  social 
psychology,  medical  sociology  and  an- 
thropology, primatology  and  physio- 
logical psychology,  educational  psy- 
chology, and  general  medicine. 

Each  of  these  scientists  is  highly 
trained  in  his  own  discipline,  and  often 
trained  in  more  than  one.  They  also 
demonstrate  a strong  interest  and  abil- 
ity in  bridging  between  disciplines  and 
have  strong  commitments  to  both 
teaching  and  research. 

In  addition  to  the  above  disciplines, 
we  are  expecting  to  add  faculty  in 
behavior  genetics,  ethology,  psycho- 
somatic medicine,  behavioral  biology, 
and  neuroendocrinology.  Several 
other  disciplines  would  also  be  desir- 
able, but  the  above  disciplines  repre- 
sent some  of  the  areas  where  the  most 
exciting  work  is  going  on  in  the  study 
of  behavior. 

We  also  have  the  advantage  of  being 
able  to  relate  and  work  with  other 
departments  such  as  biochemistry, 
physiology,  pharmacology,  humani- 
ties, family  and  community  medicine 
and  other  clinical  science  departments. 
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total  patient  and  disease  process 


The  major  charges  of  our  department 

are: 

1.  To  integrate  the  disciplines 
most  related  to  behavior  and  to 
synthesize  a body  of  knowledge 
on  basic  human  behavior.  This 
is  a difficult  task  since  there  is 
no  readily  available  or  synthe- 
sized body  of  knowledge,  as  ex- 
ists in  the  other  basic  science 
disciplines. 

2.  To  teach  the  basic  principles 
of  human  behavior,  especially  as 
they  are  related  to  medicine.  This 
course  serves  as  a foundation  to 
all  fields  of  medicine  and  inte- 
grates some  of  the  other  basic 
science  knowledge,  but  with  a 
special  focus  on  human  behavior. 
It  will  also  involve  teaching  dur- 
ing each  of  the  four  years.  This 
is  an  important  and  new  concept 
for  a basic  science,  in  that  it 
affirms  that  if  a basic  science  of 
behavior  has  anything  of  rele- 
vance to  say,  or  that  is  worth  say- 
ing, then  it  deserves  to  be 
remembered,  and  if  it  is  to  be 
remembered,  it  must  bear  some 
relevance  to  medicine  and  be 
continually  reinforced  throughout 
medical  training  and  practice. 
This,  of  course,  does  not  mean 
repeating  the  same  information 
each  year,  but  involves  integrat- 
ing the  behavioral  sciences  at 
each  stage  of  the  student’s  pro- 
fessional development. 

We  are  also  offering  special 
seminars  for  graduate  students 
and  for  medical  students  inter- 
ested in  pursuing  the  study  of  be- 
havior with  much  more  depth. 
These  include  seminars  in  pri- 
mate behavior,  behavioral  and 
physiological  correlates  of  stress, 
the  nervous  system  and  behavior, 
health,  illness  and  culture,  special 
topics  in  the  behavioral  sciences, 
and  research  problems. 

3.  To  conduct  research  in  the 
various  behavioral  sciences  with 
considerable  emphasis  on  bridg- 
ing between  disciplines,  but  again, 
with  the  primary  focus  on  animal 
and  human  behavior.  There  is 
much  exciting  research  going  on 
within  the  various  behavioral  dis- 
ciplines, but  some  of  the  most 
exciting  breakthroughs  have  oc- 
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curred  at  the  interface  between 
the  disciplines. 

Research  projects  which  are  already 
underway  include  investigation  into 
the  natural  history  of  schizophrenia, 
the  psycho-social  factors  in  congenital 
heart  disorders,  characteristics  of  re- 
peaters in  juvenile  delinquency,  in- 
fluence of  ward  milieu  on  patient  be- 
havior, role  of  motivation  and  achieve- 
ment goals  on  learning  and  patient  be- 
havior, the  prognosis  of  under- 
achievers and  overachievers  in  medi- 
cal students,  a survey  of  the  health 
status  and  patterns  of  health  care  in 
a community,  the  role  of  folk  medi- 
cine in  health  practices,  the  influence 
of  maternal  deprivation  on  the  social 
development  of  primates,  the  age  ef- 
fects of  brain  lesions  on  behavior,  and 
the  behavioral  correlates  of  disease. 
These  areas  of  investigation  represent 
some  of  our  initial  research  efforts, 
and  often  involve  the  participation  of 
more  than  one  discipline. 

Special  mention  should  be  made  of 
the  department  of  humanities  and  the 
department  of  family  and  community 
medicine,  since  they  represent  disci- 
plines which  are  logical  and  functional 
extensions  of  a concern  with  human 
behavior.  Human  value  systems,  his- 
torical perspectives  and  religious  con- 
cerns are  recognized  as  important  de- 
terminants of  behavior,  and  the  actual 
“laboratory”  of  the  patient  and  his 
family  is  providing  the  medical  stu- 
dent with  an  increased  understanding 
of  the  relation  between  social  behavior 
and  illness.  The  medical  student  is 
able  to  integrate  human  behavior  with 
his  “patient  and  family”  assigned 
through  the  family  and  community 
medicine  program.  He  is  also  able  to 
benefit  from  actual  patient  correlations 
during  the  formal  teaching  time  of  the 
department  of  behavioral  science 
through  patients  provided  by  the  de- 
partment of  family  and  community 
medicine. 

If  we  are  going  to  effectively  ad- 
vance our  knowledge  of  the  relation- 
ship of  human  behavior  to  illness  and 
health,  we  must  both  teach  the  basic 
information  about  behavior  relevant  to 
medicine  and  energetically  pursue  re- 
search to  develop  the  science  of  hu- 
man behavior. 

We  have  a unique  program  at  Her- 
shey  in  that  we  are  not  only  providing 
an  integration  of  the  social  sciences, 


but  are  also  integrating  the  broad  bio- 
logical base  of  human  behavior  and 
are  emphasizing  the  interaction  of  the 
biological  human  organism  with  his 
cultural  and  social  environment. 

Thus,  we  are  becoming  an  integral 
part  of  the  medical  curriculum.  This 
emphasis  on  behavior  will  be  reflected 
in  the  education  of  all  our  graduates 
and  serve  as  a basic  underpinning  of 
all  areas  of  medicine. 
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The  concept  of  the  physician's  re- 
sponsibility for  the  whole  person 
parallels  the  entire  history  ot 
medicine.  Our  language  itself  ex- 
presses the  essential  relationship,  for 
both  “heal”  and  “health”  have  ety- 
mological roots  in  the  Old  English 
word,  Hal,  or  whole. 

That  wholeness  has  become  the  sub- 
ject of  renewed,  and  even  intensive, 
concern  is  evident  from  the  most  cur- 
sory examination  of  medical  school 
entrance  requirements.  Similar  con- 
cern proliferates  in  the  literature  about 
curricular  reform  in  medical  educa- 
tion. Both  express  an  appeal  for 
breadth  and  scope  in  pre-medical  edu- 
cation, stressing  a need  for  study  of 
the  humanistic  and  the  social  sciences 
in  addition  to  the  sciences  and  mathe- 
matics. 

Nor  is  the  attention  limited  to  pre- 
medical education.1  Medical  educa- 
tors themselves  have,  in  recent  years, 
expressed  increasing  apprehension 
over  the  divorce  of  the  medical  cur- 
riculum from  the  non-scientific  disci- 
plines of  the  university.  Several  have 
recently  announced  plans  to  stimulate 
participation  in  the  humanities  in  their 
own  or  in  adjacent  universities.2 

At  The  Pennsylvania  State  Univer- 
sity College  of  Medicine  stress  has 
been  placed  upon  a humanistic  ap- 
proach to  education  and  research 
from  the  beginning.3  The  emphasis 
has  not  been  limited  to  curriculum, 
but  finds  expression  in  the  organiza- 
tion and  architecture  of  educational, 
research,  laboratory  and  hospital  fa- 
cilities as  well. 

It  has  also  been  expressed  in  an 
unprecedented  innovation,  the  crea- 
tion of  the  first  department  of  hu- 
manities in  a medical  school.  Al- 
though the  most  experimental  among 
the  educational  innovations  at  Her- 
shey,  humanities’  participation  has 
been  projected,  since  the  initial  plan- 
ning stages,  as  an  integral  feature  of 
the  curriculum.3  This  contrasts  signi- 
ficantly with  other  attempts  by  medi- 
cal schools  to  utilize  more  fully  al- 
ready existing  university  resources.4 

Here  the  operating  hypothesis  has 
been  that  actual  on-site  availability 
and  presence  of  the  humanities — with- 
in the  medical  curriculum  itself — is 
requisite  if  the  humanities  are  to  have 
more  than  peripheral  effect  on  medi- 
cal education.  Since  education  does 
not  simply  occur  to  individuals,  but 
takes  place  in  a highly-charged,  highly- 
affective  social  community  of  work 
and  learning,  the  assumption  is  that 
humanities,  to  be  effective,  must  be- 
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And  this  was  the  reason  why  most  maladies 
evaded  the  physicians  of  Greece— that  they 
neglected  the  ivhole  on  which  they  ought  to 
spend  their  pains,  for  if  this  were  out 
of  order  it  ivas  impossible  for  the  part 

to  be  in  order  ” 

Plato,  Charmides 
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come  part  of  the  social  system  of 
medical  education. 

Thus,  within  the  Hershey  emphasis 
on  an  integrative  and  multidisciplinary 
curriculum,  humanities’  participation 
is  visualized  as  a vital  ingredient. 
Three  disciplines  will  be  initially  rep- 
resented in  the  department:  history  of 
science,  philosophy,  and  religion. 

Rationale 

As  one  of  the  forerunners  of  the 
“knowledge  explosion,”  the  biomedi- 
cal sciences  today  confront  complex 
problems  created  by  their  own  drama- 
tic discoveries  and  advances.  The  at- 
tendant challenge  of  assimilating  and 
adapting  advances  to  the  methodol- 
ogies of  research,  education,  and  in- 
stitutional administration  has,  how- 
ever, hardly  been  limited  to  the  bio- 
medical fields. 

That  challenge  was  dramatized  by 
C.  P.  Snow’s  1959  Rede  Lecture, 
The  Two  Cultures ,6  which  itself  gave 
rise  to  a rather  heated  academic  de- 
bate. However,  as  the  physicist, 
Gerald  Holton,  pointed  out,  “the  lec- 
ture was  not  a plea  for  or  against  one 
group  of  academics;  rather  the  ques- 
tion raised  was  what  to  do  ‘in  a time 
when  science  is  determining  much  of 
our  destiny,  that  is,  whether  we  live 
or  die.’  ”6  Discussion  has  given  way 
to  deeper  concern  with  experimenta- 
tion, innovation,  and  reform  in  many 
sectors  of  education. 

Yet,  in  a manner  without  parallel 
in  any  other  educational  quarter,  med- 
ical education  focuses  on  the  complex 
demands,  potentials  and  problems 
wrought  by  the  impact  of  science  on 
culture.  For  medical  education  is 
deeply  involved  in  each  aspect  of  the 
knowledge  explosion:  in  the  produc- 
tion of  knowledge  through  research, 
the  transmission  of  knowledge  through 
education,  and  the  application  of 
knowledge  through  medical  care.  Con- 
sequently it  has  undergone  “an  un- 
precedented period  of  self-scrutiny,  re- 
appraisal, definition  of  objectives,  and 
experimentation.” 7 And  the  ferment 
in  medical  education  has  been  an  ur- 
gent and  committed  wrestling — with 
hypotheses  and  designs,  with  ways  and 
means,  with  priorities  and  curricula — 
to  adapt  medical  education’s  resources 
and  institutions  to  the  challenges. 

Both  tactical  and  strategic  questions 
are  complex  and  numerous.  How  can 
the  new  knowledge  be  made  manage- 
able? Does  the  need  for  manage- 
ability press  inexorably  toward  reduc- 
tionism,  compartmentalization  of 
knowledge,  specialization?  Must  the 
biomedical  sciences  settle  “for  an 
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lightens, rather  than  avoids,  the  rich  complexities  of  man,  his  society  and 
his  heritage” 


understanding  of  the  mechanics  rather 
than  the  process;  the  single  variable 
rather  than  the  multivariable;  the  iso- 
lated parts  rather  than  the  integrated 
whole?”  8 

Questions  of  communicating  new 
knowledge  raise  basic  educational 
questions.  Given  a four-year  period 
for  medical  education,  how  can  the 
educational  processes  be  adjusted  both 
to  the  new  knowledge  and  the  limits 
of  learning?  How  do  we  guard 
against  professional  obsolescence? 
How  can  we  educate  for  continuing 
self-education? 

Moreover,  medical  education  faces 
the  question  of  relating  knowledge  to 
practice.  How  do  we  further  and 
stimulate  the  application  of  modern 
science  to  medical  practice?  Lee’s 
study  asked  the  question  directly: 
“Are  we  not  concerned  with  the  ap- 
parent discrepancy  between  what  we 
profess  and  what  we  practice?  Are 
we  not  shaken  by  the  fact  that  ‘good’ 
students  from  the  ‘best’  schools  per- 
form no  better  after  several  years  in 
practice  than  ‘poor’  students  from 
schools  with  the  least  reputation?”7 
How  do  we  improve  clinical  judgment, 
facilitate  clinical  decision,  strengthen 
clinical  action? 

All  of  these  challenges  are  cogently 
expressed  in  the  report  of  the  Citizens 
Commission  of  Graduate  Medical  Ed- 
ucation commissioned  by  the  Ameri- 
can Medical  Association. 

“When  Flexner  wrote,  medical  edu- 
cation and  practice  were  suffering 
from  the  lack  of  a solid,  scientific 
base.  Now,  the  scientific  base  not 
only  exists  but  has  grown  so  explo- 
sively that  it  has  outrun  much  of 
medical  practice.”9 

In  one  of  its  recommendations,  the 
report  ratified  a basic  priority  in  the 
Hershey  education  program,  and  the 
fundamental  assumption  on  which  the 
department  of  humanities  had  been 
created: 

“What  is  needed — and  what  the 
medical  schools  and  teaching  hos- 
pitals must  try  to  develop — is  a 
body  of  information  and  general 
principles  concerning  man  as  a 
whole  and  man  in  society  that  will 
provide  an  intellectual  framework 


into  which  the  lessons  of  practical 
experience  can  be  fitted.  This  back- 
ground will  be  partly  biological, 
but  it  will  be  social  and  humanistic, 
for  it  will  deal  with  man  as  a total, 
complex,  integrated,  social  being. 
This  background  is  not  now  well 
developed.  Clearly  there  must  be 
a considerable  amount  of  experi- 
mentation on  the  part  of  the  schools 
of  medicine  and  teaching  hospitals 
in  efforts  to  arrive  at  the  most  sat- 
isfactory subject  matter  and  meth- 
ods of  teaching.  The  immediately 
important  thing  is  to  have  a clear 
and  definite  resolve  to  impart  this 
new  body  of  knowledge.’’9 

Objectives 

The  primary  objective  of  the  Col- 
lege of  Medicine  at  Hershey  is  edu- 
cation for  professional  responsibility — 
a superior  education  for  physicians 
who  are  competent,  concerned  for 
people  as  human  beings,  appreciative 
of  sound  research,  capable  of  and  com- 
mitted to  patterns  of  continuing  in- 
quiry and  self-education,  and  to  con- 
stantly improving  professional  ability. 

The  fundamental  objective  of  the 
Department  of  Humanities  is  to  assist 
in  the  education  of  the  physicians  by 
helping  the  student  understand  medi- 
cal practice  in  a context  that  is  com- 
prehensive— that  emphasizes  and  en- 
lightens, rather  than  avoids,  the  rich 
complexity  of  man,  his  society  and  his 
heritage. 

Such  objectives  parallel  an  estab- 
lished trend  that  accepts  medical  ed- 
ucation as  a highly  effectual  matura- 
tion process,  rather  than  technical 
training;  and  that  views  the  medical 
school  itself  as  a complex  social  en- 
vironment.19 

Maturation  in  medicine  would  in- 
evitably imply  respect  for  the  values 
traditionally  regarded  as  the  scientific 
virtues:  regard  for  facts,  sound  rea- 
soning, trust  in  other  scientists,  a cri- 
tical attitude  toward  oneself  and  to- 
wards evidence — in  short,  prudence, 
humility  and  deference  to  truth.11 
Along  with  these  are  those  which  may 
be  regarded  as  the  clinical  virtues  with- 
in medicine:  respect  for  the  dignity 
and  value  of  man;  compassion,  con- 
cern and  responsibility  in  medical 
care;  dedication  to  human  rights  in 


patient  care,  colleague  relationships, 
and  community  citizenship.  In  the 
pursuit  of  such  objectives,  humanities 
is  but  one  discipline  among  both  the 
traditional  and  other  innovative  dis- 
ciplines at  Hershey. 

Educational  Plan 

Summarizing  the  conclusions  of  the 
American  Academy  of  Arts  and  Sci- 
ences’ volume  on  Science  and  Cul- 
ture, Holton  pointed  out  that: 

“The  relationships  between  the  hu- 
manities, the  social  sciences,  the  na- 
tural sciences,  and  the  creative  arts, 
and  in  particular  between  the  re- 
search functions  of  the  first  three, 
have  recently  been  the  subject  of 
much  interest  but  not  of  enough 
serious  investigation.  For  example, 
the  ways  in  which  progress  in  one 
area  may  depend  upon  discovery  in 
another  are  scarcely  understood. 
The  extent  to  which  new  disciplines 
depend  upon  the  transfer  of  meth- 
ods and  of  personnel  from  many 
older  disciplines  is  only  now 
beginning  to  be  explored.  It  is  fre- 
quently difficult  to  know  to  which 
of  the  traditional  areas  new  disci- 
plines belong;  and  the  problem  of 
‘sharing  knowledge’  becomes  more 
complex  each  day.”6 

At  Hershey,  the  primary  effort  of 
humanities  will  be  directed  toward  the 
serious  investigation  of  possibilities 
Holton  mentions.  The  conceptual 
model  can  best  be  said  to  stem  from 
ecological  considerations:  to  relate 

humanities  to  medical  education 
through  elucidating  the  effect  of  the 
cultural  environment  and  context  of 
man  on  his  health  and  illness. 

Methodologically,  humanities  will 
participate  in  and  through  the  regular 
medical  curriculum.  Study  of  the  hu- 
manities disciplines  will  be  related  to 
the  basic  and  clinical  courses  at  rele- 
vant exposure  points  within  those 
courses  through  all  four  years.  Elec- 
tives will  be  offered  during  the  ex- 
panded elective  time  available  within 
the  curricular  plan — some  autono- 
mously departmental,  others  collabor- 
ative with  other  disciplines.  Two-day 
symposia  on  issues  of  general  concern 
or  policy  will  be  conducted,  under 
current  plans,  twice  each  year. 
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Study  and  research  will  be  directed 
toward  the  dimensions  of  values  in 
health,  illness  and  medical  care;  his- 
tory of  science  and  medicine  in  rela- 
tion to  the  history  of  thought,  de- 
cision-making and  American  culture; 
moral  decisons  in  medical  practice 
and  emerging  moral  questions  in  bio- 
medical research;  cognition  and  per- 
ception in  biomedical  methodologies; 
human  ecology;  the  religious  ramifi- 
cations of  medical  problems;  the  de- 
velopment of  critical  awareness  and 
judgment  in  relation  to  uncontrolled 
phenomena. 


Summary 

Despite  his  scientific  triumphs,  and 
the  prospect  that  science  can  even- 
tually solve  the  technical  aspects  of 
any  medical  problems,  man  himself 
remains  both  subject  and  object  of 
medical  care — relatively  intractable/ 
and  with  manifold  variability. 

Can  any  medical  problems,  any  hu- 
man problems,  be  adequately  explored, 
confronted  or  treated  outside  the  hu- 
man context?  Dubos  categorically  as- 
serts that  “the  prevalence  and  severity 
of  microbial  diseases  are  conditioned 
more  by  the  ways  of  life  of  the  persons 
afflicted  than  by  the  virulence  and 
other  properties  of  the  etiological 
agents.”12  And  man  himself  is  a 
pathogenic  agent,  a begetter  of  dis- 
tress, disability  and  death.13 

Throughout  the  history  of  civiliza\ 
tion,  the  subject  matter  of  humanities! 
has  been  man  himself — his  search  for 
value  and  meaning;  his  aspirations  and: 
goals;  his  heritage  and  hope;  his  suf- 
fering and  anguish  and  defeat  and  vic-J 
tory;  his  health,  illness,  pain  an/ 
death. 

Throughout  history,  too,  man  has 
been  the  common  and  singular  focus 
of  the  physician  as  well.  In  the  words 
of  Alan  Gregg: 

“Our  professional  history  hangs  to- 
gether because  the  cardinal  experi- 
ences of  the  doctor  with  death, 
birth,  responsibility  and  confidence, 
fear  and  courage,  ignorance  and 
learning,  power  and  powerlessness, 
have  remained  so  little  changed 
through  the  centuries,  and  even 
through  the  last  few  decades.”14 

jj  As  Pellegrino  pointed  out,  “Never 
have  medicine  and  the  mainstreams 
of  culture  been  so  mutually  in  need 
of  converse.  The  future  of  each  is 
in  large  measure  dependent  upon  the 
effectiveness  of  their  dialogue  on  the 
nature  of  man.”15 


Through  humanities  participation  in 
the  curriculum  of  Hershey,  it  is  hoped 
that  such  a dialogue  can  be  joined; 
and  that  medical  education  can  be  im- 
proved through  renewed  emphasis  on 
the  human  context  and  human  scale 
that  remain  the  determinative  elements 
of  both  medicine  and  the  humanities. 
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Buy  Bonds 


She  does. 


Dorothy  Jungerman  works  in  Long 
Binh,  Republic  of  South  Vietnam.  As 
a nurse  with  the  U.  S.  Army,  she  serves 
her  country’s  soldiers  — and  also 
Vietnamese  civilians  like  young 
Ngoc.  Dorothy  invests  regularly  in 
U.  S.  Savings  Bonds,  too  (as  do  more 
than  seven  out  of  ten  of  our  military 
personnel  in  Vietnam).  There’s  a 
good  way  for  you  to  show  brave 
Americans  like  Dorothy  you’re  with 
them:  Buy  Savings  Bonds  where  you 
bank  or  join  the  Payroll  Savings  Plan 
where  you  work. 

New  Freedom  Shares 

Now,  when  you  join  the  Payroll  Sav- 
ings Plan  or  the  Bond-a-Month  Plan, 
you  are  eligible  to  purchase  new  U.  S. 
Savings  Notes,  "Freedom  Shares,”  as 
a bonus  opportunity.  Freedom  Shares 
pay  4.74%  when  held  to  maturity  of 
just  four-and-a-half  years  (redeem- 
able after  one  year) , and  are  available 
on  a one-for-one  basis  with  Savings 
Bonds.  Get  the  facts  where  you  work 
or  bank. 

Join  up.  America  needs  your  help. 
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To  those  of  us  who  have  entered 
general  practice  during  the  forties 
and  fifties,  the  need  for  better 
preparation  for  this  practice  has  been 
very  obvious.  We  have  also  sensed 
that  this  preparation,  whether  gained 
through  formal  scholastic  programs, 
or  gleaned  individually  by  reading, 
short  courses,  conferences,  and  per- 
sonal experience,  would  prepare  us  to 
be  and  do  something  different  and 
more  than  the  former  general  prac- 
titioner. 

In  1964,  George  T.  Harrell,  Jr., 
M.D.,  was  selected  to  become  the 
founding  Dean  and  Director  of  the 
College  of  Medicine  and  The  Milton 
S.  Hershey  Medical  Center  of  The 
Pennsylvania  State  University,  to  be 
located  in  Hershey.  With  the  con- 
struction of  new  facilities,  the  re- 
cruitment of  an  entire  faculty,  and 
location  in  a rural-suburban  commu- 
nity with  a stable  middle-class  popu- 
lation, he  saw  an  opportunity  to  de- 
velop a novel  experiment  in  teaching 
family  practice.  It  is  apparently  very 
difficult  for  an  established  medical 
school  to  find  appropriate  physical  fa- 
cilities for  conducting  such  an  experi- 
ment, and  it  is  also  equally  difficult 
for  an  established  faculty  to  accept  a 
radical  new  philosophy.  Most  medi- 
cal schools  are  located  in  cities,  where 
the  patient  population  is  quite  different 
from  that  in  which  a family  physician 
usually  practices. 

Lynn  Carmichael  1 describes  gen- 
eral practice  as  disease-oriented  and 
based  on  episodic  care,  whereas  family 
practice  is  patient  centered  and  offers 
continuing  comprehensive  health  man- 
agement. Most  of  us  in  practice  dur- 
ing the  past  fifteen  years  also  have 
become  acutely  aware  of  the  growing 
need  and  public  clamor  for  an  in- 
crease in  quantity,  as  well  as  quality, 
of  this  new  type  of  practicing  phy- 
sician. During  the  present  decade, 
these  needs  have  become  widely  pub- 
licized and  reemphasized  both  publicly 
and  within  the  profession.  These  are 
clearly  stated  in  the  reports  by  the 
Millis  Commission,2  Folsom  Commis- 
sion.3 and  the  AMA  Ad  Hoc  Com- 
mittee for  Education  for  Family  Prac- 
tice.4 In  response  to  this  wide-spread 
interest,  many  medical  schools  have 
begun,  or  are  actively  planning,  pro- 
grams in  family  and  community  medi- 
cine— most  notably  the  Harvard  Medi- 
cal School,  University  of  Miami,  Uni- 
versity of  Rochester,  and  the  Univer- 
sity of  Kentucky.  In  addition  to  these 


schools  with  present  and  projected 
programs,  there  have  been  a number 
of  others  who  have  had  programs  with 
similar  purposes  in  the  past,  but  which 
have  failed  and  have  been  abandoned. 

In  recent  years,  on  a national  basis, 
only  15  percent  of  medical  school 
graduates  have  indicated  their  inten- 
tion of  entering  general  practice.  Many 
of  us  in  the  American  Academy  of 
General  Practice  have  felt  that  the 
reasons  for  this  (and,  also,  for  the 
failure  of  some  of  the  programs  in 
teaching  family  and  community  medi- 
cine), were  these: 

1.  Lack  of  interest  by  medical 
schools  in  teaching  comprehen-  I 
sive  care 

2.  Failure  of  full  faculty  support 

3.  Lack  of  any  practicing  family  : 
physicians  in  the  medical  school 
setting  with  whom  students  could  I 
identify 

4.  Failure  to  distinguish  between 
the  former  general  practitioner 
and  the  new  “family  physician-’ 

5.  The  traditional  approach  to 
teaching  patient  care,  centered 
around  the  hospital,  rather  than 
the  ambulant  patient 

6.  Lack  of  recognition  of  achieve- 
ment for  those  who  complete 
general  practice  residencies 

Objectives 

One  of  the  major  objectives  of  this 
experiment  would  be  to  provide  every 
student  with  a background  and  under- 
standing of  family  practice.  Whether 
a student  ultimately  chooses  family 
practice  or  some  other  specialty,  he 
deserves  an  intimate,  realistic  look  at 
this  type  of  practice  as  a basis  for 
his  decision.  If  he  chooses  some 
broad  specialty,  such  as  pediatrics  or 
internal  medicine,  he  will  often  find 
that  he  is  doing  (or  should  be  doing) 
a limited  degree  of  family  practice.  j 
In  the  past,  graduates  have  often 
found  themselves  ill  prepared  for  this  ( 
role.  The  objective  is  not  to  produce  „ 
as  many  family  physicians  as  possible,  it 
but  to  provide  a basic  educational  ex-  si 
perience.  If,  after  being  provided  with  to 
an  adequate  exposure,  no  students  - 
wish  to  practice  family  medicine,  then  91 
we  must  search  for  other  methods  of 
delivering  comparable  health  care. 

Another  major  objective  of  this  pro- 
gram is  to  focus  the  student’s  atten- 
tion, from  the  beginning,  on  the  type 
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<jl  of  patient  he  will  probably  be  seeing 
> most — the  vertical,  or  ambulatory,  pa- 
i!i  tient.  Introduction  to  patient  care  has, 
itj  since  the  teaching  of  Dr.  Osier,  begun 
i with  the  hospitalized  sick  patient  lying 
in  bed.  Horder  & Horder  5 in  Great 
Britain  in  1954,  and  Kerr  White6  in 
¥ 1961  in  this  country,  surveyed  the 
i : health  care  patterns  of  an  adult  (six- 
l'  teen  years  of  age  and  over)  papula- 
's tion.  Their  findings  were  remarkably 
m similar  and  are  approximately  as  fol- 
lows: Of  1,000  adults  in  a given 

' month,  750  reported  some  illness  or 
J injury;  of  these,  250  consulted  a phy- 
i sician;  9 were  hospitalized;  5 referred 
: to  other  physicians;  and  1 sent  to  a 
University  medical  center.  If  medical 
education  is  to  prepare  a student  for 
what  he  is  really  going  to  do,  then 
his  first  contact,  his  imprinting,  should 
be  with  ambulatory  patients, 
to  I 

Outline  of  Experiment 

j An  experiment  was  designed  in 


which  a group  of  practicing  local  phy- 
sicians would  be  transplanted  into  the 
medical  center  and  continue  to  prac- 
tice in  the  same  manner  as  before. 
This  would  allow  students  to  observe 
and  participate  in  a family  physician's 
practice  in  his  near-natural  habitat. 
Designed  into  the  new  medical  school 
from  the  beginning,  and  with  full  fac- 
ulty support,  this  could  overcome  all 
of  the  six  obstacles  in  teaching  family 
practice  listed  above,  except  the  last — 
recognition  of  achievement.  Family 
practice  specialty  board  certification, 
when  and  if  achieved,  should  over- 
come this  difficulty. 

The  department  of  family  and  com- 
munity medicine  was  one  of  the  first 
departments  organized  in  the  new 
Hershey  Medical  Center.  In  order  to 
qualify  for  application  to  this  depart- 
ment, the  Dean  required  that  we  have 
an  additional  year’s  training  in  areas 
of  our  own  choosing  and  at  our  own 
expense.  He  suggested  that  this  be 


A method  of  increasing 
the  quantity  and  quality 
of  family  physicians  is 
being  implemented  at 
this  new  college  of  medicine 
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ione  in  periods  of  three  months  per 
year  for  four  years.  The  purpose  of 
this  is  two-fold:  First,  to  update  our 
own  education  in  areas  where  we  feel 
the  greatest  need  (although  it  is  clearly 
understood  that  this  training  is  not  to 
be  used  for  preparation  toward  a par- 
ticular specialty),  and  second,  to  fa- 
miliarize us  with  working  with  stu- 
dents, and  with  teaching  methods  in 
various  medical  centers.  This  program 
is  currently  being  pursued  and  depart- 
ment members  so  far  have  had  studies 
in  general  medicine,  electrocardio- 
graphy, out-patient  pediatric  care,  ado- 
lescent medicine,  and  marriage  coun- 
selling. We  will  each  take  one  of  our 
three  month  sessions  abroad — prob- 
ably in  Scotland,  England,  or  Scan- 
dinavia. This  program  in  itself  con- 
stitutes a small  experiment  in  post- 
graduate education.  When  we  have 
completed  these  studies,  we  hope  to 
be  able  to  answer  such  questions  as: 
How  does  a physician  practicing  fif- 
teen or  eighteen  years  react  to  return- 
ing to  a medical  school  setting?  What 
is  he  likely  to  learn  in  an  entirely 
unstructured  teaching  program?  In 
what  ways  does  he  find  himself  ad- 
vantaged or  disadvantaged  with  the 
students  and  house  staff?  What  is  an 
appropriate  period  of  time  for  such 
studies?  At  the  present  time,  those 
of  us  who  have  been  engaged  in  this 
program  have  been  generally  quite  en- 
thusiastic about  the  methods,  the 
length  of  time,  and  the  results. 

Another  requirement  of  this  depart- 
ment is  that  the  members  have  patient 
records  going  back  at  least  ten  years. 
This  is  to  help  demonstrate  to  the 
students  the  importance  of  continuity 
of  care  and,  incidentally,  demonstrate 
the  value  of  keeping  organized  and 
detailed  records. 

The  Pennsylvania  State  University 
College  of  Medicine  admitted  its  first 
class  in  September  1967.  Since  the 
facilities  for  the  department  of  family 
and  community  medicine  are  under 
construction,  the  teaching  program  in 
the  first  year  has  been  carried  on  in 
our  private  offices.  When  our  section 
of  the  building  is  completed,  about 
September  1,  1968,  we  will  move  our 
practice  into  the  medical  center  and 
will  maintain  no  private  offices  else- 
where. We  will  continue  to  see  our 
patients  only  in  our  new  offices,  or 
in  their  homes,  or  the  teaching  hos- 
pital, when  it  is  completed.  We  will 
have  full  admitting  privileges  to  the 
hospital,  not  in  a separate  area,  but 
on  any  appropriate  service  of  the  hos- 
pital. The  offices  have  been  designed, 


and  will  be  furnished  and  staffed,  as 
in  a modern  private  practitioner’s  of- 
fice. 

Teaching  Methods 

If  we  are  going  to  teach  family 
practice,  and  if  we  agree  that  it  is 
not  the  same  as  “general  practice,”  we 
first  need  a working  definition.  We 
would  define  a family  physician  as 
one  who  provides  primary,  continuing, 
and  comprehensive  care,  within  the 
limits  of  his  competence,  to  the  whole 
family;  and  who  loves  them  as  in- 
dividuals. With  this  definition  as  a 
goal  of  what  we  want  to  demonstrate, 
the  only  teaching  method  which  seems 
appropriate  is  to  bring  the  student 
individually  into  this  close  interper- 
sonal relationship.  With  this  in  mind, 
the  following  curriculum  has  been  de- 
vised. 

During  the  first  two  terms  (the 
medical  school  will  operate  on  three 
eleven-week  terms  per  school  year  dur- 
ing the  first  two  years),  each  student 
is  required  to  take  our  course  entitled, 
“Introduction  to  Family  and  Commu- 
nity Medicine.”  This  consists  of  seven- 
teen hours  each  term.  Each  student 
has  six  one-hour  sessions  in  our  of- 
fices, seeing  patients  with  one  of  us. 
In  order  to  illustrate  the  continuity  of 
care  and  interactions  within  a family 
during  illness  and  in  health,  and  to 
permit  the  student  to  develop  and  ob- 
serve a close  doctor-patient  relation- 
ship, a particular  family  has  been  as- 
signed to  each  student.  Those  fami- 
lies have  been  chosen  who  have  been 
our  patients  for  at  least  five  years, 
are  expected  to  remain  in  the  com- 
munity, and  who  have  some  continu- 
ing medical  or  emotional  problems. 
These  cover  the  whole  spectrum  of 
illnesses,  including  mental  retardation, 
behavioral  problems,  marital  prob- 
lems, diabetes,  hypertension,  allergies, 
heart  disease,  and  many  others.  The 
families  selected  are  mostly  of  average 
means,  and  have  at  least  four  mem- 
bers in  the  household.  They  are  also 
patients  who  have  usually  shown  an 
interest  in  continuing,  rather  than 
episodic  or  crisis  care.  These  families 
were  all  approached  personally  before 
the  opening  of  school  and  agreed  to 
participate  in  the  program,  most  with 
considerable  enthusiasm.  None  of  the 
families  approached  refused. 

During  the  first  week  of  school 
each  student  was  briefed  on  his  as- 
signed family,  and  then  taken  to  the 
patients’  homes  to  meet  them  in  their 
own  setting.  In  order  to  follow  this 
family,  whenever  a member  calls  for 


an  appointment,  the  student  is  notified 
and  leaves  his  other  work  to  come 
to  the  physician's  office.  An  effort  is 
made,  of  course,  to  schedule  these 
appointments  so  as  not  to  conflict 
with  lectures  or  examinations,  al- 
though all  other  departments  have 
agreed  to  excuse  the  students  at  any 
time.  Since  illness  patterns  are  so 
variable  and  unpredictable,  it  is  quite 
possible  for  a family  to  have  no  need 
of  medical  care  during  this  term.  To 
overcome  this  difficulty  the  students 
will  spend  time  in  the  office  seeing 
other  patients  also.  During  the  first 
year,  the  students  function  only  as 
observers,  and  have  no  responsibility 
in  the  care  of  the  patients.  Our  pur- 
poses in  this  part  of  the  program  are 
to  show  the  interreactions  within  a 
family,  to  observe  the  effects  of  ill- 
ness on  a family,  to  interest  students 
in  prevention  and  early  detection  of 
disease  processes,  to  whet  the  student’s 
appetite  for  knowledge,  to  underline 
his  learning  in  the  basic  sciences,  and 
to  illustrate  the  functions  of  a family 
physician  by  serving  as  role  models. 

Another  aspect  of  the  program  in 
the  first  two  terms  is  a weekly  cor- 
relation conference.  Here  a patient  is 
presented  from  the  practice,  who  il- 
lustrates some  particular  topic  which 
is  being  presented  by  one  of  the  basic 
sciences.  The  patient  is  presented  and 
his  problems  discussed  by  one  of  the 
family  physicians;  then  members  of 
the  basic  science  departments  involved 
discuss  the  problems  from  their  view- 
point, emphasizing  the  correlation  of 
the  basic  sciences  and  clinical  medi- 
cine. The  purpose  of  this  is  to  show 
the  interdependence  of  the  two  dis- 
ciplines, and  to  serve  as  a frame  of 
reference  for  learning. 

Results 

Since  this  paper  is  being  written 
after  this  program  has  been  conducted 
for  only  three  months,  we  can  give 
only  the  most  preliminary  impressions 
as  to  results,  but  can  identify  a few 
problem  areas.  Much  of  what  we 
are  trying  to  impart  to  the  students 
involves  such  subtleties  as  attitudes 
and  relationships;  an  objective  evalua- 
tion of  these  will  not  be  possible  for 
four  or  five  years. 

From  the  patients’  point  of  view, 
acceptance  of  the  presence  of  a medi- 
cal student  in  the  examining  room, 
or  at  psychotherapeutic  sessions,  has 
been  uniformly  good.  This  has  sur- 
prised us,  as  we  anticipated  some  ret- 
icence in  certain  situations.  More 
often,  the  patient  seems  to  welcome 
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j!  the  added  attention,  and  explanations 
i given  to  the  student  are  of  great  in- 
i terest  to  the  patient  as  well.  In  only 
, a tew  instances  did  we  allow  more 
than  one  student  with  a patient  at  a 
i time,  and  in  these  instances  we  sensed 
i that  the  patients  seemed  to  feel  as 
though  they  were  objects  on  display. 

Student  reaction  was  that  of  en- 
i thusiastic  interest  which  maintained 
well  throughout  the  term.  The  ex- 
pected stiffness  and  awkwardness  in 
meeting  the  first  few  patients  very 
I',  rapidly  diminished.  We  were  aware 
I of  only  one  instance  in  which  a stu- 
|i  dent  felt  that  this  program  was  inter- 
t ferring  with  his  other  studies.  One 
■ of  the  problems  which  quickly  he- 
ir came  apparent  was  that  the  student 
i too  frequently  focused  his  attention 
!■'  on  complex  disease  processes  or  thera- 
>!  peutic  regimens,  which  he  was  not  yet 
r prepared  to  understand.  While  we 
i have  demonstrated  some  simple  diag- 
< nostic  physical  procedures,  we  are 
) more  concerned  at  this  point  with 
> focusing  his  attention  on  family  in- 
i terrelationships  and  their  importance. 

The  faculty  was  able  to  evaluate 
!i  the  students’  progress  through  a com- 
prehensive oral  examination  technique. 
f;  Each  student  was  given  a twenty- 
ij  minute  interview  by  two  separate  facul- 
ty committees.  Each  member  of  the 
!<  committee  represents  a different  de- 
li partment.  One  of  the  objectives  of 
this  technique  was  to  see  how  well  the 
i student  was  integrating  the  material 
i presented  by  the  different  basic  science 


departments,  and  between  the  basic 
sciences  and  clinical  medicine.  When 
questions  were  chosen  which  pertained 
to  patients  presented  at  the  weekly 
conference,  where  the  correlating  was 
done  for  them,  the  students  did  quite 
well.  However,  when  other  examples 
were  used,  frequently  the  correlation 
was  entirely  missed. 

From  the  inception  of  this  program, 
there  has  been  full  faculty  support. 
They  have  shown  great  interest  in  the 
family  physician  concept  and  have  co- 
operated fully  in  every  possible  way. 
Without  such  support,  a program  of 
this  sort  could  not  hope  to  continue. 

Summary 

The  need  for  an  increase  in  the 
quantity  and  quality  of  family  phy- 
sicians has  been  reiterated. 

Reasons  for  failure  to  produce  more 
family  physicians  were  listed  as  lack 
of  interest  by  medical  schools;  failure 
of  faculty  support;  lack  of  role  models; 
failure  to  understand  the  “family  phy- 
sician concept;”  failure  to  teach  ambu- 
latory medicine;  and  lack  of  recogni- 
tion of  achievement. 

An  experiment  has  been  outlined 
and  discussed  which  is  designed  to 
overcome  all  but  the  last  of  these  dif- 
ficulties. 

The  major  objectives  of  this  pro- 
gram are  to  provide  a background  and 
understanding  of  family  practice  and 
to  “imprint”  the  student  with  the 
ambulatory  patient  as  his  first  taste  of 
clinical  medicine. 


The  family  physician  has  been  de- 
fined as  one  who  provides  primary, 
continuing,  and  comprehensive  care, 
within  the  limits  of  his  competence, 
to  the  whole  family;  and  who  loves 
them  as  individuals.  The  teaching 
method  employed  during  the  first  term 
at  The  Pennsylvania  State  University 
College  of  Medicine  has  been  ex- 
plained. 

Conclusions 

While  only  the  most  preliminary  of 
impressions  can  be  given  at  this  early 
stage  of  development,  and  these  are 
still  of  questionable  validity,  the  pro- 
gram so  far  has  been  enthusiastically 
accepted  by  patients,  students,  and 
faculty.  However,  some  problem  areas 
have  already  been  identified;  fortu- 
nately, these  seem  readily  remediable. 
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C.  Max  Lang , D.V.M.  and  Miss  Carole  Mancuso,  operating  room  supervisor, 
perform  surgical  procedure  in  primate  operating  suite.  Instrumentation  and  equipment 
used  in  human  hospitals  and  laboratories  are  also  used  for  the  animals. 


Animal  Research  Farm 


The  Milton  S.  Hershey  Medical 
Center  Animal  Research  Farm  is  con- 
sidered unique  because  of  its  location 
within  walking  distances  of  medical 
school  classrooms,  permitting  its  use 
by  medical  school  students.  It  is  being 
built  at  a cost  of  $2  million. 

When  operating  at  capacity  the  farm 
will  house  500  non-human  primates, 
100  dogs  and  several  thousand  smaller 
animals.  The  facility  will  be  used  for 
holding  and  breeding  lab  animals  and 
for  chronic  studies.  A 1,400  foot 
tunnel  links  the  farm  to  the  Central 
Animal  Quarters  in  the  school’s  basic 
medical  science  building.  This  per- 
mits transportation  of  animals  between 
the  two  sites  under  controlled  con- 


ditions in  all  kinds  of  weather. 

The  farm's  small  animal  wing  has 
quarantine  and  holding  rooms  ar- 
ranged on  a clean-dirty  corridor  sys- 
tem that  prevents  any  possible  cross 
contamination  of  diseases  from  one 
project  to  an  unrelated  project.  The 
door  arrangement  makes  it  impossible 
for  a person  to  enter  the  room  from 
a “dirty”  corridor. 

The  primate  support  area  has  two 
operating  room  suites,  a surgical  re- 
covery room  which  is  similar  to  a hos- 
pital intensive-care  unit,  sterile  supply, 
preparation  room,  and  a nursery  for 
baby  monkeys. 

The  animals  are  provided  with  auto- 
matic feeding  and  watering  systems. 


The  air  circulation  system  supplies  j 
each  room  with  100  per  cent  fresh  air 
every  five  minutes  at  a temperature  j 
of  72  plus  or  minus  two  degrees  and  j 
a relative  humidity  of  50  plus  or 
minus  10  per  cent.  Automatic  lighting  j 
provides  a standardized  amount  of 
light  in  all  seasons  of  the  year.  Cages  j 
are  designed  on  wheels  to  permit  easy  j 
and  frequent  washing  through  fully 
automatic  machines. 

Other  features  include  a special  diet 
kitchen;  primate  research  laboratories  I 
for  such  projects  as  cardiovascular  dis-  I 
ease,  social  behavior  and  hemody-  , ? 
namics;  diagnostic  laboratories;  and 
conference  and  seminar  rooms. 
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The  Animal  Research  Farm  con- 
tains four  kennels  of  twenty-five  dog 
pens  each  for  a total  capacity  of  one 
hundred  dogs.  Each  inside  pen  con- 
nects to  an  outside  run  through  a 
double-action  plexiglass  door.  Indoor 
portion  of  a dog  pen  (top  left)  shows 
self-feeder,  automatic  waterer  and  the 
plexiglass  door  leading  to  the  outside. 
There  are  twelve  monkey  cage  rooms 
at  the  Farm,  with  a large  indoor- 
outdoor  group  pen  adjacent  to  each 
cage  room.  The  vestibule  is  large 
enough  to  permit  an  individual  to  sit 
and  observe  behavioral  patterns.  Pic- 
tured (top  right)  is  the  monkey  cage 
room,  showing  the  connection  to  the 
indoor-outdoor  group  housing  pen. 
Mr.  Charles  Radle  (left),  animal  tech- 
nician, examines  a dog  in  one  of  the 
dog  research  laboratories. 
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Mr.  Harvey  Sonnon  ( top  left)  is 
shown  feeding  Rhesus  monkeys  in  a 
cage  in  the  monkey  cage  room.  The 
automatic  watering  system  is  shown 
above  the  door.  The  door  at  the  fat- 
end  leads  directly  into  the  vestibule 
of  the  indoor-outdoor  monkey  pen. 
Three  rooms  of  the  Small  Animal 
Wing  are  divided  into  six  quarantine 
cubicles.  AH  animals  are  quarantined 
upon  arrival  to  prevent  the  introduc- 
tion of  new  diseases  into  the  estab- 
lished colony.  Moveable  stainless  steel 
cages  house  rats,  mice,  rabbits,  cats, 
monkeys,  etc.  Bottom  left — a quar- 
antine cubicle  containing  a rack  of 
rabbit  cages 


Six  primate  research  laboratories  are 
located  across  the  corridor  from  the 
primate  holding  rooms.  Each  labora- 
tory has  only  basic  laboratory  furni- 
ture along  one  wall,  leaving  a maxi- 
mum amount  of  floor  space  available 
for  instrumentation.  Nancy  Freeland 
(top  right),  medical  technologist,  is 
shown  doing  chemical  analysis  in  a 
primate  research  laboratory.  Dr. 
Stephen  A.  Benjamin  (second  right), 
pathologist,  performs  a necropsy  on  a 
rat.  Complete  necropsies  are  per- 
formed in  the  event  of  an  unexpected 
death  to  determine  the  cause.  Histo- 
pathology,  clinical  chemistry  and 
microbiology  laboratories  are  avail- 
able for  diagnosis  in  the  Central  Ani- 
mal Quarters.  Mr.  Harry  Weber  (third 
right),  chief  animal  husbandman,  ex- 
amines a new  shipment  of  rats  in  the 
small  animal  receiving  room.  Mr. 
Robert  Patton  (bottom  right),  removes 
bedding  from  a rat  cage  tray  in  the 
cage  washing  area  before  washing  the 
cages. 


An  outside  view  of  the  dog  runs.  The  south  kennel  is 
used  for  the  quarantine  of  newly  arrived  dogs  and  the 
others  are  used  for  holding  dogs  on  long-term  projects. 


From  the  primate  cage  room  into 
the  vestibule,  the  large  door  can  be 
seen  in  open  position  on  the  left  and 
dosed  on  the  right,  showing  the  lo- 
cation of  the  double  action  plexiglass 
door.  Key  operated  locks  are  used 
on  the  doors  because  these  are  the  only 
kind  humans  can  open  and  monkeys 
can't. 
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1 Electric  coils  in  the  concrete  of  the  outdoor  run  melt  snow 
i and  ice  in  winter.  A separate  set  of  coils  in  the  concrete  of 
, the  indoor  pens  provide  warmth  and  comfort  for  the  dogs. 


An  overall  view  of  the  outdoor  monkey  pen.  The  con- 
crete floor  of  the  outdoor  pen  extends  to  a gutter  and  is 
sloped  to  facilitate  cleaning.  Perches  and  automatic  water- 
ing units  are  provided  in  the  indoor  pen  and  outdoor  run. 
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Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion—or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds, eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 

It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrato 
May  be  applied  without 
matting  of  hair. 
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Contraindications : Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base],  fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  tab 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazc 
TT  will  provide  the  well-known  peripheral  vasodilata 
tion  needed  in  patients  with  deficient  circulation  am 
with  a minimum  amount  (if  any)  of  “flushing.”  Also 
cerebrovascular  circulation  is  complemented  by  pen 
tylenetetrazol,  long-established  as  a cerebral  and  res 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunat( 
signs  of  senile  confusion.  Patients  become  more  alerl 


iged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 


Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 
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cardiovascular  briefs 


Part  II 


Selection  of  Patients  for  Cardiac  Surgery 


Should  we  consider  all  patients  suffer- 
ing from  congenital  heart  defects  as 
candidates  for  surgical  treatment? 

Dr.  Kuber:  No.  Surgical  treat- 

ment here  must  be  considered  in  the 
light  of  a critical  evaluation  of  each 
patient.  Many  also  have  other  con- 
genital anomalies,  and  these  must  be 
evaluated  in  terms  of  benefit  to  the  pa- 
tient as  a whole.  At  present,  the  lesions 
most  amenable  to  surgical  repair  are 
patent  ductus  arteriosus,  coarctation 
of  the  aorta,  persistent  atrial  defect 
(when  pulmonary  resistance  is  not  seri- 
ously elevated)  and  congenital  valvular 
stenosis.  We  should  also  include  the 
Tetralogy  of  Fallot  (when  the  desat- 
uration is  significant)  and  an  anom- 
alous left  coronary  artery.  Ventricular 
septal  defects  have  also  been  closed 
successfully.  However,  this  type  of 
congenital  cardiac  defect  may  close 
spontaneously. 

Should  surgical  correction  of  some 
congenital  cardiac  defects  be  deferred 
even  though  such  correction  is  re- 
garded as  desirable? 

Dr.  Schreader:  Yes.  When  a con- 
genital defect  is  discovered  and  it  is 
not  significantly  dynamic  at  the  time, 
surgical  repair  may  be  delayed  until 
the  child  is  more  mature.  In  coarcta- 
tion of  the  aorta,  for  example,  it  is 
often  desirable  to  wait  until  the  age  of 
ten.  provided  no  ill  effects  are  noted 
in  the  meantime. 

Are  all  patients  suffering  from  rheu- 
matic heart  disease  candidates  for  sur- 
gical correction? 

Dr.  McFadden:  No.  Generally, 

asymptomatic  patients  do  not  need 
surgery.  In  mitral  stenosis,  asympto- 
matic patients  regardless  of  hemo- 
dynamic status  need  not  be  operated 
unless  there  has  been  recurrent  em- 
bolization. At  present,  patients  with 
mitral  regurgitation  who  are  symp- 
tom-free or  who  are  distressed  only 


during  severe  exertion  are  not  to  be 
considered  for  surgical  treatment  even 
though  the  hemodynamics  are  dis- 
turbed. True  aortic  stenosis  in  chil- 
dren and  adolescents  without  hemo- 
dynamic change  need  not  be  operated 
immediately,  but  these  patients  should 
be  carefully  followed  by  the  cardio- 
logist. This  also  applies  to  adults 
although  here,  as  a result  of  different 
valve  changes,  operation  is  indicated 
sooner.  In  patients  with  aortic  regurgi- 
tation who  are  asymptomatic  or  mini- 
mally symptomatic,  surgical  repair  is 
not  an  emergency  measure. 

Is  the  patient  suffering  from  coronary 
artery  disease  ever  a candidate  for 
cardiac  surgery? 

Dr.  McGarry:  Two  types  of  pa- 

tients with  coronary  artery  disease  are 
candidates  for  cardiac  surgery:  First, 
those  amenable  to  revascularization 
procedures  that  are  carried  out  to  aug- 
ment coronary  flow,  and  next,  the  pa- 
tients who  have  coronary  disease  and 
develop  advanced  A-V  secondary  heart 
block,  S-A  block  or  complete  heart 
block.  Here  electrical  pacemaker 
transplantation  is  the  treatment  of 
choice.  In  addition,  the  patient  who 
developes  coronary  heart  disease  super- 
imposed upon  acquired  rheumatic 
disease  or  a congenital  cardiac  defect 
may  be  treated  surgically.  When 
the  underlying  heart  disease  has  been 
corrected  by  surgery,  it  is  to  be  hoped 
that  cardiac  output  will  be  augmented. 
Finally,  in  the  future  we  may  have  to 
consider  the  inplantation  of  an  artifical 
heart. 

What  criteria  are  useful  in  choosing  the 
type  of  surgical  treatment  for  the 
coronary  heart  disease  patient? 

Dr.  McGarry:  The  presence  of  in- 
creasing angina  or  recurrent  episodes 
of  acute  coronary  insufficiency  decide 
the  issue.  In  the  evaluation  of  these 
patients,  selective  coronary  arterio- 
graphy is  done  to  determine  the  ex- 


tent of  the  disease  process.  Its  use 
should  always  precede  surgical  treat- 
ment. The  ideal  candidates  are  young 
people  who  may  have  anomalies  of 
one  or  the  other  main  coronary  vessels 
or  their  subdivisions.  Again,  our  aim 
is  augmentation  of  the  blood  supply  to 
the  involved  area  of  heart  muscle. 

Are  patients  suffering  from  degenera- 
tive heart  disease  candidates  for  sur- 
gery? 

Dr.  McGarry:  Yes.  Here  we 

must  include  patients  suffering  from 
heart  block  (including  intermittent, 
sustained  or  paroxysmal  forms).  How- 
ever, regardless  of  etiology,  the  treat- 
ment remains  the  same.  Digitalis 
block  should,  of  course,  be  ruled  out 
before  the  use  of  an  artifical  pace- 
maker is  considered.  In  the  patients 
who  have  uncontrollable  arrhythmias 
and  in  whom  the  use  of  anti-ar- 
rhythmic drugs  has  been  unsuccessful, 
it  is  sometimes  necessary  to  employ 
surgical  measures.  Here  interruption 
of  the  common  Bundle  of  His  and  then 
implantation  of  a cardiac  pacemaker 
to  provide  an  adequate  ventricular  re- 
sponse for  the  degree  of  physical 
activity  the  patient  must  perform  is 
indicated. 

William  G.  Leaman,  Jr.,  M.D.  ques- 
tions Charles  J.  Schreader,  M.D.  and 
Michael  Etzl,  M.D.,  Nazareth  Hos- 
pital, Matthew  Kuber,  M.D.,  Holy 
Redeemer  Hospital,  John  McFadden, 
M.D.,  Lower  Bucks  County  Hospital, 
and  Thomas  McGarry,  M.D.,  Hahne- 
mann Hospital,  Philadelphia,  Pennsyl- 
vania. 

William  G.  Leaman,  Jr.,  M.D.,  Fel- 
low, Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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For  the  treatment  of  the  aging  patient 

apathy 
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forgetfulness 

confusion 
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A Gentle  Cerebral  Stimulant  and  Vasodilator 
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CEREBRO-NICIN^1  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazol© . .100  mg. 

Nicotinic  Acid... 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg. 

Niacinamide . 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazoie  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 
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Effectiveness  confirmed  by  another  double  blind  study * 


1. SUMMARY 

ANDROID 
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- ' 1 Sr xuii!  impotence  treatment  with  methyl  testosterone  - thyroid  ( ANDROID ) a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS -Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid, 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 


of  reproductive  organs  in 
, hypertension  unless  the 


Choice  of  4 strengths 

Android  Android-HP 


Android-K  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . 2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available : 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  5.0  mg. 

Thyroid  Ext.  (V2  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  . 12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 
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WITH  HIGH  POTENCY 
BC0MPIEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (Va  gr.)  15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  ...  2.5  mg 
Ethinyl  Estradiol  0.02  mg 
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Glutamic  Acid  50  mg, 

INDICATIONS  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
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dosage  below  300  mg.  of  testosterone 
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"When  you're  finished  with  baby, 
maybe  you  can  tell  me  what  I can  do  about  my  extra  pounds." 


Ill 
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Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects.- Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  361.3 


AY,  1968 


101 


PENNSYLVANIA 

MEDICINE 


continuing  education 


CHEST  DISEASES 

Courses  in  Bronchoesophagology; 

by  Temple  University  School  of  Medi- 
cine and  Hospital;  at  Temple  Uni- 
versity Health  Sciences  Center,  3401 
N.  Broad  St.,  Philadelphia;  Monday, 
October  14-25,  1968;  Monday,  Jan- 
uary 13-24,  1969,  Monday,  April  14- 
25,  1969.  Fee  for  course  $350.  Con- 
tact Charles  M.  Norris,  M.D.  or  Ga- 
briel F.  Tucker,  Jr.,  M.D.,  at  Chev- 
alier Jackson  Clinic,  Temple  Univer- 
sity Hospital,  3401  N.  Broad  St.,  Phil- 
adelphia 19140. 

GENERAL 

PREVENTIVE  MEDICINE 

The  Prevention  and  Early  Detection 
of  Disease  in  Clinical  Practice:  by  the 

American  College  of  Physicians  and 
University  of  Pennsylvania  School  of 
Medicine;  at  College  of  Physicians 
of  Philadelphia  Building,  19  S.  22nd 
St.,  Philadelphia;  Monday,  May  20-24, 
1968;  fees:  members  $60,  non-mem- 
bers $100.  Contact  Edward  C.  Rose- 
now,  Jr.,  M.D.,  American  College  of 
Physicians,  4200  Pine  St.,  Philadel- 
phia 19104. 

Symposium  on  Clinical  Nutrition: 
Obesity:  Principles  of  Dietotherapy; 

at  Mercy  Hospital,  Scranton,  Wednes- 
day, May  15,  1968;  9:30  a.m.  to 
noon;  AAGP  2 hours.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

INTERNAL  MEDICINE 

Frontiers  in  Gastroenterology;  by 

American  College  of  Physicians  and 
the  University  of  Pennsylvania  School 
of  Medicine;  at  Bellevue-Stratford 
Hotel,  Philadelphia;  Sunday  May  12- 
15,  1968;  fees:  members  $60,  non- 
members $100.  Contact  Edward  C. 
Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

Intensive  Care  and  Resuscitation 
(Second  Annual  Symposium  on  Acute 
Medicine);  at  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh;  Thurs- 
day, May  23-25,  1968;  fee  $100  (in- 
cludes lunches,  banquet  and  riverboat 
cruise.)  Contact  Postgraduate  Medi- 
cal Program,  University  of  Pittsburgh, 
1188  Scaife  Hall,  Pittsburgh  15213. 


Auscultation  of  the  Heart;  by  the 

American  College  of  Physicians  and 
Hahnemann  Medical  College  and  Hos- 
pital; at  The  Sheraton  Hotel,  Phil- 
adelphia; Monday,  May  27-29,  1968; 
fees:  members  $60,  non-members 

$100.  Contact  Edward  C.  Rosenow, 
Jr.,  M.D.,  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadel- 
phia 19104. 

Colitis  and  Enteritis;  at  Conemaugh 
Valley  Memorial  Hospital,  Johnstown, 
Tuesday,  May  28,  1968;  7:00  p.m.  to 
9:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia  19107. 

Disorders  of  Body  Water  and  Elec- 
rolytes;  by  Pennsylvania  Medical  So- 
ciety; at  Chatham  Center,  Pittsburgh; 
Sunday,  October  27-28,  1968;  fees  to 
be  announced.  Contact  J.  A.  Collins, 
Jr.,  M.D.,  Chairman,  Committee  on 
Convention  Program,  Pennsylvania 
Medical  Society,  Taylor  Bypass  and 
Erford  Road,  Lemoyne  17043. 

NEUROLOGICAL 

Course  in  Clinical  Electroencephal- 
ography; by  American  EEG  Society; 
in  San  Francisco,  California;  Monday, 
September  9-11,  1968.  Contact  Don- 
ald W.  Klass,  M.D.,  Mayo  Clinic, 
Rochester,  Minnesota  55901. 

OPTHALMOLOGY 

Management  of  Retinal  Detach- 
ment; by  University  of  Pittsburgh 
School  of  Medicine  and  Eye  and  Ear 
Hospital,  Pittsburgh;  Monday,  July 
2 9- August  2,  1968.  Course  limited  to 
Opthalmologists.  Fee  $250.  Contact 
W.  G.  Everett,  M.D.,  Eye  and  Ear 
Hospital,  230  Lothrop  Street,  Pitts- 
burgh 15213. 

PEDIATRICS 

Therapy  in  Pediatrics  (11th  Annual 
Seminar  in  Pediatrics);  by  Pediatric 
Department  of  Temple  University 
School  of  Medicine;  at  St.  Christo- 
pher’s Hospital  for  Children,  Philadel- 
phia; Tuesday,  May  14-17,  1968.  Fee 
$100  (includes  four  lunches  and  ban- 
quet.) Contact  John  B.  Bartram, 
M.D.,  St.  Christopher’s  Hospital  for 
Children,  2600  N.  Lawrence  Street, 
Philadelphia  19133. 


PUBLIC  HEALTH 

Infectious  Diseases — Global  Per- 
spective; at  St.  Luke’s  Hospital,  Beth- 
lehem, Thursday,  May  16,  1968;  9:30 
a.m.  to  noon;  AAGP  3 hours.  Fee 
$7.00.  Contact  John  H.  Killough,  [ 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

Infectious  Disease:  Mechanisms 

and  Manifestations;  by  American  Col- 
lege of  Physicians;  at  University  of 
Maryland  School  of  Medicine,  Balti- 
more; Wednesday,  June  19-21,  1968;  I 
fees:  members  $60,  non-members 

$100.  Contact  Edward  C.  Rosenow,] 
Jr.,  M.D.,  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia  J 
19104. 

SURGERY 

Surgical  Aspects  of  Chronic  Pul- 1 
monary  Disease;  at  Wilkes-Barre  Gen- 
eral Hospital,  Wilkes-Barre;  Thursday 1 
May  16,  1968;  9:00  a.m.  to  noon;| 
AAGP  3 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, j 
Philadelphia  19107. 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  by  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine and  Eye  and  Ear  Hospital;  Pittsm 
burgh;  Sunday,  May  19-25,  1968, 
Sunday,  September  15-21,  1968,  S«n-I 
day,  November  17-23,  1968.  Atten- 
dance limited  to  13  physicians.  Fee 
$500/ week.  Contact  Ralph  J.  Capar- 
osa,  M.D.,  3600  Forbes  Avenue,  Pitts-j 
burgh  15213. 

Microsurgery  of  the  Temporal  Bone;  I 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con-| 
tact  B.  J.  Ronis,  M.D.,  Temple. 

GENERAL 

Sexual  Problems  in  Clinical  Prac- 
tice; by  Lehigh  Valley  Medical  Asso-I 
ciation;  at  Holiday  Inn  East,  Route 
22,  Bethlehem;  Wednesday,  May  15,  [ 
1968;  10:00  a.m.  to  4:45  p.m.; 

AAGP  4Vi  hours.  Contact  Morgan 
D.  Person,  M.D.,  1336  Hamilton) 

Street,  Allentown  18102. 


• All  organizations  presenting  continuing  educa 
tion  programs  for  physicians  are  invited  to  list 
details  of  these  programs  in  Pennsylvania 
Medicine.  Programs  will  be  listed  up  to  one 
year  in  advance.  Information  must  be  submitted 
three  months  in  advance  to  assure  publication 
Please  submit  a separate  request  for  each  pro- 
gram. Continuing  Medical  Education  Publica 
tion  Request  forms  are  available  from  the  PMS 
Council  on  Scientific  Advancement,  Taylor  By- 
pass and  Erford  Road,  Lemoyne,  Pa.  17043. 
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PENNSYLVANIA  MEDICINE 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 


(norethindronelmg.  c mestranol  005mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure,  ] 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  Th< 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may  1 
mask  the  onset  of  the  climacteric.  I 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted.  | 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving] 
oral  contraceptives:  nausea,  vomit 
ing,  gastrointestinal  symptoms  (sui] 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma 
breast  changes  (tenderness,  enlarge 
ment  and  secretion),  change  in  wei| 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretij 
suppression  of  lactation  when  give 
immediately  postpartum,  cholestati 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptibly 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral  ' 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chang 
in  libido,  changes  in  appetite,  cystiti 
like  syndrome,  headache,  nervousn 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  no 
sum,  hemorrhagic  eruption,  itchin 
The  following  occurrences  have  be 
observed  in  users  of  oral  contracep 
tives  (a  cause  and  effect  relationsh 
has  been  neither  established  norci 
proved):  thrombophlebitis,  pulmon 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic] 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  an 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination 


an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms . . . (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


-r  ► ' 
. . 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


- . . ?v'-‘  • 
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Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


HonnvFl 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


lmg 


05mg) 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  Be- 
cause of  the  possibility  of  progre: 
sion  of  renal  damage,  periodic 
determination  of  the  BUN  is  indi- 
cated. Discontinue  if  the  BUN  rise 
or  liver  dysfunction  is  aggravated  5 
Hepatic  coma  may  be  precipitate1 
Electrolyte  imbalance,  sodium  an  <■, 

or  potassium  depletion  may  occu 

If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton  sno1 
be  discontinued  and  potassium 
supplements  given,  provided  tltw|J  ( 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed  Hygroton 
to  get  rid  of  the  edema. 

Andyoufoundthat  Hygroton 
is  not  only  usually  effective; 
it  frequently  costs  less  than 
other  equivalent  therapy. 


Now  she 
shows  them 
in  public. 


Hygroton'  Geigy 

chlorthalidone 


1 


foes  not  have  marked  oli- 

■jicial  care  in  cirrhosis  or 
e chemic  heart  disease  and 
fts  receiving  corticoste- 
TH,  or  digitalis.  Salt  re- 
is  not  recommended, 
factions:  Nausea,  gastric 
itlil,  vomiting,  anorexia,  con- 
i#  and  cramping,  dizziness, 
|s,  restlessness,  hypergly- 
peruricemia,  headache, 
ramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(BJR46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


A nice  way  to  treat  the  Mrs. 
Larsons  in  your  practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
And  you  can’t  prescribe 
it  for  patients  with  hyper- 
sensitivity to  the  drug  or 
severe  renal  or  hepatic 
diseases.  Before  writing  it 
for  your  patients,  please 
check  the  prescribing 
information.  It’s  summa- 
rized below. 


o 

O' 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


...but  her  other  symptoms: 

depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIL™ 

AMITRIPTYLINE  HC1 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  with 
package  or  available  on  request. 

f£>  MERCK  SHARP  &D0HME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


m anorectic  will  help  her  lose  weight- 
out  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 

DESOXYN®  Gradumet” 

f~1  ■ £3  SI 

3 ontrol  plus  mood 
devotion 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

5 mg.  10  mg.  15  mg 

tyr  patients  who  cant 

DESBUTAE  10  Gradumet 

,3.  t ) 

ake  plain  amphetamine 

10  mg.  Methamphetamine  Hydrochloride, 
60  mg.  Sodium  Pentobarbital 

FRONT  SIDE 

DESBUTAL  15  Gradumet 

a.  j 

15  mg.  Methamphetamine  Hydrochloride, 
90  mg.  Sodium  Pentobarbital 

FRONT  SIDE 

The  Program 


Veight  Control  Booklet 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 
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7ood  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she's  doing. 
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lease  see  BrieJ  Summary 
j!  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  801444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
DESOXYN*Gradumet* 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBUTAL 10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions , Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism,  old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  isoften  transient. 
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Booklets:  Report  of  the  Committee  on  Medical  Education, 
available  from  Dr.  Lewis  Thomas,  Committee  on  Medical 
Education,  c/o  New  York  University  School  of  Medicine, 
550  First  Avenue,  New  York,  N.Y.  10016.  . . .Emphy- 
sema, the  Battle  to  Breathe,  may  be  purchased  from  the 
U.S.  Government  Printing  Office,  Washington,  D.C.  20402 
at  35c  per  copy  . . . Continuing  Professional  Education 
Programs  of  Voluntary  Health  Agencies,  gratis  from  the 
AMA  Council  on  Voluntary  Health  Agencies,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610  . . . The  Ex- 
tended Care  Facility,  90c  per  copy  from  the  AMA  Order 
Department,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  . . . Trends  Affecting  Program  Planning  in 
Easter  Seal  Societies,  available  at  $1  per  copy  from  Care) 
and  Treatment  Service,  National  Easter  Seal  Society,  2023 
West  Ogden  Avenue,  Chicago,  Illinois  60612.  . . . 
Federal  Programs  Assisting  Children  and  Youth,  single 
copies  available  on  request  from  the  Children’s  Bureau, 
Room  4320,  Department  of  Health,  Education  and  Wel- 
fare, Washington,  D.C.  20201. 

Pamphlets:  Infertility,  10c  per  copy  from  the  AM/ 

Order  Department,  535  North  Dearborn  Street,  Chicago,! 
Illinois  60610.  . . . Color  is  Only  Skin  Deep,  single! 
copies  on  request  from  the  AMA  Committee  on  Cutaneous! 
Health  and  Cosmetics,  535  North  Dearborn  Street,  Chicago, | 
Illinois  60610. 
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A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue: 
serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 
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Associate  Surgeon,  Massachusetts  Eye  and  Ear  Infirmary,  Boston,  Massachusetts 
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adenoids  ( enlarged ) 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache’’ instead  of  a "screaming  earache’’  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.’’ 

the  first  sign  of  a nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 

;i  The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 

1 or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
J adenoiditis.  When  the  infection  heals  there  may  be 
I scarring  in  the  middle  ear  mucosa.  Mucous  glands 
develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
•pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
•iand  to  provide  drainage  from  the  middle  ear.  Often 
this  can  be  accomplished  by  decongestants  and  nose 
: drops.  If  large  obstructing  adenoids  are  present  they 
should  be  removed.  Sinusitis  should  be  treated  with 
oral  decongestants  or  nose  drops,  plus  antibiotics 
Iwhere  indicated.  Nasopharyngeal  tumors  should  be 
treated.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 

■ 

If  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
|done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
I be  done  in  the  office  without  anesthesia.  It  is  no 
imore  painful  than  an  intravenous  needle  for  a blood 
I test.  A good  safe  topical  anesthetic  has  a tremen- 
;dous  psychological  value  to  the  patient.  Children 
(under  the  age  of  1 require  no  anesthesia.  Between 
I the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
Isential  although  a general  anesthetic  may  be  used  to 
I avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
'Same  time  as  the  adenoidectomy  if  the  adenoids  are 
enlarged.  Once  drainage  has  been  established  with 
'decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
out  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine” 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC  SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  y2  tsp.;  Children  6-12,  1 
tsp. ; Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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When  eating  fads 
of  teens  or  tots 
Lead  to  a sudden 
case  of  “trots” 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

* Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (V4  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


show  your  CADUCEUS 


ROEDEL  DISTRIBUTING  CO. 

P.  0.  Box  218  • Ligonier,  Pa.  15658 


PERFECT  FOR  YOUR  L $11:  Cf| 
HOME  OR  OFFICE  f 


ALSO  AVAILABLE  WITH  PLAQUE  BACK  FOR 
MOUNTING  ON  WALLS, 

AUTO  BUMPERS  ETC. 


\ s 13.50 


100% 

Handcrafted, 
brass,  cast. 


Height  5%" 
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202nd  Annual  Meeting  of  The  Medical  Society  of  New 
Jersey,  May  18-22,  1968,  Haddon  Hall,  Atlantic  City, 
New  Jersey. 

Annual  Spring  Seminar  on  Mental  Disease  of  the  Uni- 
versity of  Pittsburgh  School  of  Pharmacy,  May  18, 
19,  26,  1968  at  Scranton,  Philadelphia  and  Harris- 
burg. 

International  Congress  of  Ultrasonography,  WiUs  Eye  Hos- 
pital and  Temple  University  School  of  Medicine, 
May  23-25,  1968,  Wills  Eye  Hospital,  Philadelphia. 

Pollution  Control  Instrumentation  Symposium  and  Ex- 
hibit, Instrument  Society  of  America,  May  19-22, 
1968,  Marriott  Motor  Hotel,  Philadelphia. 

Twentieth  Annual  Meeting  of  the  Pennsylvania  Allergy 
Association,  May  24-26,  1968,  Allenberry  on  the 
Yellow  Breeches,  Boiling  Springs. 

Pennsylvania  Radiological  Society,  May  24-25,  1968,  Po- 
cono  Manor. 

86th  Annual  Meeting,  Lehigh  Valley  Medical  Association, 
Holiday  Inn  East,  Bethlehem,  May  15-16,  1968. 

Workshop  on  Office  Management  of  Cigarette  Smoking, 
May  29,  1968,  Philadelphia  County  Medical  Society 
headquarters,  Philadelphia. 

Sixth  Annual  Meeting,  Pennsylvania  Society  of  Internal 
Medicine,  May  17-19,  1968,  Seven  Springs  Mountain 
Resort,  Donegal. 


PENNSY  LVANIA 

MEDICINE 


obituaries 


Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O Jay  B.  Rudolphy,  Wayne;  Co- 
lumbia University  College  of  Phy- 
sicians and  Surgeons,  1915;  age  81; 
died  February  25,  1968.  We  have  re- 
ceived no  information  regarding  sur- 
vivors. 

O Felix  S.  Shubert,  Erie;  University 
of  Maryland  School  of  Medicine, 
1921;  age  70;  died  February  15,  1968. 
Dr.  Shubert  was  the  Erie  City-County 
Health  Director.  He  was  regarded  as 
the  man  who  almost  single-handedly 
conducted  Erie’s  war  against  polio  in 
the  days  before  the  Salk  and  Sabin 
vaccines.  Surviving  are  his  wife,  a 
son  and  one  grandson. 

O D.  Allison  Walker,  Dallas,  Texas; 
University  of  Pittsburgh  School  of 
Medicine,  1905;  age  92;  died  February 
15.  1968.  Dr.  Walker  was  on  the  staff 
of  Torrance  State  Hospital  for  thirty- 
five  years.  He  is  survived  by  a son,  a 
daughter,  five  grandchildren  and  seven 
great-grandchildren. 

Stanley  P.  Reimann,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1913;  age  76;  died  February 
21,  1968.  Dr.  Reimann  was  director 
emeritus  of  the  Institute  for  Cancer 
Research  at  Fox  Chase.  He  founded 
the  Institute,  formerly  known  as  the 
Lankenau  Hospital  Research  Institute 
in  1925.  Surviving  are  his  wife,  two 
daughters  and  six  grandchildren. 

Sidney  M.  Reich,  Wyoming;  St. 
Louis  University  School  of  Medicine, 
1935;  age  61.  We  have  received  no 
information  regarding  survivors. 

O Charles  A.  Reher,  Jr.,  Clinton; 
University  of  Pittsburgh,  School  of 
Medicine,  1932;  age  63;  died  February 
2,  1968.  Dr.  Reher  was  formerly  on 
the  staff  of  Sewickley  Valley  Hospital. 
He  is  survived  by  his  wife,  a son  and  a 
daughter. 

Edward  M.  Phillips,  Pittsburgh; 
Temple  University  School  of  Medi- 
cine, 1932;  age  60;  died  February  28, 
1968.  Dr.  Phillips  was  a member  of 
the  Academy  of  General  Practice  and 
on  the  staffs  of  South  Side  and  St. 
Clair  Memorial  hospitals.  He  is  sur- 
vived by  his  wife,  two  sons,  his  mother, 
a sister  and  a brother. 

Thomas  Parran,  Shadyside;  George- 
town University  College  of  Medicine, 
1915;  age  75;  died  February  15,  1968. 
Dr.  Parran  was  the  first  dean  of  the 


University  of  Pittsburgh  Graduate 
School  of  Public  Health  and  served 
twelve  years  as  surgeon  general  of  the 
United  States.  He  was  the  recipient  of 
the  World  Health  Organization  As- 
sembly’s Leon  Bernard  Foundation 
Award.  Survivors  include  four  sons, 
a sister,  a brother  and  thirteen  grand- 
children. 

O Thomas  M.  McLenahan,  Pitts- 
burgh; University  of  Pittsburgh  School 
of  Medicine,  1933;  age  60;  died  Febru- 
ary 17,  1968.  Dr.  McLeahan  is  sur- 
vived by  his  wife  and  a son. 

O Donald  Macfarlan,  Ardmore; 
University  of  Pennsylvania  School  of 
Medicine,  1911;  age  83;  died  February 
2,  1968.  Dr.  Macfarlan  is  survived  by 
a brother. 

Thomas  U.  Johnson,  Mt.  Jewett; 
Baylor  University  School  of  Medicine, 
1942;  age  53;  died  January  16,  1968. 
We  have  received  no  information  re- 
garding survivors. 

O Stanley  E.  Harris,  Delanco,  N.J.; 
University  of  Pennsylvania  School  of 
Medicine,  1923;  age  74;  died  (no 
date).  Dr.  Harris  is  survived  by  his 
wife  and  a son. 

Paul  W.  Frazer,  Warren;  University 
of  Pittsburgh  School  of  Medicine, 
1946;  age  46;  died  February  25,  1968. 
Dr.  Frazer  was  a past-president  of  the 
Warren  County  Medical  Society.  His 
wife  and  three  children  survive. 

O Clyde  W.  Conn,  Uniontown;  Col- 
lege of  Physicians  and  Surgeons 
(Maryland),  1908;  age  84;  died 
February  25,  1968.  Dr.  Conn  was 
a physician  for  H.  C.  Frick  Coke  Co. 
and  U.S.  Steel  Corporation  for  fifty- 
two  years.  Surviving  are  a son,  a sister 
and  four  grandchildren. 

Calogero  Capizzi,  Indiana;  Univer- 
sity of  Naples  Medical  School,  Italy, 
1915;  age  84;  died  February  14,  1968. 
Dr.  Capizzi  is  survived  by  his  sister, 
a brother,  a niece  and  several  nephews. 

Norman  W.  Bailey,  Wayne;  Temple 
University  School  of  Medicine,  1952; 
age  41;  died  February  9,  1968.  We 
have  received  no  information  regard- 
ing survivors. 

William  M.  Donovan,  Scranton; 
University  of  Pennsylvania  School  of 
Medicine,  1916;  age  75;  died  Feb- 
ruary 4,  1968.  Dr.  Donovan  served 
in  the  medical  corps  during  World 
War  I and  as  an  instructor  in  medicine 


at  the  University  of  Wisconsin.  Sur- 
viving are  his  wife,  three  sons  and  four 
grandchildren. 

Michael  Cammarata,  Woodville; 
University  of  Pittsburgh  School  of 
Medicine,  1924;  age  68;  died  Feb- 
ruary 6,  1968.  Dr.  Cammarata  is  sur- 
vived by  his  wife,  a daughter  and  a 
brother. 


Morris  J.  Goldman,  Penn  Valley; 
Hahnemann  Medical  College,  1952; 
age  39,  died  January  28,  1968.  Dr. 
Goldman  was  director  of  psychiatric 
in-patient  service  at  Hahnemann  Med- 
ical College  and  Hospital  and  asso- 
ciate professor  of  psychiatry  at  the 
College.  He  served  with  the  U.  S. 
medical  corps  and  was  a diplomate 
of  the  American  Board  of  Psychiatry. 
Surviving  are  his  wife,  a son,  two 
daughters,  his  father  and  a sister. 


John  H.  Dugger,  Philadelphia;  Jeff- 
erson Medical  College,  1925;  age  67; 
died  February  3,  1968.  Dr.  Dugger 
was  formerly  the  director  of  gyne- 
cology at  Stetson  Hospital  and  Episco- 
pal Hospital.  He  is  survived  by  his 
wife,  two  sons,  a daughter,  two  sisters, 
two  brothers  and  four  grandchildren. 

William  L.  Crawford,  Dillsburg; 
Hahnemann  Medical  College,  1904; 
age  88;  died  April  2,  1968.  Dr.  Craw- 
ford served  with  the  Medical  Corps 
during  World  War  I.  He  is  survived 
by  his  wife,  a daughter  and  two  grand- 
children. 


O Edward  C.  Dankmyer,  St.  Marys; 
Jefferson  Medical  College,  1927;  age 
67;  died  March  5,  1968.  Dr.  Dank- 
myer served  as  a physician  for  forty- 
one  years  and  was  a radiologist  at 
Andrew  Kaul  Memorial  Hospital.  1 
Survivors  include  his  wife,  two  sons, 
two  daughters,  his  mother,  two  sisters 
and  three  grandchildren. 


RETRACTION 
Pennsylvania  Medicine,  on 
page  107  of  the  April  1968  edi- 
tion, erroneously  reported  the 
death  of  Roland  D.  Porter,  M.D., 
of  Abington.  Pennsylvania 
Medicine  is  pleased  to  inform 
its  readers  that  Dr.  Porter,  al- 
though retired  from  practice,  is 
very  much  alive  and  has  been 
availing  himself  of  the  nutrients 
of  Florida  sunshine. 
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Jonathan  M.  Wainwright,  M.D. 


ANNUAL  MEETING 

WAINWRIGHT 

TUMOR  CLINIC  ASSOCIATION 
OF  PENNSYLVANIA 

Wednesday,  May  15,  1968 
Philadelphia  County  Medical  Society  Building 
21st  and  Spring  Garden  Streets 

Registration  8:30  a.m.  Adjournment  4:30  p.m. 

ALL  PHYSICIANS  WELCOME 

No  Registration  Fee 


The  program  will  be  devoted  to 
jcancer  problems  and  speakers  will  be 
[authorities  in  the  field  of  oncology. 

Speakers  will  include:  Ronald 

Raven,  O.B.E.,  T.D.,  F.R.C.S.,  Di- 
rector of  the  Department  of  Surgery, 
Royal  Marsden  Hospital,  London, 
England. 

Alfred  A.  Gellhorn,  M.D.  recently 
appointed  dean  of  the  University  of 
Pennsylvania  School  of  Medicine. 

N.  Henry  Moss,  M.D.,  Assistant 
IProfessor  of  Surgery,  Temple  Uni- 
versity Hospital  and  Medical  School 


and  President  of  the  Wainwright  Tu- 
mor Clinic  Association. 

Charles  A.  Waltman,  M.D.,  Past 
President  of  the  Wainwright  Tumor 
Clinic  Association  and  Director  of  the 
Tumor  Clinic,  Easton  Hospital. 

The  Wainwright  Tumor  Clinic  As- 
sociation of  Pennsylvania  is  an  Asso- 
ciation of  tumor  clinic  directors  and 
other  physicians  with  a special  interest 
in  cancer.  It  was  organized  as  the 
Pennsylvania  Tumor  Clinic  Associa- 
tion in  1930  at  a meeting  of  tumor 
clinic  directors  held  at  Jefferson  Medi- 
cal College.  Jonathan  M.  Wainwright. 
M.D.  was  the  first  president  and  con- 


tinued in  this  office  until  his  death  in 
1934.  After  his  death  the  name  was 
changed  to  honor  the  man  who  in- 
spired the  tumor  clinic  program  in 
Pennsylvania. 

Membership  in  the  Wainwright 
Tumor  Clinic  Association  is  by  in- 
stitution and  by  individual  doctors  of 
medicine.  Sixty-five  hospitals  are  mem- 
bers and  there  are  66  individual  mem- 
bers. 

Information  concerning  membership 
and  a program  of  the  annual  meeting 
may  be  had  by  writing  the  Executive 
Secretary,  Hugh  R.  Gilmore,  Jr.,  M.D., 
Box  90,  Harrisburg,  Pennsylvania. 


AMERICAN  CANCER  SOCIETY 


PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Division  of  the  American  Cancer  Society,  and  the  Cancer 
pontrol  Section,  Pennsylvania  Department  of  Health. 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  ye- 
of  age. 

Adverse  Reactions:  Dryness  of  the  (L 
mouth,  tachycardia,  constipation,  di:  L 
turbances  of  accommodation,  sweat 
ing,  dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors,  hj 
rare  cases  of  falling  in  elderly  pa-  fe 
tients,  confusional  states  (with  such  I'- 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis 
schizophrenics  and  agitation  (indue 


When 
a milestone  in  life 
is  marred 
by  depression... 


in  hypomanic  and  manic  episodes) 
w ch  may  require  dosage  reduction 
ai  /or  addition  of  a tranquilizer  or 
te  porary  discontinuation  of  the  drug, 
eieptiform  seizures,  orthostatic 
h;otension  and  substantial  blood 
pissure  fall  in  hypertensive  patients, 
poura,  transient  jaundice,  bone  mar- 
re  depression  including  agranulocy- 
tos,  sensitization  and  skin  rash 


ir  uding  photosensitization,  eosino- 
P'.ia,  and  mild  withdrawal  symptoms 
o?;udden  discontinuation  after  pro- 
lo  jed  treatment  with  high  doses. 

0 asional  hormonal  effects  (im- 
Ppnce,  decreased  libido,  and  estro- 
ge|ic  effects)  may  be  observed. 

Ai  .pine-like  effects  may  be  more 
prtounced  (e.g.  paralytic  ileus)  in 
sti:eptible  patients  and  in  those 
usg  anticholinergic  agents  (includ- 
inantiparkinsonism  drugs). 

Onatient  Adult  Dosage:  Initially, 

75 ig.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
<B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter... she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents;  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 


Tofranil* 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals  3 

Division  of  Geigy  Chemical  Corporation  3 

Ardsley,  New  York  10502  o 
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PHYSICIANS  WANTED 

Physical  Medicine  & Rehabilitation 

— Approved  three  year  university  resi- 
dency in  a rapidly  expanding  inte- 
grated multi-hospital  program.  Com- 
prehensive inpatient  and  outpatient 
PM&R  services  including  clinics,  elec- 
trodiagnosis and  consultation.  Facili- 
ties include  800-bed  university  hospital 
with  PM&R  inpatient  unit,  700-bed 
general  hospital,  160-bed  comprehen- 
sive rehabilitation  hospital  and  other 
smaller  affiliated  hospitals.  Six  full- 
time physiatrists  and  numerous  other 
staff  medical  specialists  supervise  all 
aspects  of  training  program.  Oppor- 
tunities to  pursue  other  graduate  de- 
gree concurrent  with  residency.  Com- 
plete research  facilities  include  an  in- 
tegrated Biomedical  Engineering  Re- 
search Center.  The  program  is  flexible 
and  can  be  individually  tailored.  An 
unusual  opportunity  to  grow  with  a 
growing  program.  Stipends  begin  at 
$6,300.  Apartment  and  other  compen- 
sations available.  For  further  details 
contact:  Dr.  Leonard  D.  Policoff, 
Krusen  Rehabilitation  Center,  Temple 
University  Hospital,  Broad  and  On- 
tario Streets,  Philadelphia,  Pa.  19140. 

General  Practitioners — Excellent  op- 
portunities available  in  Central  Penn- 
sylvania community.  Academic  med- 
ical facilities  developing  nearby;  con- 
sidered outstanding  outdoor  sports 
area.  Write  Hugh  J.  Rogers,  M.D., 
Bellefonte,  Pa.  16823. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  general  medicine,  internal  medicine, 
obstetrics,  gynecology,  pediatrics,  sur- 
gery, contact:  A.  W.  Mayer,  Ad- 

ministrator, The  Titusville  Hospital, 
Titusville,  Pa.  (814)  822-2291. 

Physicians  Wanted — Male  and  Fe- 
male. Licensed,  for  children’s  camps, 
July  and  August.  Good  salary,  free 
placement;  350  member  camps.  Write 
Department  P,  Association  Private 
Camps,  55  W.  42nd  Street,  New  York, 
N.Y.  10036,  phone  (212)  OX  5-2656. 

General  practitioner  as  associate  or 

partner  in  well  established  practice  in 
rural  central  Pennsylvania  town.  Near 
good  hospital  and  colleges.  Contact 
J.  W.  Allwein,  M.D.,  51  Parsonage 


Street,  Newville,  Pa.  17241.  Phone 
(717)  776-3215. 

Psychiatrist-Practitioner — 1602-bed, 
predominately  NP,  salary  up  to  $23,- 
921  depending  upon  qualifications, 
licensure  any  state,  annual  leave  30 
days,  excellent  retirement,  health,  life 
insurance  plans  and  teaching  oppor- 
tunity through  the  Jefferson  Medical 
College  affiliation.  Can  pay  moving 
expense.  Equal  opportunity  employer. 
Write:  Director,  VA  Hospital, 

Coatesville,  Pa.  19320. 

Emergency  Room  physicians  needed 

for  full-time  staffing.  Ideal  for  the  new 
graduate  or  for  the  experienced  physi- 
cian wishing  to  slow  down.  Write  Ad- 
ministrator, Sharon  General  Hos- 
pital, Sharon,  Pa. 

Emergency  Department  Physician — 

Pennsylvania  license  required,  40  hour 
week,  $2000  monthly  guaranteed, 
P.E.D.S.A.,  Rochester  General  Hos- 
pital, Rochester,  Pa.  15074. 

Physicians — Part  or  full  time.  Stu- 
dent and  employe  health  service,  Medi- 
cal school  hospital  affiliation.  Faculty 
appointment.  Salary  commensurate 
with  qualifications.  Submit  curriculum 
vitae.  J-77,  P.  O.  Box  2066,  Phila- 
delphia, Pa.  19103.  An  equal  oppor- 
tunity employer. 

One  or  two  general  practitioners 
wanted  to  take  over  large  general  and 
hospital  practice  in  western  Penna. 
Net  income  $3,000.00  plus  per  month. 
Investigation  invited.  Write  Depart- 
ment 524  Pennsylvania  Medicine. 

Emergency  Room  Physician — One 

to  complete  24-hour  coverage  for  350- 
bed  hospital.  42-hour  week,  vacation, 
sick  time,  fringe  benefits,  salary  open. 
Pennsylvania  license  required.  Write 
details  of  training  and  experience  to 
A.  C.  Seawell,  Administrator,  Butler 
County  Memorial  Hospital.  Butler, 
Pennsylvania  16001. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  IV2 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 


House  physician  for  202-bed  gen- 
eral hospital,  located  in  a growing 
university  community,  55  miles  from 
Pittsburgh.  Rotate  services  with  other 
house  physicians.  Pennsylvania  li- 
cense required.  An  excellent  intro- 
duction to  a community  with  good 
practice  opportunities.  Contact  Ad- 
ministrator, Indiana  Hospital,  Indi- 
ana, Pa.  15701. 

Physician — with  Pennsylvania  li- 
cense, for  daytime  coverage  of  acci- 
dent ward.  Salary  open.  Contact 
Administrator,  St.  Agnes  Hospital, 
Philadelphia,  Pa.  19145.  Telephone 
(215)  HO  5-2500. 

Physician — For  Emergency  Room 

service  only.  Monday  thru  Friday,  8 
a.m.  to  5 p.m.  and  Saturday  8 a.m.  to 
noon.  Pennsylvania  licensure  required. 
$12,000  per  year.  For  details,  contact 
Norman  W.  Skillman,  Director,  The 
Chester  County  Hospital,  West  Ches- 
ter, Pennsylvania. 

Wanted:  Full  time  industrial  physi- 
cians for  permanent  employment  in 
du  Pont  Company  plants  in  various 
states.  Career  positions.  Excellent  op- 
portunity. General  practitioners  pre- 
ferred. Salary  open.  Immediate  open- 
ings. An  equal  opportunity  employer 
— male/ female.  Call  collect  or  write 
to:  C.  A.  d’  Alonzo,  M.D.,  Medical 
Director,  E.  I.  du  Pont  de  Nemours 
and  Company,  11400  Nemours  Build- 
ing, Wilmington,  Delaware  19898, 
(302)  774-6234. 

Physicians  for  part-time  employ- 
ment (weekly  or  bi-weekly)  three 
hours,  new  federal  employees  health 
clinic  expected  to  open  August  1968, 
new  federal  building,  Harrisburg,  Pa. 
Licensure  (any  state)  required.  Non- 
discriminatory  employer.  Apply  Di- 
rector, VA  Hospital.  Lebanon,  Pa. 
17042. 

Internists,  general  practitioners,  radi- 
ologists wanted  to  group  medical  prac- 
tice in  inter-city  Philadelphia.  Prefer 
those  interested  in  social  change.  Com- 
petitive salary,  fringe  benefits  and 
faculty  appointment  to  medical  school 
for  qualified  physicians.  Please  con- 
tact Dr.  Hale  Cook,  3450  North  17th 
Street,  Philadelphia,  Pa.  19140. 
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Rotating  Internship — 266-bed  gen- 
eral hospital,  center  city  Philadelphia, 
offers  ten  rotating  internships.  Active 
affiliation  with  university  medical 
center,  full-time  directors  of  education 
in  medicine  and  surgery.  Monthly 
stipend  $525  married  and  $500  single 
plus  partial  maintenance.  Write  De- 
partment 522  Pennsylvania  Medi- 
cine. 

General  practitioner  to  associate 

with  3-man  partnership  in  busy  family 
practice  in  Lancaster  County.  Good 
colleges  and  hospitals.  Salary  first 
year.  Full  partnership  available.  Con- 


tact R.  O.  Swan,  M.D.,  23  South 
Broad  Street,  Lititz,  Pa.  (717)  626- 
2167. 

Tired  of  the  rat  race?  Will  you  ex- 
change the  large  estate  you  are  amass- 
ing for  decent  salary  and  chance  to 
live?  Physicians  needed  for  medical 
care  of  patients  at  mental  hospital 
fourteen  miles  from  Pittsburgh.  Vaca- 
tion, sick  leave,  plus  cultural,  educa- 
tional and  spectator  sports  advantages 
of  a big  city.  R.  F.  Downey,  M.D., 
Director,  Mayview  State  Flospital, 
Bridgeville,  Pa.  15017.  (412)  343- 
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in  my  opinion 


Gout  — Revisited 


A time  honored  disease  has  found  its  way  into  his- 
tory as  a feature  of  classic  literature.  It  is  often  repre- 
sented in  the  form  of  the  plethoric  overfed  male  with 
the  unright  leg,  and  unfortunately  has  continued  to  live 
in  the  mind  of  many  a physician  in  this  form. 

Although  the  clinical  manifestations  of  gout  are  often 
a peripheral  arthritis,  it  has  recently  been  reiterated  that 
the  disease  may  involve  any  joint  including  on  occasion  the 
intervertebral  joints,  sacroiliac  joint,  and  the  costal  artic- 
ulations. Thus,  rarely  it  may  represent  the  etiology  of 
sacroiliac  arthritis,  sciatica,  or  various  forms  of  chest 
pain.  In  the  past  few  months  I have  had  the  opportunity 
to  observe  each  of  these  associated  with  an  elevated  uric 
acid  and  responding  to  adequate  gout  therapy. 

In  addition  to  the  joint  involvement,  it  must  not  be 
forgotten  that  gout  is  a generalized  metabolic  disease  in- 
volving purine  metabolism  either  as  a primary  derangement 
or  secondary  manifestations  of  hematologic  disease.  As  a 
result  uric  acid  is  over  produced  and  excreted  in  excess, 
finding  its  way  to  many  body  tissues.  Dietary  management 
of  the  disease  has  thus  been  traditionally  directed  to  reduc- 
ing purine  intake  with  only  variable  success.  Controlled 
studies  recently  have  shown  that  there  is  little  relation 


between  diet  and  gouty  attacks — rather  it  has  been  found 
that  reduction  of  alcohol  intake  is  much  more  effective. 

From  a therapeutic  point  of  view,  gout  has  perhaps  a 
greater  array  of  rational  approaches  to  treatment  than  any 
other  disease.  Excretion  of  uric  acid  can  be  encouraged 
by  use  of  uricosuric  agents  such  as  probenecid.  Its  pro- 
duction can  be  reduced  at  the  cellular  level  by  interferring 
with  metabolism  as  is  done  by  the  every  effective  agent, 
colchicine.  This  time  honored  drug  appears  also  to  work 
non-specifically  to  reduce  the  inflammatory  reaction.  The 
disease  responds  to  non-specific  anti-inflammatory  agents, 
primarily  cortico-steroids.  Finally,  we  have  available  a 
most  effective  agent,  allopurinal,  which  has  been  shown 
to  block  uric  acid  production  in  purine  metabolism  itself. 

Thus,  we  see  a new  awakening  to  a disease  which  appears 
to  be  more  common  than  formerly  thought  and  assumes  a 
variety  of  guises.  Our  understanding  is  ever  increasing 
and  our  therapeutic  regime  remarkably  complete.  The 
importance  of  considering  gout  in  every  difficult  differential 
is  self  evident. 

W.  L.  Underhill,  M.D. 
from  The  Stethoscope 
Erie  County  Medical  Society 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney- rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth -dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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theRLibrium  effect” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs ) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema, 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— 
Adults;  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  LibritabsT  M- 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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FEES  MAY  ESCAPE  RIBICOFF  SCRUTINY  Physicians  fees,  a prime  tar- 
get of  labor  leaders , may  not 

figure  as  largely  in  health  care  cost  investigations  on  Capitol  Hill 
as  first  expected.  First  round  of  hearings  did  not  hit  hard  at  this 
aspect  of  medical  costs.  The  Senate  Government  Operations  Subcommit- 
tee hearings  by  Sen.  Abraham  Ribicoff  (D-Conn)  may  resume  this  month 
with  focus  on  how  federal  government  manages  its  $15-million  health 
operations . 

RMP  AID  SHOULD  ELUDE  LOG  JAM  Administration  health  programs  are 

imperiled  by  Congress'  concern  over 
other  issues.  Separate  aid  for  medical  education  and  extension  of 
Regional  Medical  Programs  should  escape  log  jam  caused  by  continuing 
bitter  hassle  between  White  House  and  Congress  on  tax  hike  and 
spending  cuts. 

"TODAY'S  HEALTH"  ALLAYS  X-RAY  FEARS  For  the  patient  who  read 

Ralph  Nader's  charges  on  the 
hazards  of  X-rays  in  the  April  30  edition  of  Ladies  Home  Journal  and 
became  frightened,  "Today's  Health",  in  its  June  issue,  attempts  to 
be  helpful  in  refuting  the  scare  story.  The  AMA  article,  which  is 
being  sent  to  newspapers  and  magazine  science  writers,  was  written 
with  the  assistance  of  the  American  College  of  Radiology  and  the 
American  Dental  Association. 

PENNSYLVANIA  TO  INTRODUCE  EMERGENCY  Headquarters  of  the 

MEDICAL  IDENTIFICATION  SYMBOL  RESOLUTION  Pennsylvania  Delegation 

to  the  AMA  will  be  in 

the  Fairmont  Hotel  during  the  AMA  Annual  Session,  San  Francisco, 
this  month.  The  delegation  is  introducing  a resolution  calling  for 
a standard  wearing  place  for  the  emergency  medical  identification 
symbol,  and  will  nominate  Russell  B.  Roth,  M.D.,  of  Erie,  to  succeed 
himself  as  Vice  Speaker,  AMA  House  of  Delegates. 

NOTICE  NOTICE  NOTICE 

CANCELLATION  - 17th  PENNSYLVANIA  HEALTH  CONFERENCE 

: THE  17th  PENNSYLVANIA  HEALTH  CONFERENCE,  SCHEDULED  FOR  AUGUST  11-14, 
UNIVERSITY  PARK,  PA.  HAS  BEEN  CANCELLED  AND  WILL  NOT  BE  RESCHEDULED 
UNTIL  1969.  PLEASE  DISREGARD  THE  AD  ON  PAGE  46 


CHIROPRACTIC  INVESTIGATION  URGED  An  impartial  investigation  of 

the  value  of  chiropractic  has 
been  called  for  by  the  Pennsylvania  Medical  Society  in  a letter  to 
the  State  Senate.  The  impetus  is  a bill  now  before  the  State  Senate  I 
which  would  include  chiropractic  treatments  under  services  covered  by 
the  "Pennsycare"  (Medicaid-Title  XIX)  program.  John  H.  Harris,  Sr.,  I 
M.D. , PMS  President,  said  the  investigation  is  being  urged  "in  the 
cause  of  better  health  for  our  citizens."  He  added:  "if  chiropractic 
has  any  scientific  validity,  its  practitioners  should  welcome  an  im-  « 
partial  probe."  He  asked  the  Senators  for  help  in  amending  the  meas- 
ure "which  would  foist  on  our  population  the  cost  of  a form  of  care 
unacceptable  to  the  mainstream  of  science." 

GROUP  MALPRACTICE  INSURANCE  STUDIED  The  PMS  Council  on  Medical 

Service  is  exploring  the 

possibility  of  a statewide,  society-endorsed  malpractice  insurance 
program  with  a major  underwriting  firm  because  of  the  increasing  dif- 
ficulty experienced  by  some  physicians  in  obtaining  adequate  malprac-| 
tice  coverage.  The  exploration  is  in  the  initial  stage  but  is 
"promising",  officials  say.  Further  information  will  be  available  as 
hoped-for  progress  is  made. 

PMS  ACTS  ON  MARIJUANA  POSITION  In  action  taken  at  its  May  15, 

1968  meeting,  the  Pennsylvania 

Medical  Society  Board  of  Trustees  established  its  position  regarding 
the  use  of  marijuana  by  stating:  "That  marijuana  is  a dangerous  drug; 
that  medical  treatment,  rather  than  prosecution  or  incarceration,  is 
mandatory  for  persons  who  become  seriously  involved  in  the  use  of 
this  drug;  that  persons  who  prepare,  distribute,  or  sell  this  drug 
should  be  prosecuted." 

! NEXT  MONTH 

PATIENT  NEEDS  IN  PENNSYLVANIA  The  first  steps  toward 

resolving  differences 

in  the  approach  to  better  patient  care  were  taken  recently 
when  some  50  nurses  and  physicians  from  throughout  the 
Commonwealth  held  an  historic  meeting  at  the  Pennsylvania 
Medical  Society  headquarters.  Discussing  the  details  of 
these  needs  in  this  feature  article  are:  Malcolm  W.  Miller, 

M.D.,  Chairman,  Committee  on  Relationships  with  Allied 
Professions;  Lucie  S.  Young,  Ph.D. , President,  Pennsylva- 
nia Nurses  Association;  Charles  L.  Leedham,  M.D.,  Chairman, 

AMA  Committee  on  Nursing,  and  Dorothy  J.  Novello,  Ph.D., 
President,  Pennsylvania  League  for  Nursing. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 
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First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 12, 3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6>  7>  8 


No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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• MAILING.  Second-class  postage  paid 
at  Lemoyne,  Pennsylvania. 

• CHANGE  OF  ADDRESS.  Give  name, 
old  address,  new  address  (include  ZIP 
number),  state  if  change  is  permanent 
or  temporary.  Send  notice  to  Pennsyl- 
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b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIN 

DEMETHYLCHIX)KrLTRACYCLINE 


Prescribing  information  on  next  page. 
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DECLOMYCEV 

DEM  ETI IYLC1  IIjORTETRACYCLINE 

b.i.d. 

DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis. pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few’  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Cm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  be  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline.  Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


URISED 


■pp  CDNAL 


Clinically 


effective 
for  G.  U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug"  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 
1961;  (2)  Renner,  M.J.,  et  at.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 
Jr.,  J..  and  Kay,  L.  L.:  Southwest  Med.  42:30-32.1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:Clin.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  . 4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640. 


\nnouncing  the  blood  chemistries  anyone  in  your  office  can  do. 

hose  using  Diagnostest*  reagents  and  instruments.  We  train  your  nurse 
•r  medical  assistant  to  use  this  simple,  accurate  system.  For  measuring 
emoglobin,  glucose,  cholesterol,  urea  nitrogen,  total  bilirubin  and  uric 
cid.  You  get  results  in  minutes.  And  the  system  includes  everything  you 

eed.  Write  today  for  full  information.  •Trademark  of  The  Dow  Chemical  Company 
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PMS  Womans  Auxiliary 
Holds  22nd  Annual  Conference 


Nicholas  G.  Frignito,  a Philadel- 
phia psychiatrist,  spoke  on  Psychiatric 
and  Psychological  Aspects  of  Drag 
Use  by  Adolescents  at  the  22nd  An- 
nual Conference  of  the  Woman's  Aux- 
iliary to  the  Pennsylvania  Medical  So- 
ciety, April  17  to  19,  at  the  Penn 
Harris  Hotel,  Harrisburg.  Mrs.  Axel 
K.  Olsen  of  Villanova,  president-elect 
of  the  Auxiliary,  presided. 

Dr.  Frignito,  a graduate  of  St.  Jo- 
seph’s College  and  Hahnemann  Medi- 
cal College,  is  an  associate  professor 
of  neurology  at  Hahnemann  Medical 
College  and  Hospital  and  the  medical 
director  and  chief  neuro-psychiatrist 
for  the  Philadelphia  County  Court. 

Mrs.  Jacob  Ripp,  Auxiliary  presi- 
dent, gave  the  welcoming  address  at 
the  session  on  legislation.  Mrs.  Man- 
uel A.  Bergnes,  chairman,  reported 
on  nominations. 

Mrs.  Robert  L.  Harding,  legislative 


chairman,  presided.  A discussion  on 
Legislation  of  Interest  to  Medicine 
was  given  by  Maurice  A.  Kramer, 
legislative  representative  to  the  Ameri- 
can Medical  Association,  on  federal 
legislation,  and  Robert  H.  Craig,  Jr., 
executive  assistant  to  the  PMS  Coun- 
cil on  Governmental  Relations  spoke 
on  state  legislation. 

Holbrook  M.  Bunting,  a Philadel- 
phia attorney,  spoke  on  The  Constitu- 
tional Convention — Its  Implications 
for  Medicine.  Stephen  M.  Hanson, 
M.D.,  chairman  of  the  PMS  Com- 
mission on  Forensic  Medicine,  spoke 
on  Why  A Medical  Examiner  Sys- 
tem. 

Mrs.  Frank  Gastineau,  member  of 
the  board  of  directors  of  American 
Medical  Political  Action  Committee, 
spoke  on  Women  in  the  Political  Ac- 
tion Committee  Movement  and  Wil- 
liam B.  West,  M.D.,  vice  chairman. 


Pennsylvania  Medical  Political  Action 
Committee,  spoke  on  Two  Avenues 
to  Responsive  Government. 

Mrs.  Stephen  D.  Lockey,  first  vice 
president,  presided  at  the  Eastern 
Region;  Mrs.  Arthur  E.  Pollock,  sec- 
ond vice  president,  presided  at  the 
Central  Region  and  Mrs.  John  A. 
Schneider,  third  vice  president,  pre- 
sided at  the  Western  Region  dinners. 

In  the  workshop  meetings,  Mrs.  Le- 
roy A.  Gehris,  second  district  coun- 
cilor, moderated  for  Planning  An 
Auxiliary  Program.  State  committee 
chairmen  participating  were  Mrs.  Vic- 
tor F.  Grieco,  community  service; 
Mrs.  J.  Antrim  Crellin,  program  and 
Mrs.  Edwin  S.  Kremer,  Jr.,  safety- 
disaster  preparedness. 

The  Health  Needs  of  the  Public 
was  discussed  in  another  workshop 
session  with  Mrs.  Richard  C.  Taylor, 
first  district  councilor,  as  moderator. 
State  Committee  chairmen  participat- 
ing were  Mrs.  John  J.  Canfield,  in- 
ternational health  activities;  Mrs. 
Claude  H.  Butler,  mental  health;  Mrs. 
Robert  F.  Beckley,  public  health,  and 
Mrs.  George  A.  Poe,  rural  health. 

Mrs.  Edward  G.  Werhun,  12th  dis- 
trict councilor,  moderated  Contribut- 
ing to  the  Funds  workshop  with 
participants  including  Mrs.  Fred  G. 
Holt,  AMA  education  and  research 
foundation;  Mrs.  Richard  C.  Reinsel, 
educational  fund,  and  Mrs.  Joseph  L. 
Moretto,  medical  benevolence  fund. 

The  1968  conference  committee  in- 
cluded Mrs.  J.  Thomas  Millington, 
conference  chairman;  Mrs.  Lloyd  S. 
Persun,  Jr.,  conference  co-chairman; 
Mrs.  Robert  E.  Barto,  Jr.,  exhibits 
chairman  and  Mrs.  Kermit  L.  Leitner, 
hostesses  chairman. 
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PMS  Official  Appointed 
to  Superintendent  Slot 
at  Friends  Hospital 

William  P.  Camp,  M.D..  a mem- 
ber of  the  PMS  Commission  on  Men- 
tal Health  and  former  Pennsylvania 
I Commissioner  of  Mental  Health,  has 
been  appointed  Superintendent  of 
Friends  Hospital,  Philadelphia,  ac- 
cording to  an  announcement  by  Rus- 
sell W.  Vichie,  President  of  the  hos- 
pital's board  of  managers. 

Dr.  Camp  resigned  his  State  mental 
health  post  in  April.  1967,  and  for 
the  past  year  has  directed  the  clinical 
. services  of  the  Pathway  School,  Nor- 
ristown. Prior  to  going  to  Harrisburg 
, in  1963,  he  was  Superintendent  of 
Norristown  State  Hospital  for  four 
j years. 

He  is  a visiting  associate  professor 
of  psychiatry  at  the  University  of 
Pennsylvania  Medical  School,  a teach- 
ing consultant  at  the  Norristown  State 
Hospital  and  the  author  of  several 
articles  and  a textbook  on  psychiatric 
nursing. 


Rush  Awards  Presented 


The  Pennsylvania  Medical  Society’s  highest  awards  to  lay  individuals  and 
organizations  for  voluntary  service  to  improve  the  health  and  welfare  of  Penn- 
sylvania citizens  are  presented  to  a husband  and  wife  team , Mr.  and  Mrs. 
George  Dyson.  Chester , ( center ) and  the  Avon-Grove  Lions  Club.  West  Grove, 
represented  by  Mr.  John  P.  Gray,  club  president  (right).  Presenting  the  awards 
at  the  medical  society’s  annual  Officers'  Conference  in  April  is  John  F.  Hart- 
man, Jr.,  M.D.,  Erie,  chairman  of  the  PMS  Council  on  Public  Service. 


Aim:  Improved  Patient  Care 

Physicians,  Nurses  Discuss  Maternal,  Child 
Health;  Labor,  Genetics  Reviewed 


Approximately  100  Pennsylvania 
physicians  and  nurses  met  in  Harris- 
burg recently  to  study  the  latest  effec- 
tive procedures  in  caring  for  new 
ibabies,  new  mothers  and  mothers-to- 
be. 

It  was  the  ninth  annual  Institute  on 
Maternal  and  Child  Health  sponsored 
by  the  Pennsylvania  Medical  Society, 
the  Pennsylvania  Department  of 
Health  and  the  Pennsylvania  Academy 
of  General  Practice. 

John  M.  Keller,  M.D.,  of  the 
.Geisinger  Medical  Center,  Danville, 
chairman  of  the  Commission  on  Ma- 
ternal and  Child  Health  of  the  Penn- 
sylvania Medical  Society,  said  “the 
Institute  provides  an  opportunity  for 
physicians  to  discuss  the  latest  think- 
ing in  child  and  maternal  care  with 


noted  teaching  specialists.  The  bene- 
fits of  such  conferences  are  reflected 
in  improved  patient  care." 

Institute  teachers  included  profes- 
sors from  the  University  of  Pennsyl- 
vania School  of  Medicine;  John  Hop- 
kins University,  Baltimore;  New  York 
University  Medical  Center;  and 
Temple  University  School  of  Medi- 
cine. 

Morning  speakers  included  Harry 
Fields,  M.D.,  associate  professor  of 
obstetrics  and  gynecology  at  the  Uni- 
versity of  Pennsylvania,  speaking  on 
Induction  of  Labor;  Charles  I. 
Scott,  M.D.,  fellow  in  medical  genet- 
ics at  Johns  Hopkins,  speaking  on 
Practical  Genetic  Counselling;  and 
Sidney  Q.  Cohlan,  M.D.,  pediatrician 
from  New  York  University  Medical 


Center,  speaking  on  Drug  Teratogen- 
esis  in  the  Fetus. 

Afternoon  speakers  were  Angelo  M. 
DiGorge,  M.D.,  professor  of  pedi- 
atrics at  Temple,  speaking  on  “Endo- 
crine Disorders  in  the  Neonatal  Peri- 
od"’ and  Alexander  Randall.  IV.  M.D., 
chief  physician  of  Abington  Township 
Schools  and  a consultant  to  the  Com- 
mission on  Maternal  and  Child  Health. 
His  subject  was  School  and  Sport 
Physical  Examinations. 

Thomas  F.  Fletcher,  M.D.,  chil- 
dren's heart  specialist  from  Harris- 
burg Hospital  and  a member  of  the 
Commission  on  Maternal  and  Child 
Health  moderated  the  panel  of  physi- 
cians. Those  attending  the  Institute 
included  family  physicians,  obstetri- 
cians, pediatricians,  nurses  and  related 
personnel  from  across  the  state. 
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J.  EVERETT  McCLENAHAN, 
M.D. 

Immediate  Past  President,  PMS 


BERNARD  GREENBERG 

United  Steelworkers  of  America, 
Pittsburgh 


DAVID  J.  LIEBERMAN,  M.D 
M.P.H. 

Medical  Assistance  Administrator, 
Dept,  of  Public  Welfare,  Harrisburg 


Officers'  Conference  Panel  Discussion:  Tht 


The  Role  of  the  Private 
Physician 

I doubt  that  there  is  an  individual 
who  would  doubt  the  existence  of 
current  forces  producing  a climate 
that  generates  the  need  for  change  in 
many  aspects  of  our  life.  . . . The 
physician  must  recognize  the  actual 
need  for  changes  in  the  delivery  of 
medical  services,  but  he  must  know 
from  the  health  and  scientific  stand- 
point what  it  is  that  is  creating  the 
need  for  these  changes.  ...  It  is  also 
important  that  we  as  physicians  recog- 
nize that  a certain  portion  of  our  pop- 
ulation is  not  being  delivered  ade- 
quate health  services.  . . . Failure  to 
produce  educational  facilities  for  the 
people  in  those  ghettos,  the  lack  of 
employment,  the  tolerance  of  low-level 
economic  return,  below  that  of  stand- 
ard of  living  values,  the  lack  of  ade- 
quate employment  laws,  the  lack  of 
cultural  opportunities,  the  lack  of  ade- 
quate transportation  to  help  in  the 
delivery  of  services,  etc.,  are  the  real 
reasons  why  such  conditions  exist.  It 
is  criminal  to  place  the  blame  and  the 
onus  of  responsibility  on  the  medical 
profession  for  this  state  of  affairs.  Cor- 
rect these  causative  factors,  and  Mr. 
Greenberg,  I believe  you  will  find  that 
medicine,  without  hesitation,  will  ac- 
cept the  challenge  of  supplying  medi- 
cal needs  to  all  that  need  them. 
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Labor’s  Health  Care  Goals 

Although  much,  probably  too  much, 
of  medical  care  is  considered  post- 
ponable,  a great  deal  of  cost  is  not. 
The  present  voluntary  system  has  be- 
come so  costly  that  only  a government 
insurance  will  be  able  to  support  it 
in  time.  ...  I believe  the  activities  of 
hospital-based  physicians  in  the  recent 
past  on  behalf  of  a fee  method  of  pay- 
ment for  their  services,  rather  than 
salaries,  is  an  example  illustrating  that 
the  current  mode  of  thinking  among 
doctors  is  to  continue  and  expand  the 
present  system  rather  than  to  change 
it.  Of  course,  when  a physician  looks 
into  the  magic  insurance  mirror  and 
says,  “Mirror,  mirror  on  the  wall, 
what  method  of  paying  me  is  the  best 
of  all?”  And  the  mirror  responds  by 
saying  “by  fees  for  service  of  course.” 
What  do  you  expect?  ...  In  our  so- 
ciety, success  is  typically  measured  in 
material  rewards.  By  this  standard,  for 
most  doctors,  the  present  medical  sys- 
tem is  a complete  success.  By  what 
yardstick  is  it  possible  to  suggest  that 
our  present  medical  system  is  less  than 
a complete  success?  . . . Do  we  have 
a means  designed  to  bring  to  all  our 
citizens  the  best  that  medical  science 
is  capable  of  providing?  Measured  by 
the  resources  available  to  us,  we  are 
not  answering  this  challenge  success- 
fully. 


Title  19 — Medicaid 

There  are  potentially  2.95  million 
people  in  the  State  of  Pennsylvania 
who  qualify  as  the  poor.  We  expect 
to  pay  annually  for  medical  care  for 
approximately  one  third,  which  comes  i 
out  to  $1,015,000  a year  according  to 
our  estimates.  . . . You  might  say 
we  are  successful  and  not  going  broke 
because  we’re  not  paying  the  going 
rate.  . . . The  Federal  law  states  we 
must  pay  hospitals  at  their  reasonable 
cost.  We,  of  course,  and  I am  sure 
you  do,  have  some  reservation  about 
whether  everything  that  is  spent  by  a 
hospital  is  a reasonable  cost  and  that 
is  one  of  the  things  we  are  going  to 
look  into  very  carefully.  . . . Now  we 
are  paying  at  a rate  for  physicians. 
We’re  paying  according  to  Blue  Shield 
Plan  A.  . . . This  is  not  a Department 
choice.  This  is  a Commonwealth  dic- 
tum. . . . We’re  continuing  on  that  at 
the  moment  because,  frankly,  the 
funds  have  not  been  made  available 
to  us.  . . . Don’t  look  at  our  fee  as  a 
cut  price  for  your  service  because  we 
want  to  pay  for  it,  but  look  upon  it 
as  the  first  opportunity  that  we  have 
had  through  Title  19  for  the  State  to 
share  the  charity  that  the  doctors  have 
taken  as  a burden  alone. 

PENNSYLVANIA  MEDICINE 


newsfronts 


WALTER  B.  LANG  MAURICE  KRAMER 

Chairman,  Dauphin  County  AMA  Lobbyist,  Washington,  D.  C. 

Commissioners,  Harrisburg 


Commonwealth  Pro  prams 


County  Health  Programs 

Q.  Does  the  private  physician  have 
a role  in  these  (county)  programs? 

A.  The  answer  is  decidedly  yes.  In 
answer  to  the  question  how,  I’ll  at- 
tempt to  describe  briefly  (one  of)  our 
major  programs.  Child  Care  Service — 
actually  there  isn’t  too  much  involved 
by  the  medical  profession  there.  Most 
of  the  service  here  is  accomplished  by 
the  social  workers  probably  directed 
by  the  medical  profession.  When  you 
give  service  to  2,832  children,  as  we 
did  in  1967,  obviously  there  is  a great 
deal  of  attention  needed  by  the  physi- 
cians and  dentists.  Mental  Health  and 
Retardation  Program — and  I hardly 
need  to  mention  the  act  of  1966  and 
the  fact  that  it  put  a tremendous  load 
on  the  counties  in  the  way  of  admin- 
istering this  program.  Now  here  be- 
cause of  the  limitations  of  taxing  abili- 
ty of  the  counties,  fortunately  the  leg- 
islation went  through  with  90  percent 
participation  by  the  Federal  and  State. 
The  medical  profession  is  doubly  in- 
volved and  we  lean  very  heavily  on 
the  medical  men  that  are  on  our  13- 
man  board.  Physicians  will  continue 
to  have  a very  large  responsibility  for 
the  care  of  the  mentally  ill  and  re- 
tarded in  hospitals  and  outpatient  clin- 
ics in  their  own  offices. 


Eligible  Citizens  and 
Estimated  Costs — Today 
and  Tomorrow 

Wilbur  Cohen,  Secretary-designate 
of  HEW,  in  his  speech  in  that  ca- 
pacity to  the  Press  Club  ...  in- 
dicated that  the  Federal  government 
should  be  taking  over  all  of  the  wel- 
fare programs  in  order  to  eliminate 
the  disparity  of  the  states’  operations. 
. . . We  are  probably  closer  to  some 
kind  of  examination,  a hard  examina- 
tion of  the  Federal  role  in  health  and 
other  fields  than  we’ve  been  for  a long 
time.  It  presents  an  opportunity,  I’m 
sure,  to  state  and  county  and  national 
medical  organizations  and  other  or- 
ganizations, to  assist  in  reappraising 
what  the  President  in  his  health  mes- 
sages said  we  have  on  the  books  and 
what  is  proposed  in  the  way  of  legis- 
lation in  the  health  field.  ...  He 
proceeded  to  point  out  the  problems 
of  controlling  the  costs  of  medical  care 
which  I'll  have  to  refer  to  because 
it  ought  to  come  up  in  your  discus- 
sion— the  cost  of  living  is  going  to  in- 
crease 20  percent  by  1975;  the  average 
payment  per  person  will  double  for 
the  cost  of  health  care,  $200  to  $400 
per  year-drug  payments  will  rise  by 
65  percent,  dental  bills  will  increase 
100  percent — you’ll  be  interested — 
doctor  bills  will  climb  160  percent. 


Government  Programs 
Discussed  at  PMS 
Officers'  Conference 

Key  physician  officials  of  county 
medical  societies  in  Pennsylvania 
heard  about  the  multitude  of  govern- 
ment programs  in  the  health  care  field 
at  a two-day  conference  in  Harris- 
burg in  Apirl. 

The  meeting,  to  keep  physicians 
abreast  of  government  programs 
affecting  their  patients  and  their  prac- 
tice, was  the  annual  PMS  Officers’ 
Conference.  The  physicians  who  at- 
tended heard  presentations  by  repre- 
sentatives of  every  level  of  govern- 
ment and  of  the  Congress  and  a labor 
union. 

The  conference  is  the  second  largest 
of  the  annual  meetings  held  by  the 
Pennsylvania  Medical  Society. 

The  first  session  dealt  with  health 
programs  in  Pennsylvania  and  fea- 
tured Walter  B.  Lang,  chairman  of 
the  Dauphin  County  Commissioners; 
David  J.  Lieberman,  M.D.,  of  the 
state  Dept,  of  Public  Welfare;  Bernard 
Greenberg,  Pittsburgh,  of  the  United 
Steelworkers;  J.  Everett  McClenahan, 
M.D.,  immediate  past  president  of  the 
state  society;  and  Maurice  Kramer,  of 
the  AMA’s  Washington  Office.  Panel 
moderator  was  Charles  A.  Bikle, 
M.D.,  of  Chambersburg. 

The  second  session  dealt  with 
various  federal  programs.  Participants 
included  James  R.  Kimmey,  Jr., 
M.D.,  of  the  U.  S.  Public  Health 
Service;  E.  Wayne  Martz,  M.D.,  of 
the  Western  Pennsylvania  Regional 
Medical  Program  (heart,  cancer  and 
stroke);  William  H.  Vastine,  Rural 
Coordinator  of  the  Lycoming  County 
Committee  on  Community  Action; 
John  R.  Clark,  D.D.S.,  of  the  state 
Dept,  of  Health;  John  H.  Murdoch, 
of  the  state  Dept,  of  Commerce;  Peter 
G.  Alapas,  executive  director  of  the 
Tri-County  Welfare  Council,  Harris- 
burg; and  Charles  L.  Hudson,  M.D., 
Director  of  the  AMA  Division  of 
Health  Services. 

The  closing  address  by  Rep.  Laird 
was  entitled  What  Will  The  Future 
Bring? 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidiri 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/ allergic  u.r.i.,A  CHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - ntaculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney- rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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PMS 


OFFICIALLY 

ENDORSED 


DISABILITY  INSURANCE  PROGRAMS 


ACCIDENT 
AND  HEALTH 
PROTECTION 


Indemnities  up  to  $250.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 
pital benefits  and  surgical  protection  available  for  both 
members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 


MAJOR 
HOSPITAL  EXPENSE 
PROTECTION 


$7,500  Maximum  Benefits  after  $500  deductible  for  both 
members  and  dependents. 

This  protection  may  be  retained  for  life! 


HIGH  LIMIT 
ACCIDENTAL  DEATH, 
DISMEMBERMENT  AND 
PERMANENT  TOTAL 
DISABILITY 


Maximum  limit  $150,000  members;  $75,000  wife  of  member. 
New  low  cost  of  $.85  per  thousand  per  year.  Full  principal 
sum  paid  for  permanent  and  total  disability  from  bodily 
injury. 


BERTHOLON- ROWLAND  AGENCIES 


WESTERN  PENNSYLVANIA 

1518  Frick  Building,  Pittsburgh,  Pa.  15219 

471-9552 

(area  code  412) 


EASTERN  PENNSYLVANIA 

Public  Ledger  Bldg.,  Philadelphia,  Pa.  19106 
WAInut  5-7045 
(area  code  215) 


★ THE  MAN  WHO  PLANS  AHEAD  INSURES  WHILE  HE  IS  INSURABLE  * 
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HILTON  HOTEL 
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CHATHAM  CENTER 
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SPECIAL  HIGHLIGHT 
IOth  ANNUAL  PENNSYLVANIA 
PHYSICIANS  ART  EXHIBIT 


BE  SURE  TO  VISIT  THE 
1968  TECHNICAL  EXHIBITS 


14 


PENNSYLVANIA  MEDICINE 


newsfronts 


First  “Voice  of  Medicine”  Awards  Presented 


William  R.  Hunt,  M.D.  (left),  McKeesport,  receives  the  Pennsylvania  Medical  Society’s  “Voice  of  Medicine’’ 
\4ward  from  William  J.  Kelly,  M.D.,  counselor  and  trustee  of  the  P.M.S.  Tenth  Councilor  District.  William  A. 
Barrett,  M.D.  (left),  Pittsburgh,  receives  his  “Voice  of  Medicine”  Award  from  Eugene  A.  Conti,  M.D.,  President, 
Allegheny  County  Medical  Society.  The  awards  were  presented  in  behalf  of  John  Harris,  Sr.,  M.D.,  President,  Penn- 
sylvania Medical  Society,  and  John  F.  Hartman,  M.D.,  Chairman,  P.M.S.  Council  on  Public  Service. 


Heart  Attack  Victims  Needed 
ior  WMC  Research 


If  your  patient  is  a middle  aged 
nan  who  has  had  one  or  more  coro- 
lary  heart  attacks,  The  Woman’s 
Tedical  College  of  Pennsylvania 
leeds  him  to  volunteer  for  a special 
>roject  aimed  at  finding  a drug  that 
vill  prevent  recurrences  of  the  disease. 

The  WMC  study  is  part  of  a na- 
ionwide  attack  by  55  medical  centers 
m the  country’s  number  one  killer 
md  is  supported  nationally  by  the 
National  Institutes  of  Health. 

According  to  William  K.  Smith, 
r.,  M.D.,  WMC  assistant  professor 
>f  medicine  and  director  of  the  project 
it  the  College,  the  pioneer  effort  will 
evaluate  medications  that  lower  blood 
evels  of  cholesterol  and  other  fatty 
ubstances  in  hopes  of  finding  a medi- 
cation that  will  cut  the  five  year  death 
ate  among  treated  coronary  heart  pa- 
ients  by  at  least  25  percent.  All  medi- 
ations used  in  the  study  have  been  ap- 
>roved  by  the  Food  and  Drug  Admin- 
stration  and  released  for  use  by  prac- 
icing  physicians. 


Volunteers  should  be  men,  aged 
30-64,  who  have  had  one  or  more 
coronary  heart  attacks.  (The  disease 
usually  necessitates  complete  bed  rest 
for  three  to  four  weeks  in  a hospital). 
Men  participating  in  the  study  should 
also  be  free  of  other  diseases — such 
as  diabetes — and  not  be  taking  medi- 
cations that  decrease  blood  clotting. 

They  should  be  referred  by  their 
doctors  or  have  their  consent,  Dr. 
Smith  indicated.  He  pointed  out  that 
throughout  the  study  each  volunteer 
will  remain  under  the  care  of  his  own 
physician  who  will  be  kept  fully  in- 
formed of  his  progress. 

“All  volunteers,”  Dr.  Smith  said, 
“are  expected  to  take  part  in  the  study 
for  five  years,  and,  for  this  reason, 
should  be  able  to  reach  Woman's 
Medical  College  easily. 

Men  interested  in  volunteering 
should  call  Dr.  William  Smith  or  Dr. 
Gerardo  Voci,  project  co-director,  at 
Woman’s  Medical  Co'lege,  Victor 
8-8050,  for  further  information. 


Pa.  Women's  Clubs 
Contribute  $25;000 
To  Retardate  Project 

Mrs.  H.  Clair  Henry,  president  of 
the  Pennsylvania  Federation  of  Wom- 
en's Clubs,  has  presented  to  Thomas 
W.  Georges,  Jr.,  M.D.,  Secretary  of 
Public  Welfare,  a check  for  $25,000 
which  the  Federation  raised  in  the 
past  two  years  for  its  Mental  Retarda- 
tion Scholarship  Project. 

Under  this  project  $500  scholar- 
ships will  be  given  to  fifty  college 
students  planning  careers  in  fields  re- 
lated to  mental  retardation.  Nearly 
200  students  applied  for  the  scholar- 
ships. Most  of  the  selected  students 
have  worked  with  mentally  retarded 
persons  either  as  volunteers  or  paid 
employes  and  desire  to  continue  this 
work. 

The  scholarship  project  is  part  of 
Operation:  Public  Awareness,  the 
Federation’s  two-year  focus  on  mental 
retardation.  The  Federation  has  en- 
couraged its  members  to  learn  more 
about  mental  retardation  and  to  visit 
the  State  Schools  and  Hospitals  for 
the  retarded. 
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UM.D”  in  Personal 
Ads  Tabu 

Would  it  be  improper  for  a physician  who  owned  a 
fishing  lodge  or  vacation  spa  to  advertise  publicly  that  it 
is  owned  and  operated  under  the  direction  of  a physician 
— for  example,  a resort  advertised  as  being  owned  and 
operated  by  Dr.  John  Brown  or  John  Brown,  M.D.? 

According  to  the  opinion  adopted  by  the  AMA  Judicial 
Council  in  November,  1967,  a physician  should  not  allow 
his  name  or  the  prestige  of  his  professional  status  as  a 
physician  to  be  used  in  the  promotion  of  a commercial 
enterprise.  The  physician  is  free  to  engage  in  business 
ventures  outside  of  the  practice  of  medicine,  but  such 
business  ventures  should  not  be  permitted  to  trade  on  the 
reputation  and  standing  of  the  medical  profession. 

If  the  physician  advertises  in  this  manner,  the  Council 
states  that  the  public  could  be  misled  to  believe  that  the 
physician’s  business  operation  is  in  some  way  medically 
beneficial,  that  the  physician  provides  medical  supervision 
or  care,  or  that  it  is  better  than  the  competitor's  facilities 
because  it  is  owned  by  a physician. 

Justifiable  or  not,  the  layman  might  reason  and  conclude 
that  the  reference  to  the  physician-owner  indicates  supe- 
riority and  perhaps  health  benefits.  In  addition,  the  physi- 
cian’s colleagues  may  contend  that  such  an  advertisement 
is  a patent  solicitation  of  patients  and  therefore  unethical. 

For  these  reasons,  it  is  the  opinion  of  the  Judicial  Coun- 
cil that  such  an  advertisement  would  not  be  in  the  best 
interests  of  medicine  and  would,  therefore,  be  improper. 


First  Federal  Licensure  Set 

The  first  Federation  Licensing  Examination  (FLEX), 
which  has  been  in  the  development  stage  for  more  than 
seven  years,  will  be  administered  June  18-20. 

About  2,500  applicants  are  expcted  to  be  examined 
during  1968,  although  a definite  figure  is  not  available 
at  this  time.  It  should  be  stressed  that  this  is  the  first  time 
a single  examination  for  medical  licensure  has  been  pre- 
pared and  is  being  administered  for  licensure  in  more  than 
one  state. 

The  Examination  Institute  Committee  of  The  Federa- 
tion of  State  Medical  Boards  of  the  United  States  was 
responsible  for  researching  and  developing  the  examina- 
tion, and  the  National  Board  served  in  an  advisory  ca- 
pacity and  also  provided  the  questions. 

Previously,  many  physicians  wishing  to  relocate  and 
practice  medicine  in  another  state  were  compelled  to  be 
re-examined  by  that  state.  This  has  proved  to  be  a con- 
stant source  of  annoyance  among  physicians  in  years  past 
It  is  hoped  that  FLEX  will  not  only  arrest  that  and 
similar  problems,  but  at  the  same  time  achieve  uniformity 
in  licensing  examinations,  equivalent  levels  in  the  examina- 
tions, improvement  in  the  quality  of  examinations,  etc. 

“Eligibility  for  the  examination  will  be  limited  to  those 
who  have  completed  or  nearly  completed  at  least  one  year 
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jof  internship  or  other  graduate  training  as  approved  by  the 
state  board  with  the  provision  that  the  requirement  of  one 
year  internship  or  graduate  training  may  be  waived  in 
1968  only,  in  any  state  where  circumstances  require.  It 
is  conceivable  that  the  period  of  this  waiver  might  need 
to  be  extended,”  the  Committee  stated. 

The  3-day,  21'/2-hour  test,  which  is  administered  by 
members  of  the  state  boards,  will  be  repeated  December 
10,  11  and  12.  For  security’s  sake,  it  has  been  decided 
to  conduct  it  on  the  same  three  days  throughout  the  United 
States.  Scores  will  be  reported  directly  to  the  participating 
states,  which  will  then  have  the  option  of  interpreting  them 
as  they  see  fit. 


Pa*  Birth,  Death  Rates  Dip 

The  1967  birth  and  death  totals  for  Pennsylvania  resi- 
dents both  dipped  below  comparable  1966  figures,  accord- 
ing to  a provisional  natality  and  mortality  statistical  report 
issued  by  the  Health  Department's  Division  of  Data  Pro- 
cessing. 

Projected  from  birth  and  death  certificates  filed  in  the 
health  Department’s  Division  of  Vital  Statistics  prior  to 
lanuary  1,  1968,  the  report  estimates  125,435  deaths  in 
1967  and  188,429  live  births.  Comparable  figures  from 
he  final  1966  statistical  report  showed  126,820  deaths 
and  195,869  live  births. 

Actual  1967  totals  will  be  available  in  early  summer 
tfter  all  birth  and  death  certificates  affecting  Pennsyl- 
/anians,  both  within  the  Commonwealth  and  in  other 
States,  have  been  compiled. 

As  in  other  recent  years,  heart  disease  and  cancer  con- 
inued  to  be  the  leading  causes  of  death  in  1967.  The 
eport  estimates  that  53,079  Pennsylvanians  died  from 
aeart  disease  during  the  year  and  21,464  from  cancer. 
These  figures  compare  with  53,874  actual  heart  disease 
leaths  and  21,182  cancer  deaths  in  1966. 


£15,000  SKF  Grant  Will 
\id  College  of  Physicians 
Development  and  Expansion 

The  College  of  Physicians  of  Philadelphia  has  received 
115,000  as  the  second  payment  of  a $45,000  grant  from 
smith  Kline  & French  Foundation. 

The  grant,  to  be  paid  during  a three-year  period,  is  being 
lsed  to  support  the  development  and  expansion  program, 
iccording  to  Francis  C.  Wood,  M.D.,  president  of  the 
College  of  Physicians. 

The  College  of  Physicians  library,  established  in  1788. 
,s  one  of  the  major  medical  libraries  of  the  country  with 
extensive  resources  in  medical  and  para-medical  literature, 
t has  a membership  of  some  1,300  Fellows  in  the  health 
ield  including  researchers,  physicians  and  public  health 
ifficials. 

Last  year,  40,493  volumes  were  borrowed  by  131  insti- 
utions. 
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• ASTHMA 

• CHRONIC  BRONCHITIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming. . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Drinking,  Marijuana,  Psycho-sexual  Stress 


PMS,  Government,  Educators  Sponsor 
4th  College  Student  Health  Confab 


Drinking,  marijuana  and  “psycho- 
sexual  stress”  were  chief  among  the 
concerns  voiced  by  speakers  at  a re- 
cent two-day  state  conference  in  Pitts- 
burgh on  college  student  health. 

The  conference,  fourth  of  its  kind 
in  the  Commonwealth,  was  sponsored 
by  thirteen  colleges  and  universities 
and  more  than  twenty-five  govern- 
ment and  private  health  organizations, 
including  the  Pennsylvania  Medical 
Society.  Participating  were  physician- 
administrators  of  college  health  serv- 
ices, psychologists,  counselors,  deans, 
and  students. 

Keynote  speaker  Roland  D.  Patzer, 
Dean  of  Students  at  the  University  of 
Vermont,  cited  increased  use  of  alco- 
hol by  college  students  as  a problem 
which  should  be  viewed  with  at  least 
as  much  alarm  as  the  alleged  use  of 
marijuana  and  hallucinogens.  Ac- 
cording to  Dean  Patzer,  “Alcohol  is 
perhaps  more  significant  basically,  be- 
cause it  is  available  more  readily.” 
“I  think  too,”  he  continued,  “that  it 
is  a conditioner  for  many  students 
who  become  frustrated  in  dealing 
with  problems.  Excessive  drinking  I 
think  starts  for  many  people  in  the 
college  experience  although  research 
shows  that  the  drinking  habit  is  ac- 
quired before  the  student  enters  col- 
lege.” 

Citing  the  increased  cost  of  hospi- 
tal-type services,  the  New  England 
educator  predicted  a gradual  reduc- 
tion and  perhaps  phasing-out  of  over- 
night infirmary  facilities  with  a cor- 
responding growth  of  counseling  ser- 
vices, the  latter  movement  having  al- 
ready begun  on  many  campuses. 

Alexander  Vujan,  M.D.,  chief  of 
psychiatry  for  the  University  of  Pitts- 
burgh’s Student  Health  Service,  spoke 
on  Psycho-Sexual  Stress  on  the  Col- 
lege Campus.  Although  the  current 
“sexual  revolution”  on  campus  is 
sometimes  attributed  to  the  threat  of 
nuclear  war  and  the  advent  of  “The 
Pill,”  the  Pittsburgh  psychiatrist  views 
it  as  part  of  a process  of  liberalization 
going  back  to  about  1890.  What  dis- 
tinguishes the  current  so-called  “sex- 


ual revolution”  seems  to  be  the  open- 
ness with  which  it  is  discussed.  Dr. 
Vujan  said:  “People  want  to  talk 

about  it.  They  want  to  examine  it. 
They  want  to  determine  what,  if  pos- 
sible, needs  to  be  done  and  what  can 
be  done.  It  is  pretty  hard  to  say  what 
they  (colleges)  are  doing.  They  all 
have  counselling  services  of  one  kind 
or  another;  they  all  have  administra- 
tors, academic  professors  who  are 
aware  that  sex  is  a problem  to  young 
people  and  who  help  as  best  they  can. 
But  really,  the  problem  is  not  being 
exactly  sure  what  should  be  done,  ex- 
actly what  is  the  extent  of  the  problem 
and  how  much  we  should  interfere.” 

Most  of  the  emotional  problems  of 
students  begin  long  before  entry  into 
college.  By  the  time  a dean  or  coun- 
selor gets  a hold  of  a student  with 
psycho-sexual  problems  the  hour  is 
late  and  the  time  short.  Dr.  Vujan 
discussed  the  effects  of  early  home  life 
on  adjustment  to  college:  “If  he  has 
had  a good  and  healthy  relationship 
with  his  parents,  he  learns  from  them 
how  to  relate  to  people.  It  is  a very 
natural  step  for  him  merely  to  give 
them  up  as  objects  of  his  interest  and 
attention  and  move  on  to  his  peers. 
Unfortunately,  relationships  with  par- 
ents often  in  some  way  are  a problem 
and  the  individual  isn’t  that  much 
separated  from  his  home  by  the  time 
he  comes  to  school.  Really,  you  might 
say  he  is  not  mature  enough  to  handle 
such  relationships.  And  this  includes 
both  the  ones  who  do  not  date  and 
the  ones  who  get  involved  in  sexual 
activity.  Sexual  activity  is  no  measure 
of  strength  or  maturity;  you  may  have 
the  most  immature  people  quite  ac- 
tive sexually.” 

Dr.  Vujan  joined  other  conference 
participants  in  calling  for  a greater 
emphasis  on  growth  of  the  whole  per- 
son in  college.  Again  Dr.  Vujan: 
“There  is  no  question  they  should  en- 
courage the  social  relationships.  More 
attention  should  be  paid  to  it  in  my 
opinion.  But  this  isn’t  the  makeup  of 
our  colleges.  Our  colleges  are  princi- 


pally oriented  toward  academic  learn- 
ing and  this  is  where  the  bulk  of  the 
attention  is  paid.” 

Edward  Eddy,  Ph.D.,  president  of 
Chatham  College,  urged  physicians  to 
take  a clear  stand  on  marijuana.  He 
cited  the  ambivalant  remarks  by  Dr. 
James  Goddard,  head  of  the  Food  and 
Drug  Administration,  and  concluded 
that  it  is  exceedingly  difficult  for  col- 
lege officials  to  give  students  straight 
answers,  when  the  medical  world  is 
divided  on  so  critical  an  issue.  Dr. 
Eddy  joined  other  college  officials  who 
hesitate  to  enforce  federal  laws  against 
students  using  marijuana.  He  indi- 
cated that  known  “pushers”  are  prose- 
cuted, but  that  the  lone  student  ex- 
perimenting with  marijuana  is  left 
alone.  Dr.  Eddy  and  other  speakers 
at  the  college  health  conference  dis- 
counted the  use  of  LSD  on  Pennsyl- 
vania campuses.  The  president  of 
Chatham  College  said:  “With  regard 
to  LSD,  without  any  question,  I don’t 
think  the  students  are  using  LSD  any- 
where near  the  point  that  the  general 
public  thinks  they  are.  I think  they 
were  kind  of  intrigued  for  a while  by 
Timothy  Leary  and  by  his  theories. 
They  were  scared  to  death  of  it  at 
the  same  time.  The  very  fact  that  so 
many  people  were  attacking  Timothy 
Leary  made  him  a kind  of  hero.  Then 
he  toured  around  the  college  campuses 
and  they  took  a look  at  him  and  lis- 
tened to  him  and  got  up  and  walked 
away  and  shrugged  their  shoulders. 
He  was  no  longer  their  hero.  And 
so  I don’t  think  LSD  is  a problem  on 
the  college  campus  today.” 

Student  participation  in  the  deci- 
sion-making apparatus  of  colleges  and 
the  drive  for  a set  of  values  were  the 
overriding  non-health  concerns  re- 
flected at  the  two-day  meeting.  Pro- 
ceedings of  the  conference  will  be  pub- 
lished. Persons  interested  should  write 
to  Karl  C.  J.  Oermann,  Ph.D.,  chair- 
man, Department  of  Health  Educa- 
tion, Physical  Education,  Recreation 
and  Safety  Education,  University  of 
Pittsburgh. 
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Labor  Dept.  Opinion 


Office^  Clinic  Said 
^Local  Business^ 

The  Wage  and  Hour  Division  of 
the  U.S.  Department  of  Labor 
has  acknowledged  the  classifica- 
tion of  a physician’s  office  or  medical 
clinic  as  an  “essentially  local  business.” 
The  Labor  Dept,  gave  the  opinion 
in  a letter  interpreting  the  Fair  Labor 
| Standards  Act,  which  establishes  mini- 
mum wage,  overtime  pay,  and  record 
keeping  requirements  for  protection 
of  employees. 

1 Exceptions  Given:  The  letter  also 
indicated  an  opinion  that  employees  of 
such  medical  establishments  are  not 
covered  unless  employees  regularly 
and  recurrently  spend  more  than  a 
negligible  amount  of  time  in  prepar- 
ing, sending  or  receiving  interstate 
messages  by  telephone,  telegraph  or 
mail,  or  in  handling  products  sold  to 
patients.  The  classification  also  in- 
cludes businesses  with  annual  gross 
dollar  volume  of  $500,000  or  more 
($250,000  after  Jan.  31,  1969). 

The  letter  also  states  the  opinion  of 
the  department  that  retail  service  es- 
tablishment exemption  does  not  ap- 
ply to  physicians’  offices  or  medical 
clinics. 

Incidental  Use:  The  AMA  Law  Di- 
i vision  said  that  existing  court  decisions 
indicate  that  mere  incidental  use  of 
ithe  telephone,  telegraph,  or  mail  can- 
not establish  employee  coverage  and 
that  the  retail  establishment  exemp- 
tion is  applicable.  In  the  only  sense 
that  any  personal  service  can  be  “re- 
• tail,”  the  law  division  believes  medical 
service  clearly  qualifies.  None  of  these 
iissues  have  been  decided  in  court 
cases  involving  physicians’  offices. 

The  Law  Division  said  that  because 
physicians  must  compete  for  office 
employees  with  commercial  firms,  it 
it  advisable  for  physicians  to  volun- 
tarily adopt  minimum  wage,  overtime 
pay  and  record  keeping  standards 
equivalent  to  those  established  by  the 
’act.  If  any  physician  is  confronted 
by  a claim  that  his  employees  are 
covered  by  the  act,  the  Law  Division 
advised  the  physician  to  consult  his 
attorney  and  not  voluntarily  acknowl- 
edge coverage. 


Journal  Entombed 


George  T.  Harrell,  M.D.,  Dean  of  the 
College  of  Medicine  and  Director  of 
The  Milton  S.  Hershey  Medical  Cen- 
ter, places  a copy  of  the  May  1968 
issue  of  Pennsylvania  Medicine,  de- 
voted to  the  Center,  in  a lead  box 
which  was  encased  in  the  building’s 
datestone.  The  box  contains  appropri- 
ate mementos  from  Hershey,  Penn 
State,  the  Commonwealth  and  the 
medical  profession. 

AMA  Sets  "Law  Week" 

The  Law  Division  of  the  American 
Medical  Association  will  sponsor 
“AMA  Law  Week”  this  fall  in  Chi- 
cago. It  will  include  the  Fourth  Na- 
tional Congress  on  Health  Quackery 
and  the  Second  National  Congress  on 
Medical  Ethics. 

AMA  Law  Week,  scheduled  Oct. 
2-6,  also  includes  the  biennial  legal 
conference  for  medical  society  repre- 
sentatives. All  meetings  will  be  held 
at  the  Drake  Hotel. 

The  Law  Division  said  programs 
are  being  geared  to  subjects  of  cur- 
rent medical  interest  including  prob- 
lems in  the  field  of  weight  reduction, 
chiropractic,  and  quackery  in  general. 
Other  subjects  include  organ  trans- 
plantation, medical  discipline,  and  eth- 
ics of  medical  practice  tomorrow. 


Hahnemann,  Magee  Join 
in  Patient  Care  Needs 

Hahnemann  Medical  College  and 
Hospital  and  Magee  Memorial  Hos- 
pital, Philadelphia,  have  announced  an 
affiliation  which  is  expected  to  com- 
plement the  programs  of  patient  care, 
education  and  research  in  both  insti- 
tutions. 

The  two  institutions  expect  to 
broaden  the  scope  of  the  residency 
programs  at  both  places,  amplify  the 
education  of  medical  and  nursing  stu- 
dents at  Hahnemann,  and  provide 
broader  general  and  special  medical 
care  for  patients  at  both  hospitals. 
It  is  also  expected  that  new  research 
projects  in  training  techniques  and 
other  aspects  of  physical  rehabilita- 
tion will  evolve  from  the  close  aca- 
demic and  patient  care  relationship. 

In  the  new  affilitaion,  each  will  con- 
tinue to  function  as  independent  en- 
tities but  there  will  be  reciprocal  medi- 
cal staff,  faculty  and  board  of  trustees 
appointments.  Magee  will  continue 
to  be  a community  facility  for  the 
Delaware  Valley  and  Southeastern 
Pennsylvania. 

Magee  residents  will  work  with  re- 
habilitation problems  in  their  more 
acute  stages  at  Hahnemann.  They  will 
participate  in  the  short  term  physical 
therapy  of  Hahnemann  patients,  who 
present  a broad  spectrum  of  illness, 
injury  and  disease  because  it  is  a 
large,  urban  medical  college  hospital. 

Hahnemann  residents  in  many  of 
the  specialties  and  subspecialties  of 
medicine  and  surgery  will  take  part 
in  the  care  of  Magee  patients  under- 
going long-term  physical  rehabilita- 
tion. It  is  not  uncommon  for  these 
patients  to  develop  illnesses  unrelated 
to  the  original  disability  for  which  they 
are  in  a rehabilitation  center. 

Hahnemann  will  continue  to  de- 
velop its  physical  therapy  facility  for 
short  term  care  of  patients  who  can 
be  discharged  without  further  hos- 
pitalization or  who  will  be  transferred 
for  long-term  sophisticated  rehabilita- 
tion at  Magee  and  simliar  specialty 
centers. 

All  of  the  diagnostic  services  and 
patient  care  facilities  of  Hahnemann 
will  be  available  to  Magee  patients  as 
needed.  This  affiliation  eliminates 
need  for  duplication  of  expensive 
equipment  and  instrumentation  such 
as  is  found  in  a medical  center,  clinical 
laboratories  or  diagnostic  radiology 
department. 


TUNE,  1968 
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Hahnemann  Pediatrician  Honored 


Carl  C.  Fischer,  M.D.  (center),  former  chairman  of  the  Department  of  Pedi- 
atrics at  Hahnemann  Medical  College  and  Hospital,  was  honored  by  his 
colleagues  with  the  first  Carl  C.  Fischer  Lectureship  at  the  Philadelphia  College 
of  Physicians.  ( Left  to  right)  Robert  Haggerty,  M.D.,  chairman,  Department 
of  Pediatrics,  University  of  Rochester  School  of  Medicine,  who  gave  the 
lecture  on  Community  Pediatrics  with  Dr.  Fischer  and  Charles  S.  Cameron, 
M.D..  Hahnemann  president. 

Dr.  Fischer  is  associate  director  of  medical  affairs  at  Hahnemann  and  pro- 
fessor of  pediatrics.  He  is  a graduate  of  the  Hahnemann  Medical  College  and 
a past  president  of  the  Philadelphia  Pediatrics  Society  and  past  state  and 
national  president  of  the  American  Academy  of  Pediatrics. 


Temple  Student  Wins 
SAMA-Eaton  Award 
in  Medical  Arts 

Gary  Wind,  sophomore  at  Temple 
University  Medical  School,  Philadel- 
phia, is  a winner  in  the  Tenth  Annual 
Competition  for  the  SAMA-Eaton  1 

Medical  Art  Awards. 

The  national  competition  provides 
cash  prizes  for  outstanding  medical  1 

photographs,  photomicrographs  and 
illustrations  submitted  by  medical  stu- 
dents, interns  and  residents. 

Gary  was  selected  for  an  honorable 
mention  in  the  Photomicrography-  j; 
Professional  Division  for  his  renditions 
entitled  Studies  of  the  Left  Osseous 
Labyrinth  and  Lumbar  Disc  Hernia- 
tion. 

All  award  winning  photos  and  illus- 
trations are  incorporated  in  a travel-  ! 

ing  medical  art  salon  which  is  sched-  1 

uled  to  be  shown  at  the  AMA’s  an-  I 

nual  meeting  in  San  Francisco  this 
month.  From  there,  the  exhibit  will 
go  on  tour  for  showings  at  medical 
schools  and  hospitals  throughout  the  , 
nation.  i 

The  medical  art  award  competition 
has  been  sponsored  for  the  past  ten  , i 
years  by  the  Student  American  Medi- 
cal Association  in  cooperation  with 
Eaton  Laboratories,  a division  of  the 
Norwich  Pharmacal  Co. 


Drug  Abuse 


Public  Health 


The  State  Department  of  Public  Instruction  and  the 
Divisions  of  Drug  Control  and  Health  Education  of  the 
Department  of  Health  have  jointly  arranged  a series  of 
seminars  on  drug  abuse  and  dependence. 

Purpose  of  the  seminars  is  to  prepare  some  3,600  sec- 
ondary and  elementary  school  teachers  to  teach  their 
pupils  the  dangers  of  drug  abuse  more  effectively. 

The  first  scheduled  seminars  will  cover  approximately 
one-third  of  the  State,  geographically  scattered,  and  will 
be  extended  during  the  1968-69  school  year  with  two  more 
series  of  six  each. 

Among  those  who  have  accepted  invitations  to  address 
the  seminars  are  Martin  D.  Kissen,  M.D.,  director  of  the 
Institute  for  Alcoholism  and  Narcotic  Addiction  of  the 
Department  of  Health;  Michael  E.  Flanagan,  Coordinator 
of  Physical  Education,  Pa.  Dept,  of  Health;  Frederick  B. 
Glaser,  M.D.,  Assistant  Professor  of  Psychiatry,  Temple 
University  School  of  Medicine;  The  Rev.  Frank  M. 
Reynolds,  director  of  the  Teen  Age  Training  Center, 
Womelsdorf,  Pa.,  and  Henry  J.  Anlage,  M.D.,  associate 
director  of  clinical  services,  Smith  Kline  and  French 
Laboratories,  Philadelphia. 


Thirty  top-level  supervisors  from  the  Pennsylvania 
Health  Department  explored  in  depth  the  Human  Aspects 
of  Administration  in  Public  Health  at  a week-long  con- 
ference at  Lake  Harmony,  Split  Rock,  in  April. 

This  was  the  17th  in  a series  of  annual  conferences  , 
devoted  to  continual  up-dating  of  supervisory  techniques 
involved  in  administration  of  increasingly  complex  public 
health  programs. 

Sessions  at  the  conference  included  both  workshops 
and  lectures  by  qualified  experts  in  the  human  relations 
field. 

Among  the  subjects  discussed  were  motivation  in  human  1 
behavior,  improved  communications  and  problems  of  the 
administrator  in  government. 

Speakers  heard  during  the  week  included:  Ralph  E. 

Dwork,  M.D.,  deputy  secretary  of  the  Health  Department;  , 
Joseph  E.  Crowley,  M.D.,  professor  of  psychology  at  J , 
LaSalle  College,  Philadelphia;  and  C.  Earl  Albrecht,  M.D.,  * t 

professor  of  preventive  medicine  at  Jefferson  Medical  Col- 
lege, Philadelphia. 
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Only  M.D/s  Can 
Control  Care  Costs, 
Says  Erie  Physician 


Organized  medicine,  through  a con- 
certed effort  by  state  and  county  medi- 
cal societies,  is  “potentially  the  great- 
est ally”  of  the  public  in  controlling 
expenditures  for  medical  services,  par- 
ticipants at  the  second  national  Ameri- 
can Medical  Association  Congress  on 
the  Socio-Economics  of  Health  Care 
were  told. 


Russell  B.  Roth,  M.D.,  Erie,  vice- 
speaker of  the  AMA  House  of  Dele- 
gates, said,  “Vast  programs  of  financ- 
ing medical  care  must  be  supervised, 
must  be  audited,  must  be  equated  to 
need,  and  must  be  protected  against 
abuse.” 

Government,  considered  by  some  to 
be  the  answer  to  the  problem,  could 
i impose  controls,  he  said,  but  com- 
pared to  the  medical  profession,  it  is 
“ill  equipped  to  remedy  the  difficulties. 

“It  is  government  which  in  effect 
has  written  the  blank  check  for  medi- 
cal care  and  must  look  to  someone 
else  to  fill  in  the  amount,”  Dr.  Roth 
said.  “It  is  in  large  part  this  abun- 
dance of  governmental  dollars  chas- 
ing after  scarce  services  that  has  cre- 
ated the  problem.” 

Despite  efforts  of  third  party  payors 
and  voluntary  prepayment  plans,  no 
alternative  to  physician  review  has  ever 
been  found,  he  said. 


* 


“It  is  quite  true  that  claims  review 
is  becoming  automated  and  sophisti- 
cated to  the  extent  that  machines  pick 
out  cases  which  depart  from  a pro- 
grammed range  of  acceptability,  but 
the  actual  evaluation  of  the  case  and 
the  charges  depends  upon  physician 
judgment,”  Dr.  Roth  pointed  out. 

Proper  utilization  of  hospital  facili- 
ties and  services,  fee-for-service  pay- 
ment, and  quality  of  care  are  areas 
in  which  the  physician  can  function 
more  effectively  and  help  to  identify 
and  contain  expenditures,  he  said. 

Critics  of  the  medical  profession, 
including  labor-management  and  gov- 
ernment, are  “self-defeatists,”  Dr. 
Roth  emphasized. 

“I  believe  the  medical  profession 
needs  the  understanding,  the  support, 
and  the  effective  assistance  of  all  in- 
terested parties  to  do  the  job  that 
only  it  can  do,”  he  said.  “And  when 
that  support  and  assistance  is  pro- 
ferred,  I believe  the  medical  profes- 
sion should  accept  it.” 

JUNE,  1968 


Rural  Health 


Discussed 


PMS  Commission  Plans  National  Conference — Members  and  consultants  oj 
the  Commission  on  Rural  Health  and  representatives  from  rural  organizations, 
Penn  State  and  State  Departments  of  Health  and  Agriculture  met  recently  in 
the  State  Society  headquarters  building  to  plan  for  the  AMA’s  22nd  National 
Conference  on  Rural  Health.  The  State  Society  is  serving  as  host  for  the 
AMA-sponsored  event  scheduled  to  be  held  at  the  Philadelphia  Marriott  Motor 
Hotel , March  21-22,  1969.  Presiding  at  the  meeting  is  Charles  J.  H.  Kraft, 
M.D.  Meshoppen,  Commission  Chairman. 


Dr.  Roth  made  the  following  sug- 
gestions in  regard  to  the  future  role 
of  organized  medicine  as  “guardian" 
of  the  consumer's  interest  in  expendi- 
tures for  medical  care: 

• Identification  of  public  and  pri- 
vate expenditures  for  medical  service 
which  differ  from  elements  relating 
to  direct  patient  care,  to  improve  phy- 
sician awareness. 

• Instruct  medical  societies  to  en- 
courage medical  schools  to  include 
medical-economic  understanding  and 
responsibility  in  their  curriculums,  es- 
pecially at  the  intern  and  resident 
level. 

• Encourage  physicians  who  have 
remained  aloof  from  organized  medi- 
cine to  become  active  participants. 

• Solicit  aid  of  other  interested 
parties  in  decision-making  for  con- 
structive and  cooperative  approaches 
to  the  problem 

• Make  use  of  medicine's  profes- 
sional associations,  while  remaining 
receptive  to  any  genuine  help  which 
may  be  proferred.  (AMA  News) 


Cure  Award  Offered 

The  American  Schizophrenia  Foun- 
dation has  announced  today  that  it  is 
establishing  a $10,000  prize  to  be 
awarded  to  the  scientist  who  discovers 
a cure  for  schizophrenia. 

The  prize  will  be  known  as  the 
Dixie  Annette  Award,  after  a young 
Californian  who  took  her  life  after 
19  years  of  illness  during  which  her 
parents  tried  a variety  of  ineffective 
therapies.  The  parents  donated  the 
funds  to  the  Foundation  “with  the 
hopes  of  inspiring  a breakthrough  in 
the  chemotherapy  of  schizophrenia.” 
The  Foundation  hopes,  in  time,  to 
build  the  fund  into  a $100,000  prize. 

A committee  of  the  Foundation's 
Scientific  Advisory  Board,  which  in- 
cludes many  distinguished  psychia- 
trists, biochemists  and  geneticists,  has 
set  up  ground  rules  for  the  prize. 
The  ground  rules  and  other  informa- 
tion about  schizophrenia  may  be  ob- 
tained by  writing  to:  the  American 

Schizophrenia  Foundation,  305  S. 
State  St.,  Ann  Arbor,  Mich.  48108. 
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13, 192  M.D.  ’s  Benefit 

Blue  Shield  Pays  Record  $141,  Million 


A record  $142  million  was  paid 
through  Pennsylvania  Blue  Shield  for 
doctor  care  and  medical  supplies  dur- 
ing 1967,  according  to  a report  by 
J.  A.  Daugherty,  M.D.,  chairman  of 
the  board. 

Of  the  amount  paid,  $84.1  million 
was  for  Blue  Shield  members,  $56.5 
million  for  persons  65  years  and  older 
covered  under  Medicare  Part  B,  and 
$1.5  million  for  those  eligible  under 
the  uniformed  services  program. 

Included  in  the  new  number  of 
16,944  Blue  Shield  participating  doc- 
tors at  the  end  of  the  year  were 
13,792  doctors  of  medicine,  1,585 
doctors  of  dental  surgery  and  1,567 
doctors  of  osteopathy.  Dr.  Dougherty 
reported  that  535  doctors  of  podiatry 


PSU,  State  Begin 
Nursing  Program 

The  State  Department  of  Health 
and  The  Pennsylvania  State  University 
jointly  have  inaugurated  a new  public 
health  nursing  education  program  de- 
signed to  abate  the  Commonwealth's 
critical  shortage  of  nurses,  particularly 
in  the  public  health  field. 

At  present  all  nursing  education 
programs  in  the  State  geared  to  the 
granting  of  B.S.  degrees  in  nursing 
are  carried  out  in  urban  settings  and 
are  not  producing  enough  nurses  with 
these  degrees. 

In  the  pilot  program  inaugurated 
at  University  Park,  six  nursing  stu- 
dents will  have  the  opportunity  to 
study  public  health  needs  in  a rural 
location. 

“This  is  an  innovation  in  clinical 
assignment,”  said  Miss  Margaret  L. 
Balog,  assistant  director,  Division  of 
Public  Health  Nursing,  "and  may  well 
be  an  important  step  in  improving  the 
quality  of  the  entire  nursing  educa- 
tion concept  in  the  State.” 

Under  existing  procedures,  nurses 
must  have  both  R.N.  registrations  and 
baccalaureate  degrees  to  qualify  for 
public  health  careers  in  any  but  the 
most  technical  nursing  jobs. 

Registered  nurses  who  graduated 
from  the  three-year  diploma  program 
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had  become  participating  doctors 
under  the  new  coverage  for  certain 
podiatry  services  which  became  effec- 
tive March  1 . 

Of  the  over  two  million  doctors' 
services  paid  for  Pennsylvania  Blue 
Shield  in  1967,  nearly  920  thousand 
were  for  surgery  and  obstetrical  de- 
livery, 788  thousand  for  medical  care 
and  340  thousand  for  complementary 
coverage  for  persons  65  years  or 
older  enrolled  in  Medicare  Part  B. 
Amounts  paid  for  various  types  of 
services  were:  Surgery  and  obstetrical 
delivery  $51.3  million,  medical  care 
$24.1  million,  complementary  cover- 
age $6.5  million  and  major  medical 
$2.2  million. 


can  enroll  in  the  colleges  or  univer- 
sities. This,  however,  can  take  an 
additional  two  to  three  years  to  qualify 
the  individual  for  advanced  public 
health  nursing  jobs. 

On  the  other  hand,  these  qualifica- 
tions can  be  obtained  in  four  years 
through  the  straight  B.S.  in  nursing 
program  such  as  is  now  being  extended 
beyond  the  State's  urban  centers. 

AMA  to  Query  M.D.s 
on  V.D.  Incidence 

In  an  effort  to  obtain  an  accurate 
measure  of  the  severity  of  the  VD 
problem  in  the  United  States,  the 
American  Medical  Association,  the 
National  Medical  Association,  the 
American  Osteopathic  Association 
and  the  American  Social  Health  As- 
sociation in  cooperation  with  the  Pub- 
lic Health  Service  will  conduct  the 
“National  Survey  of  VD  Incidence,” 
which  covers  the  period  from  April  1 
through  June  30,  1968. 

All  practicing  physicians  in  the 
United  States  will  receive  an  official 
questionnaire  mailed  on  July  1.  The 
tabulated  results  will  be  published  na- 
tionally by  the  sponsoring  organiza- 
tions. All  county  medical  societies  are 
requested  to  cooperate  by  urging  phy- 
sicians to  participate  in  this  survey. 


Student  Interests 
Emphasized  in  New 
U.Pa.  Curriculum 

The  nation’s  oldest  medical  school, 
the  203-year-old  University  of  Penn- 
sylvania School  of  Medicine,  has 
abandoned  its  traditional  medical  cur- 
riculum in  favor  of  a highly  individual- 
ized program  of  medical  education  de- 
signed to  meet  the  special  needs  and 
interests  of  each  student  enrolled. 

Dr.  Samuel  Gurin,  dean  of  the 
School  of  Medicine,  announced  dur- 
ing a Trustees’  luncheon  meeting  on 
the  203rd  anniversary  of  the  medical 
school’s  founding,  that  the  new  cur- 
riculum will  be  implemented  next 
September  in  all  four  classes  simul- 
taneously. 

Dean  Gurin  said  the  new  curricu- 
lum at  Pennsylvania  breaks  with  the 
traditional  course  of  study  that  Ameri- 
can medical  schools  adopted  50  years 
ago  when  most  graduates  entered  gen- 
eral practice.  He  pointed  out  that 
medical  schools  throughout  the  coun- 
try now  are  developing  and  imple- 
menting new  programs  of  study.  Some 
offer  several  “track”  curricula  to  re- 
place the  old  “one-track”  system.  Some 
are  planning  to  educate  family  medi- 
cine specialists  in  an  effort  to  rein- 
force the  dwindling  ranks  of  general 
practioners. 

“Rather  than  committing  ourselves 
to  educating  a particular  type  of  doc- 
tor or  offering  students  a selection  of 
three  of  four  “track”  curricula,  we 
have  chosen  to  make  it  possible  for 
the  individual  student  to  decide  early 
in  his  medical  education  what  area  of 
medicine  interests  him  most,”  Dean 
Gurin  said. 

"By  giving  him  the  option  to  choose 
from  what  may  be  the  broadest  selec-  ( j 
tion  of  courses  offered  by  any  medical 
school,  each  student  may  set  his  own  , f 
personal  goal  in  medicine  and  tailor 
his  course  of  study  to  achieve  that 
goal.” 

Medical  students  permitted  to  con- 
centrate on  areas  that  interest  them, 
as  graduate  students  in  history  or 
physics  do,  will  be  able  to  take  more 
advanced  courses  in  clinical  or  non- 
clinical  subjects  and  obtain  the  schol- 
arly background  for  future  specializa- 
tion, the  dean  pointed  out.  “We  have 
500  students  in  the  medical  school, 
which  means  there  could  be  500  dif- 
ferent curricula,”  he  stated. 

PENNSYLVANIA  MEDICINE 


Looking 

for 

Something ? 


Try  PENNSYLVANIA  MEDICAL  SOCIETY 

PHYSICIAN  PLACEMENT  SERVICE 

Pennsylvania  Medical  Society  offers  assistance  through  its  Placement  Service 
for  physicians  seeking  locations  as  well  as  communities  seeking  additional  medical 
zoverage . There  are  registrations  in  most  specialties  and  general  practice.  List  of 
bhysicians  in  various  specialties  available  on  request . Communities  seeking  gen - 
izral  practitioners  are  requested  to  list  with  the  Service. 


For  further  information,  contact: 

PHYSICIAN 
PLACEMENT  SERVICE 

PENNSYLVANIA  MEDICAL  SOCIETY 
TAYLOR  BYPASS  AND  ERFORD  RD. 
LEMOYNE,  PENNSYLVANIA  17043 

UNE,  1968 
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Butazolidin  alka 
in  rheumatoid  arthritis. 

If  it  doesn’t  work  in  a week, 
forget  it. 


ut  don’t  forget  this  about  Butazolidin  alka 

lontraindications:  Edema;  danger  of  cardiac 
ecompensation;  history  or  symptoms  of  peptic 
leer;  renal,  hepatic  or  cardiac  damage; 
istory  of  drug  allergy;  history  of  blood  dys- 
rasia.  The  drug  should  not  be  given  when  the 
atient  is  senile  or  when  other  potent  drugs  are 
iven  concurrently.  Large  doses  of  Butazolidin 
Ika  are  contraindicated  in  glaucoma. 

/ arning:  If  coumarin-type  anticoagulants  are 
iven  simultaneously,  watch  for  excessive 
icrease  in  prothrombin  time.  Instances  of 
5vere  bleeding  have  occurred.  Persistent  or 
Bvere  dyspepsia  may  indicate  peptic  ulcer; 
srform  upper  gastrointestinal  x-ray  diagnostic 
ists  if  drug  is  continued.  Pyrazole  compounds 
lay  potentiate  the  pharmacologic  action  of 
jlfonylurea,  sulfonamide-type  agents  and 
sulin.  Carefully  observe  patients  receiving 
jeh  therapy.  Use  with  caution  in  the  first  tri- 
ester of  pregnancy  and  in  patients  with 
lyroid  disease. 


recautions:  Before  prescribing,  carefully 
5lect  patients,  avoiding  those  responsive  to 
lutine  measures  as  well  as  contraindicated 
atients.  Obtain  a detailed  history  and  a com- 
ete  physical  and  laboratory  examination, 
eluding  a blood  count.  The  patient  should  not 
<ceed  recommended  dosage,  should  be 
osely  supervised  and  should  be  warned  to 
scontinue  the  drug  and  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
ms  of  blood  dyscrasia);  sudden  weight  gain 
/ater  retention);  skin  reactions;  black  or  tarry 
ools  or  other  evidence  of  intestinal  hemor- 
lage  occur.  Make  complete  blood  counts  at 
jeekly  intervals  during  early  therapy  and  at 
week  intervals  thereafter.  Discontinue  the 
'ug  immediately  and  institute  counter- 
easures  if  the  white  count  changes  signifi- 
Jntly,  granulocytes  decrease,  or  immature 
rms  appear.  Use  greater  care  in  the  elderly 
id  in  hypertensives. 

Averse  Reactions:  The  more  common  are 
lusea  and  edema.  Swelling  of  the  ankles  or 
ce  may  be  minimized  by  withholding  dietary 
It,  reduction  in  dosage  or  use  of  diuretics.  In 
derly  patients  and  in  those  with  hypertension 
e drug  should  be  discontinued  with  the 
ipearance  of  edema.  The  drug  has  been 
sociated  with  peptic  ulcer  and  may  reac- 


tivate a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  LyeN’ssyndrome  (toxic 
necrotizing  epidermolysis),  or  ageneralized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Rheumatoid  Arthritis^  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  appropriate  dosage  in  any  specific 
case,  consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 

other  factors  influencing  drug  response.  <8)46-070-A 

Butazolidin8  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum 
hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 


|>r  complete  details, 
ease  see  full 
escribing  Information. 
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Robert  B.  O'Connor,  M.D.,  Pitts- 
burgh, has  been  reappointed  a mem- 
ber of  the  Council  on  Voluntary 
Health  Agencies  of  the  American 
Medical  Association.  The  AMA  Coun- 
cil maintains  liaison  between  the  AMA 
and  national  voluntary  health  agencies, 
taking  an  active  interest  in  national 
studies  and  programs  in  this  area. 

David  Gelfand,  M.D.,  Philadelphia, 
has  been  reappointed  chairman  of 
the  Committee  on  Rehabilitation  of 
the  American  Medical  Association. 
The  AMA  Committee,  currently  com- 
posed of  six  members  appointed 
by  the  Board  of  Trustees,  is  con- 
cerned with  the  coordination  of  in- 
formation to  physicians  on  various 
aspects  of  rehabilitation. 

Charles  J.  H,  Kraft,  M.D.,  Meshop- 
pen,  has  been  reappointed  a member 
of  the  Council  on  Rural  Health  of 
the  American  Medical  Association. 

The  Council  works  toward  the 
betterment  of  the  health  of  the  rural- 
urban  population  through  guidance 
and  assistance  in  development  of  na- 
tional programs  such  as  community 
planning  for  health  facilities  and 
health  manpower,  planning  for  emer- 
gency medical  care  and  first  aid  train- 
ing, for  education  for  personal  and 
community  health  responsibility,  and 
efficient  utilization  of  rural  health 
care  services,  as  well  as  sponsorship 
of  national  conferences,  health  edu- 
cation seminars,  assistance  in  research 
for  rural  health  improvement,  and 
promotion  of  health  careers  informa- 
tion programs  for  rural  youth. 

John  Maclver,  M.D.,  Pittsburgh, 
has  been  reappointed  a member  of 
the  Joint  Committee  on  Mental 
Health  in  Industry  of  the  American 
Medical  Association. 

The  Joint  Committee,  through  use 
of  guides  and  written  statements, 
offers  necessary  and  proper  leader- 
ship in  the  field  of  mental  health  in 
industry. 

Morris  H.  Samitz,  M.D.,  Philadel- 
phia, has  been  reappointed  a member 
of  the  Subcommittee  on  Skin  of  the 
American  Medical  Association’s  Com- 

26 


mittee  on  Rating  of  Mental  and  Phy- 
sical Impairment. 

The  AMA  Committee  on  Rating 
of  Mental  and  Physical  Impairment 
is  developing  a series  of  practical 
guides  to  assist  physicians  in  evaluat- 
ing permanent  impairment. 

Joseph  A.  Cipcic,  M.D.,  Pittsburgh, 
recently  was  a participant  in  a “How  I 
Do  It  Clinic”  on 
Implants  as  an 
Aid  in  the  Cor- 
rection of  De- 
fects, Deficiencies 
or  Malfunction  of 
the  Ear,  Nose  and 
Throat  Structures 
at  the  Williams- 
burg Sectional 
Meeting  of  the 
American  College 
of  Surgeons  in  Williamsburg,  Virginia. 
His  specific  topic  was  the  Nasal-Sinus- 
Facial  Complex.  Dr.  Cipcic  also  took 
part  in  a Symposium  on  Medico-Legal 
Matters  at  the  fourth  annual  scientific 
meeting  of  the  American  Academy 
of  Facial  Plastic  and  Reconstructive 
Surgery. 

The  following  Pennsylvania  physi- 
cians have  been  elected  to  member- 
ship in  the  Pennsylvania  Academy  of 
General  Practice:  Leroy  A.  Gehris, 

M.D.,  Reading;  Esmaralda  Das,  M.D., 
Greensburg;  William  J.  Bovard,  M.D., 
Elizabethtown;  and  David  F,  Gillum, 
M.D.,  Wellsboro. 

Robert  N.  Bucher,  M.D.,  dean  of 
Temple  University  School  of  Medi- 
cine, has  been  appointed  to  an  inter- 
national committee  on  medical  educa- 
tion. Bucher  was  named  to  the  com- 
mittee by  the  Association  of  American 
Medical  Colleges.  The  committee  ad- 
ministers a new  international  fellow- 
ship program  for  United  States  medi- 
cal students.  It  also  helps  in  negotiat- 
ing research  training  agreements  with 
foreign  institutions  and  in  the  selec- 
tion of  fellows. 

William  L.  Holmes,  M.D.,  Phila- 
delphia, has  been  named  director  of 
Lankenau  Hospital’s  division  of  re- 
search. Dr.  Holmes  joined  Lankenau’s 


research  staff  last  August  as  head  of 
the  departments  of  physiology  and 
biochemistry. 

Edmond  M.  Knesevitch,  M.D.,  Le- 

highton,  has  been  named  a fellow  in 
the  International  Academy  of  Proc- 
tology. Dr.  Knesevitch  is  an  active 
member  of  the  staff  of  Gnaden  Huet- 
ten  Hospital. 

Yale  S.  Lewine,  M.D.,  Johnstown, 
is  the  recipient  of  Johnstown’s  general 
practitioner  of  the  year  award.  Dr. 
Lewine  is  a former  president  of  the 
medical  staff  at  Lee  Hospital  and  a 
member  of  the  Memorial  Hospital 
medical  staff. 

Dan  Phythyon,  M.D.,  Sharon,  has 
been  presented  a plaque  by  the  Mer- 
cer County  Medical  Society  in  rec- 
ognition of  his  fifty  years  of  practice. 

William  D.  Reppert,  M.D.  and 
James  R.  Regan,  M.D.,  both  of  Beth- 
lehem, have  been  elected  to  member- 
ship in  the  American  College  of  Physi- 
cians. 

William  H.  Sewell,  Jr.,  M.D.,  chief 
of  cardiac  surgery  at  the  Robert  Pack- 
er Hospital  and  Guthrie  Clinic,  was 
a panelist  at  a two-day  session  of  the 
American  College  of  Surgeons  sec- 
tional meeting. 

Francis  W.  Roscoe,  M.D.,  Scranton, 
has  been  certified  as  a full  fellow  in 
the  International  College  of  Surgeons. 
Dr.  Roscoe  also  is  a certified  diplo- 
mate  of  the  American  Board  of  Ab- 
dominal Surgeons. 

Paul  James,  M.D.,  Philadelphia,  will 
be  a discussant  at  an  international 
symposium  on  dextrans  to  be  held  at 
Galveston  Island,  Texas  this  month. 
The  symposium  will  be  entitled  Cur- 
rent Concepts  of  the  Basic  Actions  oj 
Dextrans  and  their  Clinical  Applica- 
tion in  the  Cardiovascular  and  Related 
Fields. 

Robert  R.  Carpenter,  M.D.  has 

been  named  director  of  the  Western 
Pennsylvania  Regional  Medical  Pro- 
gram. Dr.  Carpenter  was  previously 
associated  with  the  Texas  Regional 
Medical  Program. 
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Richard  J.  Patterson,  M.D.,  Harris- 
burg orthopedic  surgeon,  has  been 
appointed  lecturer 
in  anatomy  at 
The  Pennsylvania 
State  University 
College  of  Medi- 
cine at  The  Mil- 
ton  S.  Hershey 
Medical  Center. 
In  announcing 
the  appointment, 
Bryce  M unger, 
M.D.,  professor 
and  chairman  of  the  department  of 
anatomy  at  Hershey,  said  that  “Dr. 
Patterson,  serving  as  a volunteer 
teacher  in  both  laboratory  and  lecture 
exercises  since  classes  began  last  fall, 
has  been  particularly  valuable  in  pro- 
viding our  students  with  correlation 
between  the  clinical  aspects  of  ortho- 
pedic surgery  and  the  study  of  basic 
human  anatomy.  We  appreciate  his 
interest  in  our  students  and  the  dili- 
gence which  he  put  into  his  teaching.” 

Van  Buren  O.  Hammett,  M.D.,  pro- 
fessor and  chairman  of  the  department 
of  psychiatry  at  Hahnemann  Medical 
College  and  Hospital  has  been  named 
chairman  of  the  Faculty-Medical  Staff 
Campaign  Committee  for  the  21st 
Century  Development  Fund.  In  this 
capacity  Dr.  Hammett  has  been  lead- 
ing groups  of  his  colleagues  in  dis- 
cussing, evaluating  and  organizing  the 
Faculty  and  Staff  of  Hahnemann  Med- 
ical College  and  Hospital. 

Abraham  E.  Rakoif,  M.D.  of  Jef- 
ferson Medical  College,  Luigi  Mas- 
troianni,  Jr.,  M.D.  of  the  University 
of  Pennsylvania  School  of  Medicine, 
and  Celso-Ramon  Garcia,  M.D.  of 
the  University  of  Pennsylvania  School 
of  Medicine  will  participate  in  post- 
graduate courses  to  be  held  next 
month  at  the  Sixteenth  Annual  Clinical 
Meeting  of  the  American  College  of 
Obstetrics  and  Gynecology.  Warren 
R.  Lang,  M.D.  of  Jefferson  and  Rus- 
sell Ramon  de  Alvarez  of  Temple  Uni- 
versity Health  Sciences  Center  will 
also  participate. 

Luigi  Mastroianni,  Jr.,  M.D.,  chair- 
man and  professor  of  obstetrics  and 
gynecology  at  the  University  of  Penn- 
sylvania School  of  Medicine,  has  re- 
ceived a continuation  grant  in  the 
amount  of  $846,000  from  the  Ford 
Foundation  for  his  studies  on  primate 
reproduction. 

Thomas  C.  Kalhof,  M.D.,  Erie, 
has  been  elected  president-elect  of  the 


International  Society  of  Medical  Di- 
rectors of  Chronic  Disease  Facilities 
at  the  First  Annual  Meeting  in  Hous- 
ton, Texas. 

Sheldon  G.  Cohen,  M.D.,  professor 
of  biological  research  at  Wilkes  Col- 
lege, Wilkes-Barre,  has  been  re-elected 
historian  of  the  American  Academy  of 
Allergy  for  the  sixth  consecutive  year. 

Fred  Harbert,  M.D.,  professor  of 
otolaryngology  and  head  of  the  de- 
partment at  Jefferson  Medical  College, 
is  the  vice-president  of  the  American 
Laryngological,  Rhinological  and  Oto- 
logical  Society  for  the  Eastern  Divi- 
sion. 

Arthur  H.  Keeney,  M.D.,  Phila- 
delphia, has  been  reappointed  a mem- 
ber of  the  Committee  on  Medical 
Aspects  of  Automotive  Safety  of  the 
American  Medical  Association. 

The  AMA  Committee  on  Medical 
Aspects  of  Automotive  Safety  de- 
velops medical  information  for  the 
practicing  physician,  enabling  him  to 
advise  and  inform  his  patients  con- 
cerning hazards  which  may  result 
when  the  driver  has  abnormal  physi- 
cal conditions,  certain  diseases  or 
emotional  disturbances,  or  when  he 
uses  drugs  and  alcohol. 

George  A.  Smith,  M.D.,  Franklin 
and  Merl  A.  Newell,  M.D.,  Clinton- 
ville  have  received  certificates  of  ap- 
preciation and  25-year  service  pins 
from  the  Selective  Service  System. 

Orlo  G.  McCoy,  M.D.,  Canton  and 
Alexander  V.  Orlando,  M.D.,  Sayre 
have  been  elected  to  active  member- 
ship in  the  American  Academy  of 
General  Practice. 

John  W.  Kreider,  M.D.,  has  been 
appointed  assistant  professor  of  path- 
ology at  The  Pennsylvania  State  Uni- 
versity College  of  Medicine.  Dr. 
Kreider  will  teach  pathology  to  under- 
graduate medical  students  and  con- 
tinue his  research  on  the  mechanisms 
whereby  certain  tumor-producing  vi- 
ruses interfere  with  cellular  differentia- 
tion. 

Clyde  F.  Barker,  M.D.,  University 
of  Pennsylvania  School  of  Medicine 
and  Frederick  B.  Glaser,  M.D.,  Tem- 
ple University  School  of  Medicine, 
have  been  appointed  Markle  Founda- 
tion Scholars  in  Academic  Medicine. 
The  Scholar  grants  have  been  made 
annually  since  1948  to  relieve  the 
faculty  shortage  in  medical  schools  by 
giving  aid  to  young  teachers  early  in 
their  careers. 


At  the  annual  corporation  meeting 
of  Pennsylvania  Blue  Shield  nine  di- 
rectors of  the  statewide  health  care 
financing  company  were  elected  and 
the  board  of  directors  re-elected  all 
officers.  John  F.  Drumhcller,  M.D., 
Erie  and  R.  Robert  Tyson,  M.D., 
Philadelphia  were  elected  as  new  di- 
rectors. Re-elected  as  directors  for 
three-year  terms  were:  Lewis  T. 

Buckman,  M.D.,  Wilkes-Barre;  Wil- 
liam R.  Hunt,  M.D.,  McKeesport; 
George  H.  Stein,  M.D.,  Harrisburg; 
and  J.  A.  Daugherty,  M.D.,  Harris- 
burg. Sydney  E.  Sinclair,  M.D., 
Harrisburg,  was  re-elected  an  adminis- 
trative officer. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
attended  the  24th  Annual  Pre-Con- 
gress Seminar  of  the  American  Col- 
lege of  Allergists  on  March  25,  1968 
in  Denver,  Colorado  where  he  con- 
ducted the  Examinations  for  Advance- 
ment to  Fellowship  for  the  American 
College  of  Allergists.  In  addition,  he 
was  the  Moderator  for  a panel  dis- 
cussion on  Nasal  Allergy.  He  also 
attended  the  Post-Congress  Seminar 
from  March  29  to  April  3,  1968  in 
Las  Vegas,  Nevada  where  he  spoke 
on  Asthma.  Bronchitis,  and  Emphy- 
sema— An  Allergist's  Appraisal. 

John  T.  Dickinson,  M.D.,  Pitts- 
burgh, has  recently  returned  from 
New  Orleans,  Louisiana  where  he  par- 
ticipated as  an  Examiner  for  the 
American  Board  of  Otolaryngology, 
from  March  9-15,  1968. 

Glenn  N.  Burgess,  M.D.,  has  been 
appointed  an  associate  in  the  depart- 
ment of  psychi- 
atry at  The  Geis- 
inger  Medical 
Center,  Danville. 
A Canadian  by 
birth.  Dr.  Burgess 
entered  the  medi- 
cal profession 
after  teaching 
high  school  for 
several  years.  He 
was  a Fellow  in 
psychiatry  at  the  Mayo  Clinic  from 
1962  to  1965,  then  served  two  years 
as  director  of  training  and  assistant 
medical  director  at  Anoka  (Minne- 
sota) State  Hospital.  Prior  to  coming 
to  Danville,  Dr.  Burgess  was  in  pri- 
vate practice  with  staff  privileges  at 
North  Memorial  Hospital  in  Minne- 
apolis and  served  as  consultant  psy- 
chiatrist to  Brainerd  (Minnesota) 
State  School  and  Hospital  and  North- 
ern Pines  Mental  Health  Center,  Inc., 
in  Little  Falls,  Minnesota. 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


WELCOME,  NEW  MEMBERS! 

These  M.D.’s  have  joined  the  State  Society 
in  recent  months: 

BEAVER  COUNTY: 

Roy  H.  Marion,  M.D.,  396  Fourth  Street,  Beaver  26034. 

Virgil  Ciccarelli,  M.D.,  623  Carolina  Avenue,  Chester, 
West  Virginia  26034. 

BERKS  COUNTY: 

Richard  S.  Jones,  M.D.,  St.  Joseph's  Flospital,  Reading 
19603. 

CAMBRIA  COUNTY: 

Federico  P.  Vallesteros,  M.D.,  2541/2  Southmont  Blvd., 
Johnstown  15905. 

George  H.  Wheeling,  M.D.,  1111  Franklin  Street,  Johns- 
town 15905. 

Samuel  R.  Lowery,  M.D.,  1086  Franklin  Street,  Johns- 
town 15905. 

DELAWARE  COUNTY: 

R.  Paul  Shili  ingford,  M.D.,  3509-B  West  Chester  Pike, 
Newtown  Square  19073. 

David  N.  Bosacco,  M.D.,  Fifth  and  Fairview  Road,  Wood- 
lyn  19094. 

Walter  L.  Eaton,  Jr..  M.D.,  3400  Spruce  Street,  Phila- 
delphia 19104. 

ELK-CAMERON  COUNTY: 

John  T.  McGeehan,  M.D.,  Andrew  Kaul  Memorial  Hos- 
pital, St.  Marys  15857. 

ERIE  COUNTY: 

William  P.  Garvey,  M.D.,  3506  Sterrettania  Road,  Erie 

16506. 

Jay  L.  Jenkins.  M.D.,  1611  Peach  Street,  Erie  16501. 

FRANKLIN  COUNTY: 

William  A.  Freeman,  M.D.,  300  West  King  Street,  Ship- 
pensburg  17257. 

INDIANA  COUNTY: 

Richard  N.  Freda,  M.D.,  834  Philadelphia  Street,  Indiana 
15701. 

Melvin  C.  Williams,  M.D.,  56  South  Sixth  Street,  In- 
diana 15701. 

LANCASTER  COUNTY: 

John  M.  Rutt,  M.D.,  Intercourse  17534. 

Henry  L.  Kreider,  M.D.,  Route  2,  Box  330,  Mt.  Joy 
17552. 

Thomas  C.  Amend,  M.D.,  616  West  Chestnut  Street,  Lan- 
caster 17603. 

James  P.  Argires,  M.D.,  2532  Randolph  Place,  Birming- 
ham. Alabama  35223. 

John  H.  Housman,  M.D.,  2085  Buttonwood  Drive,  Lan- 
caster 17601. 
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LEHIGH  COUNTY: 


Indru  T.  Khubchandani,  M.D.,  Liberty  Square  Medical 
Center,  17th  and  Liberty  Streets,  Allentown  18104. 

Dean  F.  Dimick,  M.D.,  Allentown  Hospital  Association, 
17th  and  Chew  Streets,  Allentown  18102. 

Harold  J.  Goldfarb.  M.D.,  101  South  17th  Street,  Allen- 
town 18104. 

LUZERNE  COUNTY: 

Nicholas  J.  Ruggiero,  M.D.,  341  Wyoming  Avenue,  West 
Pittston  18643. 

MERCER  COUNTY: 

H.  Robert  Crago,  M.D.,  32  Jefferson  Avenue,  Sharon 
16146. 

MONROE  COUNTY: 

Francis  A.  Gruszka,  M.D.,  General  Hospital  of  Monroe 
County,  East  Stroudsburg  18361. 

MONTGOMERY  COUNTY: 

Gulderen  N.  Bora,  M.D.,  174  Whitehall  Rd.,  Norristown 
19401. 

Kenan  Umar,  M.D.,  State  Hospital,  Norristown  19401. 

Carlos  A.  Zarate,  M.D.,  1750  Sterigere  Street,  Norris- 
town 19401. 

Henry  J.  Nealis,  M.D.,  234  Bryn  Mawr  Avenue,  Bryn 
Mawr  19010. 

NORTHUMBERLAND  COUNTY: 

Juan  J.  del  Castillo,  M.D.,  350  North  11th  Street,  Sun- 
bury  17801. 

PHILADELPHIA  COUNTY: 

Arnold  T.  Berman,  M.D.,  1648  South  Seventh  Street, 
Philadelphia  19148. 

Mario  G.  Cirelli,  M.D.,  6304  North  Street,  Philadelphia 
19126. 

Stephen  L.  Schwartz,  M.D.,  8947  Turton  Drive,  Phila- 
delphia 191 15. 

Shu  Yu  Tong,  M.D.,  2814  Chelfield  Street,  Philadelphia 
19136. 

J.  Wayne  McFarland,  M.D.,  11th  and  Walnut  Streets, 
Philadelphia  19107. 

Francis  E.  Moore,  Jr.,  M.D.,  Temple  University  Hospital. 
Sciences  Center,  Philadelphia  19140. 

David  A.  Woodward,  M.D.,  111  North  49th  Street,  Phila- 
delphia 19139. 

Harvey  M.  Henry,  M.D.,  Episcopal  Hospital,  Philadel- 
phia 19125. 

Charles  C.  Beebe,  III,  M.D.,  4904  North  Thirteenth 
Street,  Philadelphia  19141. 

S.  Joseph  Cardamone,  M.D.,  111  North  49th  Street, 
Philadelphia  19139. 

Arnold  Chait,  M.D.,  200  Locust  Street,  Philadelphia 
19106. 

John  K.  Chong,  M.D.,  1701  East  Willow  Grove  Avenue, 
Philadelphia  19118. 

WASHINGTON  COUNTY: 

Richard  Ruffolo.  M.D.,  Washington  Hospital,  Washing- 
ton 15301. 

Edward  J.  Gehringer.  Jr.,  M.D..  829  Jefferson  Avenue, 
Washington  15301. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUi-A-Z0NE 

mgmfflwgwvwgwvwq 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


w-c 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Do  you  have  patients 
who  try  to  hide  fear 
behind  bravado? 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


You  see  many  depressed  patients 
who  hide  their  real  anxieties  behind  a smoke  screen  of 
pretense.  The  more  they  try  to  conceal  reality,  the  more 
entrenched  the  disturbances  become.  The  role  they  assume 
is  not  adequate  to  suppress  their  inner  turmoil.  Unchecked, 
the  turmoil  finds  expression  in  other  symptoms. 

They  want  your  help  and  Aventyl 
IIC1  can  help  you.  Whether  depression  is  open  or  secretive, 
Aventyl  1 1C1  assists  you  in  relieving  the  symptoms  and 
the  state  of  depression  itself.  It  may  aid  in  removing 
the  emotional  distortions  and.  in  lilting  the  depression, 
help  patients  face,  accept,  or  change  their  life  patterns. 


I Ielps  remove  the  symptoms, 
lift  the  depression, 
and  release  t he  patient 

Aventyl*  HC1 

Nortriptyline^Hydrochloride 


600322 


(See  last  page  for  prescribing  information.) 
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Aventyl®  HC1 

Nortriptyline  Hydrochloride 

Description:  Aventyl  HC1  is  a safe  and 
effective  agent  for  treatment  of  mental 
depression,  anxiety-tension  states,  and 
psychophysiological  gastro-intestinal  dis- 
orders. It  is  not  a monoamineoxidase 
(MAO)  inhibitor. 

In  laboratory  animals,  anticholinergic 
effects  of  Aventyl  HC1  are  milder  than 
those  of  related  antidepressants. 
Indications:  Depressive  reactions  (alone 
or  accompanied  by  anxiety)  associated 
with  such  presenting  symptoms  as  depres- 
sion, anxiety,  tension,  insomnia,  restless- 
ness, disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal 
disorders  and  symptomatic  reactions  in 
childhood  (e.g.,  enuresis). 
Contraindications:  Hypersensitivity  to 
the  drug;  concurrent  use  with  a MAO  in- 
hibitor or  use  within  two  months  after  the 
MAO  inhibitor  is  discontinued. 
Warnings:  Use  in  convulsive  or  hypoten- 
sive states  should  be  closely  followed  by 
the  physician. 

At  present,  data  are  insufficient  to 
recommend  the  drug  during  pregnancy. 


The  possibility  of  a suicidal  attempt  in  a 
depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranu- 
locytosis, jaundice,  hypotension,  tremor, 
urinary  retention,  thrombocytopenic  pur- 
pura, and  paralytic  ileus.  Periodic  labora- 
tory studies  are  recommended. 

Cardiovascular  complications,  including 
myocardial  infarction  and  arrhythmias, 
have  been  reported  occasionally  with  re- 
lated drugs.  Patients  with  cardiovascular 
disease  should  be  given  Aventyl®  HC1 
(nortriptyline  hydrochloride,  Lilly)  under 
close  observation  and  in  low  dosage.  This 
drug,  like  members  of  its  group,  tends  to 
produce  sinus  tachycardia  and  to  prolong 
the  conduction  time,  as  manifested  by  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholin- 
ergic activity,  Aventyl  HC1  should  be  ad- 
ministered cautiously  in  patients  with 
glaucoma  or  a propensity  for  urinary  re- 
tention. Use  Aventyl  HC1  with  care  in 
conjunction  with  sympathomimetic  or 
anticholinergic  drugs.  Epileptiform  sei- 
zures or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizo- 
phrenic patients  may  result  in  an  exacer- 
bation of  the  psychosis. 

Concomitant  use  of  Aventyl  HC1  and 
ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant) 
has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physi- 
cian should  be  aware  of  possible  added 
adverse  effects. 

Patients  should  be  warned  about  the 
possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle. 
Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  ad- 
verse effects  of  Aventyl  HC1. 

Adverse  Reactions:  The  following  have 
been  observed  or  reported  following  the 
use  of  Aventyl  HC1:  dryness  of  mouth, 
drowsiness,  constipation,  dizziness,  tremu- 
lousness, confusional  state,  ataxia,  disori- 
entation and  hallucinations,  restlessness, 
weakness,  precipitation  of  hypomanic  or 
manic  state,  tachycardia,  blurred  vision, 
epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight 
gain  or  weight  loss,  insomnia,  headache, 
paresthesia,  nausea  and  vomiting,  ady- 
namic ileus,  rash,  itching,  delayed  micturi- 
tion, hunger  sensation,  flushing,  diarrhea, 
nocturia,  inner  nervousness,  anxiety  and 
panic,  ankle  and  orbital  edema,  hypoten- 
sion, hypertension,  impotence,  nightmares, 
palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal 
symptoms,  and  increased  or  decreased 
libido. 

Habituation  or  withdrawal  symptoms 
have  not  been  reported. 

Administration  and  Dosage:  Aventyl 
HC1  is  administered  orally  as  Pulvules® 
or  liquid.  Dosage  should  be  individualized. 


The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  grad- 
ually increasing  doses:  1 Pulvule  (10  mg.) 
twice  the  first  day,  1 Pulvule  three  times 
the  second  day,  and  1 Pulvule  four  times 
daily  thereafter. 

If  neither  beneficial  nor  adverse  effects 
are  seen  after  five  to  seven  days  with  10 
mg.  four  times  a day,  the  patient  can  be 
given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg. 
four  times  daily  thereafter. 

If  minor  side-effects  develop, reduce  the 
dosage.  If  side-effects  of  a more  serious 
nature  or  allergic  manifestations  develop, 
discontinue  the  drug. 

For  mild  symptoms  of  a depressive  na- 
ture, give  10  mg.  three  or  four  times  a 
day ; for  severe  depressions,  100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to 
induce  no  greater  degree  of  clinical  re- 
sponse, but  side-effects  may  increase. 
Usual  Recommended  Dosage 

Adults— 20  to  100  mg.  daily 
Pulvules:  25  mg.— 1 Pulvule  one  to  four 
times  daily 

10  mg.— 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10 
cc.)  one  to  four  times  daily 
Children— 1 to  2 mg.  per  Kg.  or  10  to  75 
mg.  daily 

Pulvules:  25  mg.— Ages  seven  to  twelve, 
1 Pulvule  one  to  three  times 
daily 

10  mg.— Ages  three  to  six,  1 
Pulvule  one  to  three  times 
daily 

Ages  seven  to  twelve,  1 or  2 
Pulvules  one  to  three  times 
daily 

Liquid:  Ages  three  to  six,  1 teaspoon- 
ful (5  cc.)  one  to  three  times 
daily 

Ages  seven  to  twelve,  1 to  2 
teaspoonfuls  (5  to  10  cc.)  one 
to  three  times  daily 

Maintenance  medication  is  necessary 
until  it  is  evident  that  the  depression  cycle 
has  run  its  spontaneous  course.  This  as- 
sumption may  be  based  upon  the  history 
of  previous  depressions,  the  removal  of 
the  precipitating  factors  in  the  environ- 
ment, or  a recognition  that  the  patient  is 
able  to  manage  his  affairs.  It  is  advisable 
to  continue  maintenance  therapy  for  sev- 
eral months  after  improvement. 

How  Supplied:  Liquid  Aventyl®  HC1 
(nortriptyline  hydrochloride,  Lilly),  10 
mg.  (equivalent  to  base)  per  5 cc.,  in  pint 
bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and 
500.  I10'26”) 


Additional  information  available  to  physi- 
cians upon  request.  *°°322 


Eli  Lilly  and  Company 
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PAIS  Supports  Warranty  Exclusion  in  Blood  Sale 


At  the  request  of  the  Pennsylvania 
Medical  Society,  Senators  Pechan, 
Cline  and  Stroup  introduced  a blood 
transfusion  measure  (S-1384),  which 
would  exclude  certain  warranties  from 
contracts  for  the  sale  of  human  blood. 
The  effect  of  the  bill  would  be  to  have 
the  transfusion  of  blood  be  listed  as  a 
medical  service,  as  opposed  to  a sale. 

The  bill,  a very  short  one,  is  an 
amendment  to  the  “Uniform  Commer- 
cial Code”  and  reads  as  follows: 


“The  implied  warranties  of  mer- 
ll  chantability  and  fitness  shall  not  be 
I'  applicable  to  a contract  for  the  sale 
I of  human  blood,  blood  plasma  or  oth- 
j er  human  tissue  or  organs  from  a 
8:  blood  bank  or  reservoir  of  such  other 
tissues  or  organs.  Such  blood,  blood 
plasma  or  tissue  or  organs  shall  not 
for  the  purposes  of  this  act  be  con- 
I sidered  commodities  subject  to  sale  or 


barter,  but  shall  be  considered  as  med- 
ical services.” 

The  purpose  of  the  bill  can  best  be 
described  by  reciting  a paragraph  from 
a letter  to  the  Society  written  by  Rob- 
ert F.  Norris,  M.D.,  of  the  University 
of  Pennsylvania: 

“On  March  2,  1967,  in  the  case  of 
Russell  v.  Community  Blood  Bank, 
Inc.,  the  Florida  Supreme  Court  held 
that  the  supplying  of  blood  by  a 
hospital  or  a blood  bank  is  a sale  rath- 
er than  a service.  In  this  theory,  the 
court  upheld  an  intermediate  Court’s 
decision  that  a complaint  by  a patient 
who  contracted  serum  hepatitis  should 
not  have  been  dismissed  by  the  trial 
court  and  must  therefore  proceed  to 
trial.  It  appears  that  the  doctrine  of 
applied  warranty  has  been  invoked 
in  this  case  even  though  it  is  widely 
understood  that  there  is  no  way  of 
detecting  the  carrier  of  viral  hepatitis 


in  advance  of  drawing  his  blood  as  a 
blood  donor  or  in  advance  of  trans- 
fusing a patient  with  blood  from  any 
donor.  Thus,  it  would  appear  that  all 
physicians,  hospitals  and  blood  banks 
responsible  for  procuring  blood  and 
administering  blood  or  blood  products 
to  patients  can  be  held  responsible  in 
damages  to  the  recipient  who  develops 
viral  hepatitis  supposedly  transmitted 
by  the  transfusion.  It  is  our  fear  that 
this  doctrine  will  encourage  a large 
number  of  such  suits  on  slight  provo- 
cation by  patients  not  only  in  Florida 
but  also  in  other  states  such  as  Penn- 
sylvania.” 

The  bill  has  been  referred  to  the 
Senate  Judiciary  Committee  headed 
by  Senator  Clarence  Bell  (R-Dela.), 
but  all  physicians  should  contact  their 
Senators  urging  favorable  action  on 
the  measure. 


Justice  Department 
Gets  Bureau  To 
Control  Drugs 

Presidential  Reorganization  Plan 
jl  No.  1 became  effective  April  7,  creat- 
jjl  ing  in  the  Department  of  Justice,  a 
new  Bureau  of  Narcotics  and  Danger- 
'll ous  Drugs. 

The  new  Bureau  assumes  the  re- 
)!  sponsibility  for  the  drug  enforcement 
ii  functions  previously  delegated  to  the 
Bureau  of  Narcotics  and  the  Bureau 
: of  Drug  Abuse  Control. 

The  reorganization  plan  was  origin- 
ally proposed  by  the  President  in  his 
31  special  message  on  crime  to  the  Con- 
] gress  on  February  7,  1968,  at  which 
time  he  forcasted  that  the  new  Bureau 
' i would  “.  . . bring  to  the  American 
people  the  most  efficient  and  effective 
’ federal  enforcement  machinery  we 
can  devise."  The  Bureau  of  Narcotics 
and  Dangerous  Drugs  also  assumes  the 
educational  functions  previously  dele- 
gated to  the  Bureau  of  Narcotics  and 
the  Bureau  of  Drug  Abuse  Control. 

JUNE,  1968 


Al  Capp  in  the  Race 

SAM  A Delegates  Predict  GOP  Victory 

Al  Capp  received  one  vote  for  president  and  Harold  Stassen  received  one 
vote  for  vice  president,  which  makes  that  team  the  least  likely  to  succeed 
in  the  upcoming  elections. 

The  Capp-Stassen  team  was  one  of  many  predicted  by  the  1,100  delegates 
to  the  18th  annual  meeting  of  the  Student  American  Medical  Association 
in  Detroit.  They  participated  in  a straw  ballot  which  produced  some  startling 
possibilities. 

If  the  delegates,  representing  60,000  students,  residents,  and  interns  from 
91  medical  schools,  are  correct.  Senator  McCarthy,  by  better  than  a three- 
to-one  margin,  will  head  the  Democratic  ticket  and  will  also  be  his  own 
running  mate,  having  led  the  voting  for  both  offices.  If  the  second-largest 
vote  for  vice  president  is  used  to  pick  his  partner,  it  should  be  a very  inter- 
esting campaign  with  both  Humphrey  and  Kennedy  making  whistle-stop 
speeches. 

On  the  Republican  side,  things  were  clearer  in  the  presidential  race,  with 
Governor  Rockefeller  outpolling  Nixon  almost  two-to-one.  The  vice-presi- 
dential decision  was  close,  with  Percy  getting  one  more  vote  for  that  office 
than  did  Mayor  Lindsay. 

Wallace  did  almost  as  well  as  Governor  Reagan  with  only  two  votes 
separating  them.  Humphrey  and  Kennedy  were  tied  for  president,  and 
Johnson,  in  spite  of  having  withdrawn  from  the  race,  outpointed  both 
Wallace  and  Reagan. 

The  SAMA  delegates  predicted  that  a Republican  would  occupy  the 
white  house  next  year,  but  one  disenchanted  delegate  cast  his  vote  for 
"Anarchists.” 
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John  H.  Harris,  Sr.,  M.D. 

President 

Pennsylvania  Medical  Society 
Dear  Doctor  Harris: 

Just  last  month,  (March)  in  Washington,  D.  C.,  AMPAC 
sponsored  a two-day  program  for  over  600  participants 
from  every  state  in  the  Union. 

1 came  away  from  the  meeting  impressed — impressed 
with  the  enthusiasm,  dedication  and  sophistication  of  those 
who  were  there. 

Also,  I was  impressed  with  the  need  to  reinforce  my 
personal  visits  with  State  Presidents  with  a brief  note 
reaffirming  my  dedication  to  State  PAC-AMPAC  mem- 
bership and  participation. 

And  so  I am  writing  to  ask  that  you  use  whatever  re- 
sources are  available  through  your  good  offices  to  bring 
this  same  important  message  to  your  colleagues. 

The  need  for  individual  participation  in  practical  bi- 
partisan activity  is  now  more  vital  than  ever.  PAC  pro- 
grams and  PAC  membership  offer  the  physician  the 
chance  to  discharge  this  responsibility  and  to  be  a better 
citizen  in  his  own  community. 

This  year  presents  unusual  challenges  for  which  we  must 
be  prepared.  Your  help  in  urging  PAC  support  will  be 
a substantial  contribution  to  this  preparation. 

Sincerely, 

MILFORD  O.  ROUSE,  M.D. 

President,  American  Medical 
Association 


2 May  1968 

Carl  B.  Lechner,  M.D. 

Medical  Editor,  Pennsylvania  Medicine 

Dear  Dr.  Lechner: 

Your  editorial  “One  Medicine’’  in  the  March  issue  of 
Pennsylvania  Medicine  provokes  serious  thought  and,  I 
hope,  will  spark  favorable  action.  You  may  be  interested 
in  the  following  account. 

The  Tuberculosis  Society  in  our  county  has  three  physi- 
cians-— two  allopaths,  one  osteopath— on  its  board  of  di- 
rectors. It  also  has  a medical  advisory  committee,  of  which 
an  osteopath  and  I are  co-chairmen.  The  Society  in  April 
provided  four  weekly  seminars  relating  to  obstructive  pul- 
monary disease.  The  speakers,  from  Philadelphia  and  Pitts- 
burgh, and  one  of  them  an  osteopath,  were  recognized 
authorities  in  the  subjects  discussed.  When  I asked  the 
local  medical  society  to  endorse  or  somehow  formally  to 
give  its  blessing  to  this  activity  of  the  Tuberculosis  Society 
there  was  only  one  affirmative  vote — mine.  Moreover,  two 
consecutive  issues  of  the  monthly  medical  bulletin  failed 
to  carry  any  notice  of  the  seminars,  except  the  reporting 
of  my  lost  motion. 

I have  no  knowledge  of  what  the  osteopathic  society  did 
about  this.  But  1 do  know  that  of  thirty-six  physicians  at- 
tending the  first  seminar,  only  nine  had  medical  degrees. 
The  attendance  at  the  second  seminar  was  somewhat  larger 


— the  guest  speaker  was  an  osteopath — and  there  were  two 
M.D.’s  on  hand,  a discerning  fellow  internist  and  I.  Pat- 
terns of  representation  in  the  third  and  fourth  seminars 
were  similar  to  the  first. 

To  what  do  we  attribute  this  disparity  in  response  be- 
tween medical  and  osteopathic  physicians?  Was  the  time 
designated  for  the  sessions  too  inconvenient  for  the  medi- 
cal men?  Were  they  over  saturated  with  postgraduate  work, 
or  did  they  feel  they  did  not  need  this  education?  If  the 
latter  was  a factor,  one  is  reminded  of  Publilius  Syrus’ 
“To  cut  off  one’s  nose  to  spite  one’s  face.” 

The  account  ends  on  a hopeful  note.  After  the  final 
seminar  several  medical  physicians — one  a responsible  of- 
ficer of  the  medical  society — commented  on  the  high 
quality  of  the  teaching  programs,  and  agreed  it  was  high 
time  we  broke  down  this  barrier  between  allopaths  and 
osteopaths,  particularly  in  the  area  of  continuing  education. 
The  Tuberculosis  Society  has  shown  a few  we  can  learn 
together;  perhaps  someday  we  shall  find  we  can  work  to- 
gether. 

Sincerely  yours, 

LOUIS  J.  HAMPTON,  M.D. 

Hanover,  Pa. 


Carl  B.  Lechner,  M.D. 

Pennsylvania  Medicine  Medical  Editor 

Dear  Dr.  Lechner, 

Your  editorial,  “One  Medicine,”  in  Pennsylvania 
Medicine  March  1968  made  some  commendable  points, 
especially  since  the  United  States  government  is  pushing 
so  hard  for  quantity  rather  than  quality  care.  I think  you 
overlooked  some  important  relative  points,  however. 

One — According  to  the  published  report  of  the  AMA- 
appointed  committee  in,  I believe,  1961  or  62,  which 
visited  most  of  the  U.S.  osteopathic  medical  schools,  the 
professor-student  ratio  was  found  to  be  one  professor  per 
27  students  as  compared  with  one  to  one,  or  one  to  two 
in  all  U.S.  medical  schools.  It  was  also  learned  by  this 
committee  that  the  largest  “teaching  hospital”  was  85  beds 
at  Kirksville,  Missouri.  This  does  not  only  raise  the  ques- 
tion as  to  adequate  training  of  osteopathic  students,  but 
what  might  be  more  important  is  what  kind  of  post  gradu- 
ate training  does  this  type  of  training  make  available. 

Two — Many  of  the  osteopathic  medical  students  are 
accepted  after  having  previously  been  not  accepted  in 
medical  schools. 

The  real  solution  to  the  problem  as  you  indicated  is 
academic.  There  should  be  one  set  of  entrance  require- 
ments, and  the  training  should  be  equal  in  all  respects. 

The  fact  that  MDs  and  DOs  are  “legally  qualified  to  1 
do  the  same  thing”  means  nothing.  Chiropractors  are  1 
legally  qualified  to  do  school  physicals  in  some  areas. 

Very  truly  yours, 

ANDERSON  W.  DONAN,  M.D. 

Grove  City,  Pa. 
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PENNSYLVANIA  MEDICINE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


i BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


New 


Tegretol* 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately.  __ 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  dt 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during! 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  Th( 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  live 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tom 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sinct 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  ey 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytc 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fr< 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  ur 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigu< 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speed 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  an 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrom 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  eryt 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anore) 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hyp 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovasculare 
are  drug-related  is  not  known.  However,  some  of  these  complications 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  me; 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  d 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  h 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg. 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shoulc? 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820-i 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Grounds...for  Regroton 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension  . (Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 

remember  and  reasonably  priced 

■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  or  dysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  fern 
Ardsley,  New  York  10502 
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tie  relies 
on  your 
itraceptive 
advice 


i* 


She  can  expect  to 
continue  Oracon  for  years 

Oracon 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  mondial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  fry  treatment 
with  Oracon.  Therefore,  if  such  tests  arc  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
tlegree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 


observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  change  in  menstrual  (low,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X): 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able protein  bound  iodine  and  decrease  in  T'  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 
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physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  G unmcdicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  arc  made:  (a)  Spotting.  Con- 
tinue medication.  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimelhis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pmk-Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 


MeadJdiTiMi 

LABOR  ATO  R I E S 


...but  her  other  symptoms: 

depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIL™ 

AMITRIPTYLINE  HC1 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  with 
package  or  available  on  request. 
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WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


PENNSYLVANIA 

MEDICINE 


Your  County  Society  Bulletin 


On  a November  Tuesday,  1 am  pressing  to  get 
away  from  the  hospital  early  enough  to  vote 
before  dinner.  I like  to  do  this  because  1 am 
somewhat  compulsive  and  I have  fears  that  1 
may  lose  my  vote.  But  I have  another  reason. 
1 am  planning  to  take  my  wife  to  the  polls.  1 
have  to  confess  that  this  does  not  always  work; 
every  few  years  I fail.  She  says  that  she  is  not 
going  to  vote  this  time.  She  doesn't  trust  those 
politicians — her  little  vote  can  do  nothing — other 
people  are  better  qualified  to  decide — et  cetera. 
1 will  spare  you  her  additional  reasons  as  well  as 
my  stirring  rebuttal. 

But,  a few  days  later  I bump  into  an  analogy. 
1 hear  a physician  say  that  he  doesn't  go  to  his 
County  Society  meetings  because  it  is  run  by  a 
clique,  because  his  interests  lie  in  his  specialty, 
because  he  doesn't  need  the  Society,  because  he 
can  do  nothing  with  those  politicians.  Et  cetera. 
Once  again,  I omit  his  additional  reasons  as  well 
as  my  reply. 

It  may  require  some  reflection  but  I think  that 
you  will  agree  that  an  analogy  is  there.  My  wife 
and  my  friend  suffer  from  the  same  error,  a failure 
to  realize  that  all  human  institutions  are  made  up 
of  individuals  and  that  all  human  endeavor  begins 
as  individual  effort.  Little  drops  of  water,  little 
grains  of  sand  . . . 

Organized  Medicine,  far  from  being  an  excep- 
tion is  an  outstanding  example  of  what  can  be 
done  by  the  united  striving  of  individuals  with  a 
mission.  But,  within  it,  one  can  also  find  de- 
ficiencies which  come  from  failure  to  work  to- 
gether. These  failures  result  not  because  Organ- 
ized Medicine  has  been  tried  and  found  wanting 
(to  paraphrase  G.  K.  Chesterton)  but  because  it 
has  not  fully  been  tried. 

We  need  to  get  all  physicians  to  work  together, 
not  in  the  homogeneity  of  totalitarianism  but  in 
the  fraternity  of  pluralism.  We  can  use  all  efforts, 
all  talents,  all  voices. 

Where  does  such  a united  activity  begin?  Why, 
it  begins  where  the  doctor  is — at  home.  When  he 
joins  with  his  fellow  physicians  among  whom  he 
practices,  he  makes  up  his  County  Medical  So- 
ciety— the  be-all  and  end-all  of  Organized  Medi- 
cine. 

This  is  the  group  which  builds  itself  into  the 
federation  which  is  the  State  Medical  Society  and 
which,  through  the  union  of  our  State  Societies 
makes  up  the  American  Medical  Association.  The 


AMA  is  ultimately  you — the  doctor  who  joins  his 
brother  physicians  in  his  own  County  to  initiate 
the  federation. 

Let  us  examine  the  possibilities  of  improving 
this  association.  Like  charity  and  like  the  Asso- 
ciation itself,  these  possibilities  must  begin  at 
home,  with  the  individual  physician.  First,  we 
need  all  eligible  members  to  join  us.  Then,  we 
need  each  of  the  members  to  contribute  according 
to  his  talents  and  his  capabilities. 

To  accomplish  this,  a principal  agency  is  our 
communications  system.  We  need  to  talk  with 
each  other  all  the  way  up  and  down  the  line, 
from  individual  to  Association  and  back  again. 
And  in  this  communications  system  the  most  im- 
portant link  is  not  the  Journal  of  the  AMA,  not 
the  State  Society  Journal  but  the  Bulletin  of  your 
County  Society,  that  usually  humble  and  unpre- 
tentious organ  of  the  home-town  doctor  and  his 
fellows. 

What  should  the  County  Society  Bulletin  be? 
That  is  a hard  question  if  one  attempts  to  answer 
it  by  studying  a large  selection  of  the  Bulletins 
themselves.  They  come  in  all  sizes  and  formats. 
Some  are  rather  crude  and  some  are  so  fine  and 
expertly  done  that  there  is  little  room  for  im- 
provement. But  they  all  have  a fundamental 
virtue — they  represent  a method  by  which  the 
doctor  may  be  reached  and  a method  by  which 
he  can  reach  out  to  his  fellow  practitioner.  The 
rest  of  the  qualities  are  less  than  essential  although 
they  may  be  important.  We  want  the  County  So- 
ciety Bulletin  to  be  local,  representative,  indigen- 
ous and  suited  to  its  society.  This  gives  us  enough 
room  to  produce  exactly  the  number  and  variety 
of  such  publications  which  actually  exist  to  serve 
our  counties. 

My  message  is  that  you,  Dear  Reader,  should 
honor  your  County  Society  Bulletin  by  reading  it. 
You  should  also  use  it  to  speak  your  opinion,  ma- 
jority or  minority,  upon  the  issues  which  face  the 
Society.  You  should  also  do  all  you  can  to  make 
your  Bulletin  a better  instrument  to  serve  these 
purposes. 

And,  what  if  your  County  Society  has  no  Bulle- 
tin? Why,  start  one!  Do  it  now,  by  all  means. 
There  need  be  no  great  difficulty  because  the 
rules  are  simple  and  variable  and  you  know  them 
already.  Only  one  thing  is  essential — it  must  be 
a way  to  communicate.  Don't  think  that  you  do 
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not  need  one,  because,  no  matter  how  humble, 
your  Society  and  your  own  interests  can  only  be 
served  by  union  with  your  fellow  doctors.  Union 
demands  communication,  if  only  by  a single  sheet 
sent  out  at  irregular  intervals. 

If  you  should  belong  to  so  large  a County  So- 
ciety that  your  Bulletin  is  a glossy  and  sophisti- 


cated Journal,  what  can  you  do?  You  can  use  it 
to  accept  and  dispense  communication  just  as  can 
the  member  of  the  small  Society.  Moreover,  you 
can  strive  to  make  sure  that  its  non-essential 
functions  have  not  come  to  interfere  with  its 
reason  for  existance — the  bringing  together  of 
physicians  in  the  service  of  their  patients.  CBL 


Add  A Doctor 


Two  questions:  Does  your  community  need 

more  physicians?  Are  you  willing  to  take  steps 
to  help?  If  you  answer  “Yes”  to  both  we  have 
news  which  may  be  just  what  ordered  the  doctor. 
And  you  may  be  the  instrument  of  this  good  deed. 

Pennsylvania's  own  Woman's  Medical  College 
is  offering  a unique  opportunity  for  retraining  to 
women  physicians  who  have  dropped  out  of  active 
practice  in  order  to  care  for  their  young  children 
or  for  other  personal  reasons. 

Glen  R.  Leymaster,  M.D..  President  and  Dean 
of  Woman’s,  has  announced  this  program,  which 
is  made  possible  by  a $30,000  grant  from  the 
Josiah  Macy,  Jr.,  Foundation. 

This  is  the  third  such  effort  in  the  United  States 
and  is  to  begin  in  October  1968,  or  earlier.  As- 
sisting Dean  Leymaster  will  be  Ethel  Weinberg, 
M.D.,  herself  a wife  and  mother  of  two  young 


children,  who  is  presonally  acquainted  with  the 
problems  faced  by  many  women  physicians. 

The  plan  calls  for  a systematic  and  compre- 
hensive review  with  ample  exposure  to  clinics,  ac- 
cident ward  and  in-patient  care.  The  need  for 
individual  variation  in  instruction  is  recognized 
and  flexibility  is  being  stressed.  For  example,  the 
program  may  be  followed  in  six  months,  full  time, 
or  in  twelve  months  at  half  time. 

Letters  have  been  sent  to  women  physicians 
known  to  be  eligible  and  there  has  been  a favor- 
able response.  But  it  seems  likely  that  more  could 
be  done  by  having  you  call  on  the  former  prac- 
titioner in  your  area  whose  work  was  so  much 
missed  when  she  closed  her  office  to  be  a full 
time  wife  and  mother.  A letter  from  Leymaster 
will  be  less  persuasive  than  your  warm  invitation, 
your  explanation  of  the  need  and  of  her  ability  to 
he  of  great  service.  CBL 


Wasteful  Duplication 


A growing  problem  confronting  the  medical 
profession  is  the  ever-increasing  cost  of  medical 
care.  One  factor  which  we  physicians  can  do 
something  about  is  the  elimination  of  unneces- 
sary duplication  of  diagnostic  studies  occurring 
all  too  frequently  when  a patient  is  hospitalized. 
As  a radiologist  in  private  practice,  I have  wit- 
nessed scores  of  instances  in  which  an  ambula- 
tory patient  has  diagnostic  studies  made  reveal- 
ing a condition  requiring  hospitalization.  Upon 
hospitalization,  the  same  studies  are  repeated  even 
though  the  pathology  had  previously  been  well 
demonstrated  and  was  such  that  the  lapse  of  a 
few  days  could  not  have  made  any  difference. 
Here  is  a clear  economic  waste  contributing  to 
the  high  cost  of  medical  care.  There  is  an  added 
economic  waste  in  the  additional  hospital  days 
required  to  perform  these  duplicated  studies. 

Several  factors  may  operate  to  produce  this 
situation:  (1)  a hospital  may  pressure  the  medi- 
cal staff  to  over-utilize  the  radiology  department 
because  of  a profit  factor.  (2)  A corollary  to 
this,  a physician  may  try  to  strengthen  his  hos- 
pital position  by  maximal  x-ray  referrals.  (3) 
Perhaps  an  element  of  embarrassment  if  hospital 
administration  or  radiologist  learns  that  a patient 


was  referred  elsewhere  for  diagnostic  studies  prior 
to  admission.  (4)  Loosening  of  moral  respon- 
sibility on  the  part  of  patients,  some  physicians, 
and  some  hospitals  when  insurance  covers  the 
cost  of  such  studies. 

A similar  unnecessary  duplication  of  studies 
occurs  when  they  are  initially  made  as  an  out- 
patient in  one  hospital  and  then  the  patient  is 
admitted  to  another  hospital,  or  when  an  in- 
patient transfers  from  one  hospital  to  another. 
Insufficient  communication  between  the  involved 
hospitals  may  therefore  be  an  additional  factor 
tending  toward  this  waste. 

There  are  other  important  considerations  in 
addition  to  the  economic  waste.  The  patient  is 
exposed  to  unnecessary  and  unproductive  radia- 
tion, to  unnecessary  inconvenience  or  discomfort, 
and  to  admittedly  rare  but  serious  risks  (hyper- 
sensitivity reactions). 

Consideration  of  the  five  factors  listed  above 
suggests  the  way  toward  eliminating  this  waste. 
It  also  behooves  radiologists  dealing  with  office 
patients  or  outpatients  to  impress  upon  them  that 
their  reports  and  films  are  available  when  they 
are  hospitalized.  Herman  March,  M.D. 
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17th  Pennsylvania  Health  Conference 

The  17th  Pennsylvania  Health  Conference  will  be  conducted  August  11-14,  1968,  at  the  Penn- 
sylvania State  University,  University  Park,  Pennsylvania. 

The  Pennsylvania  Medical  Society  is  one  of  seven  sponsors  of  the  conference  including  the  Penn- 
sylvania Health  Council,  the  Pennsylvania  Department  of  Health,  the  Pennsylvania  Public  Health  As- 
sociation, the  Pennsylvania  Dental  Association,  the  Pennsylvania  Osteopathic  Association  and  the 
Pennsylvania  Veterinary  Medical  Association. 

The  American  Academy  of  General  Practice  will  allow  18  hours  of  credit  to  physicians  who  at- 
tend the  Pennsylvania  Health  Conference.  Planned  sessions  will  include  topics  of  interest  to  physicians 
such  as:  review  of  emphysema  rehabilitation  programs,  problems  in  tuberculosis  control,  comprehen- 
sive health  care,  cardio-pulmonary  resuscitation  training  for  ambulance  attendants  and  the  control  of 
certain  communicable  diseases  in  urban  areas. 

A PROGRAM  OUTLINE  AND  ADDITIONAL  INFORMATION  ARE  AVAILABLE  ON  REQUEST  FROM: 
ALVIN  H TUCKER,  JR.,  PROGRAM  COORDINATOR,  PENNSYLVANIA  HEALTH  CONFERENCE, 
PENNSYLVANIA  DEPARTMENT  OF  HEALTH,  P.  O.  BOX  90, 

HARRISBURG,  PA.  17120  (PHONE:  717-787  5902) 
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FACT  e LEGEND 


^guNG  «EN 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 


THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES / 


T*eCost  of 

AMBAR  EXTENTABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
4V  LONG-TERM  THERAPY! 


IS  GREATEST  IN  THE  MONTHS ; 
JANUARY- FEBRUARY  and  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
. ARE  LEAST 
^INTERESTED 
IN  DIET  IN 
DECEMBER . 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


(ie  Ambar  Extentab  before  breakfast  can 
Hp  control  most  patients’  appetite  for  up 
t 12  hours.  Methamphetamine,  the  appe- 
tj;  suppressant,  gently  elevates  mood  and 
Tips  overcome  dieting  frustrations.  Pheno- 
t'rbital,  the  sedative  in  Ambar,  controls  irritability  and 
axiety... helps  maintain  a state  of  mental  calm  and  equa- 
njnity.  Both  work  together  to  ease  the  tensions  that  erode 
tj:  willpower  during  periods  of  dieting. 

Ao  available:  Ambar  #1  Extentabs®— methamphetamine 
bdrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
ii;:  may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  yLlJ,nnRI  MQ 

RICHMOND,  VA.  23220  /l  H | D I l\l  _> 


PMGA 

Tournament  and  Dinner 

September  30,  1963 

OAKMONT 
COUNTRY  CLUB 

Site  of  the  1969  National 
Amateur  Golf  Tournament 


• OPEN  TO  ALU  PMGA  MEMBERS 

• NON-MEMBERS  ADD  S3.00  ONE 
TIME  PMGA  MEMBERSHIP  FEE 

O 148  GOLFER  LIMIT—  FIRST 
COME,  FIRST  SERVED 


PRIZES! 


ENTRY  FORM  $30  Entry  Fee 

Fee  Deadline — August  15,  1968 

Name  

Address  


Zip 

Certified  Handicap  Lunch  at  Club Yes No 

Preferred  Tee-off  Time  . a.nt p.m. 

Other  members  of  Foursome  1 

(Full  Name)  2 

3 

Reserve  Cart  (Circle  Choice)  No  One  Two 

Caddies  also  available 

Make  check  payable  ($30.00)  to:  Penna.  Medical  Golfing  Association 

Taylor  Bypass  and  Erford  Road 
Lemoyne,  Penna.  17043 

No  fee  refund  after  September  1,  1968 
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WE  WILL 
PAY  YOU 
WHEN  YOU 
ARE... 


As  long  as  total  disability,  and  regular 
m m#-  medical  attention  continue  from  sickness 

-EVEN  FOR  YOUR  ENTIRE  LIFETIME! 


rs:  ■ p 


As  long  as  total  disability,  and  regular 
medical  attention  continue  from  acci- 
dent. Lump  sum  accidental  death  benefit.  Lump  sum  payment 
in  lieu  of  the  monthly  benefit  if  dismemberment  or  loss  of  sight 
resuits  within  ninety  days  from  totally  disabling  accident. 


*PAID  FROM  THE  FIRST  DAY  OF  MEDICAL  ATTENTION  As  long  as  total  disability, 
total  loss  of  time  and  regular  medical  attention  continue  because  of  accident  or  sickness  — 
EVEN  FOR  YOUR  ENTIRE  LIFETIME!  Additional  Monthly  Benefits  while  you  are  in  the  hospital 
for  as  long  as  THREE  MONTHS. 

EXCEPTIONS.  Benefits  are  not  payable  for  loss  beginning  while  this  policy 
is  not  in  force;  resulting  from  non  commercial  air  travel,  suicide  or  any  attempt 
thereof,  mental  illness,  loss  beginning  on  or  after  the  renewal  date  following  your 
sixty-fifth  birthday  or  retirement,  whichever  is  first,  except  as  otherwise  provided; 
loss  due  to  war  or  while  in  armed  service;  loss  resulting  from  insured’s  intoxica- 
tion or  narcotics  addiction,  or  extended  world  travel  without  company  consent. 


EFFECTIVE  DATES  OF  COVERAGE.  This  policy  covers  acci- 
dents from  noon  of  the  policy  date  and  sickness  originating  more 
than  30  days  after  the  policy  date,  unless  specifically  excluded, 
except-it  covers  heart  disease  or  hernia  provided  such  condi- 
tions originate  more  than  six  months  after  the  policy  date. 


One  of  the  nation's  leading  underwriters  of 
protection  for  self-employed  businessmen. 


Executive  Office:  9601  Wilshire  Blvd.,  Beverly  Hills, 

California 

Home  Office:  Philadelphia,  Pennsylvania 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  need— medically.  You  know  the  symptoms.  She’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  her  organically,  she  suffers  from  general 
malaise.  Lassitude  has  become  her  way  of  life  . . . vague  aches  and  pains  her 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  her  life  in 
which  she’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  she’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
her  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 


Help  the  Needy! 
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The  estrogen  component  in  MEDIATRIC  is  PREMARIN^ (conjugated  estrogens-equine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  methyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  methamphetamine  HCl  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  clue  to 
methyltestosterone  component. 
WARNING:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  EFFECTS:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES:  Male  and 
female—  1 Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 

SUPPLIED:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910—  MEDIATRIC  Liquid,  in 
bottles  of  16  ffuidounces  and  1 gallon. 


Each 

MEDIATRIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC 
Liquid 
contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25 

mg- 

0.25  mg. 

Methyltestosterone 

2.5 

mg. 

2.5  mg. 

Methamphetamine  HCI 

1.0 

mg. 

1 .0  mg. 

Cyanocobalamin 

2.5 

meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0 

mg. 

O 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0 

mg. 

— 

Riboflavin 

5.0 

mg. 

— 

Niacinamide 

50.0 

mg. 

— 

Pyridoxine  HCl 

3.0 

mg. 

— 

Calcium  pantothenate 

20.0 

mg. 

— 

Ferrous  sulfate  exsiccated 

30.0 

mg. 

— 

Ascorbic  acid 

100.0 

mg. 

— 

(Contains 
15%  alcoholf) 
fSome  Loss 
Unavoidable 

n 


Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 


AYERST  LABORATORIES  . New  York,  N.  Y.  10017  • Montreal,  Canada 


6817 
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Part  of 
the  fine  art 
of  medicine 


JKBak 


DARVON 


COMPOUND-65 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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PENNSYCARE 


NOW  AND  TOMORROW 


John  H Harris,  Sr.,  M.D.,  President,  Pennsylvania  Medical  Society, 
and  Thomas  W.  Georges,  Jr.,  M.  D.,  Secretary  oj  Health  and  oj  Public  Welfare, 
in  an  exclusive  interview  for  Pennsylvania  Medicine,  discuss  Title  XIX 
in  Pennsylvania  and  what  it  could  mean  to  the  physician. 


The  Blue  Shield-Welfare  Depart- 
ment contract,  effective  June  1,  1968, 
provides  for  Blue  Shield  to  process 
benefits  payable  under  the  Pennsycare 
program  only  for  in-hospital  services 
of  physicians.  Do  you  plan  to  expand 
the  scope  of  this  contract  to  include 
Blue  Shield  administration  of  out- 
patient services,  i.e.,  home  and  office 
benefits,  and  if  so,  when? 

The  Department  of  Public  Welfare 
contracted  with  Pennsylvania  Blue 
Shield  to  process  claims  for  inpatient 
physicians’  services  because  these  serv- 
i.  ices  were  the  ones  found  to  be  most 
' compatible  with  Blue  Shield’s  own  sys- 
tem. We  consider  the  changeover  to 
Blue  Shield  processing  an  initial  step 
only,  the  one  which  could  be  imple- 
mented in  the  shortest  time.  Process- 
ing of  home  and  office  visits  is  more 


complex  and  would  have  required  a 
great  deal  more  time  for  Blue  Shield 
to  reprogram  its  computers  and  train 
additional  personnel.  The  Department 
stands  ready  to  include  these  outpatient 
services  as  soon  as  Blue  Shield  is  pre- 
pared to  handle  this  additional  large 
volume  of  claims. 

The  position  of  the  Pennsylvania 
Medical  Society  relative  to  implemen- 
tation of  Pennsycare  clearly  establishes 
our  policy  as  seeking  the  ultimate  ob- 
jective of  the  payment  of  physicians’ 
fees  based  on  “usual  and  customary” 
fees  (in  lieu  of  a fixed  fee  schedule)  for 
all  physicians’  services.  We  have  been 
informed  that  due  to  budgetary  limita- 
tions in  the  Commonwealth,  sufficient 
appropriations  do  not  appear  to  be 
available  to  provide  benefits  on  this 


basis  or  benefits  commensurate  to  Title 
XVIII-B  Medicare  benefits.  Neverthe- 
less, does  your  Department  favor  the 
usual  and  customary  fee  concept  and, 
if  so,  why  can’t  this  concept  be  used  at 
the  present  time  even  if  100  percent 
of  the  usual  and  customary  fee  could 
not  be  paid? 

The  Department  is  in  favor  of  pay- 
ing “reasonable”  fees  for  physicians' 
services.  This  could  be  the  physician’s 
customary  fee  so  long  as  it  does  not 
exceed  that  prevailing  in  his  commu- 
nity when  performed  by  comparable 
practitioners.  However,  the  Medical 
Assistance  budget  must  be  estimated  a 
year  ahead.  This  is  impossible  if  the 
fees  on  which  the  budget  is  calculated 
are  constantly  escalating  at  a rate  un- 
related to  the  cost-of-living.  If  the 
physicians  of  Pennsylvania  would 
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agree  to  “freeze”  their  fees  at  current 
levels,  to  he  renegotiated  annually  by 
the  Department,  the  Pennsylvania 
Medical  Society,  and  Blue  Shield,  then 
it  might  he  possible  for  the  Depart- 
ment to  convince  the  Office  of  the 
Budget  and  the  Auditor  General  that 
there  will  be  fiscal  stability  to  a budget 
based  on  “usual  and  customary”  fees, 
even  though  the  funds  appropriated 
by  the  Legislature  might  allow  pay- 
ment of  only  a fixed  percentage  of  each 
claim. 

If  your  Department  cannot  accept 
the  usual  and  customary  fee  concept  at 
the  present  time  and  does  not  believe 
that  a percentage  of  prevailing  fee 
payment  is  feasible,  when  can  the  So- 
ciety expect  some  up-grading  in  the 
level  of  fees  to  be  paid  by  your  De- 
partment? 

I his  depends  entirely  upon  the  tax 
revenues  available  to  the  Common- 
wealth and  the  desire  of  the  elected 
representatives  of  the  people,  the  Gen- 
eral Assembly,  to  appropriate  sufficient 
funds  to  increase  fees.  Payment  of 
reasonable  fees  is  not  mandatory  until 
1975,  but  the  Department  would  like 
to  see  the  increases  occur  in  incre- 
ments over  these  next  years,  hopefully 
reaching  a reasonable  level  long  before 
the  1975  target  date  set  by  Congress. 


Long  before  the  Pennsycare  pro- 
gram was  implemented  in  Pennsylva- 
nia, the  Pennsylvania  Medical  Society 
adopted  a clear-cut  and  positive  policy 
which  urged  your  Department  to  ex- 
pand the  scope  of  benefits  to  be  pro- 
vided under  the  Medical  Assistance 
Program.  Can  you  predict  when  we 
might  expect  improvements  in  the  pro- 


gram relative  to  scope  of  services  pro- 
vided and  has  the  Department  estab- 
lished any  order  of  priority  along  these 
lines? 

There  already  has  been  a tremen- 
dous expansion  in  the  scope  of  services 


provided  since  the  Medical  Assistance 
program  began  on  January  1,  1966. 
First  of  all,  payment  is  now  made  in 
hehalf  of  the  large  group  of  needy 
persons  who  are  not  receiving  cash 
assistance,  but  who  would  otherwise 
not  be  able  to  pay  for  medical  care 
or  health  insurance.  They  are  eligible 
for  all  services  except  prescribed 
drugs,  dental  care  and  ambulance 
service.  Secondly,  many  new  services 
have  been  made  available,  such  as 
podiatric  care  and  ability  to  utilize  in- 
dependent clinical  laboratories.  Medi- 
cal Assistance  also  pays  for  services  of 
community  mental  health  clinics  and 
planned  parenthood  clinics.  Thirdly, 
the  $23  million  hudgeted  for  physi- 
cians’ services  this  past  fiscal  year 
(1967-68)  represents  an  $18  million 
increase  over  the  previous  year — the 
largest  single  increase  for  any  type 
provider  of  medical  care.  For  the  first 
time  in  the  State's  history  physicians 
are  being  paid  for  their  services  to 
poor  people  in  the  hospital.  In  addi- 
tion. we  have  removed  many  arbitrary 
restrictions  such  as  limiting  monthly 
payments  to  physicians  to  $1200,  re- 
stricting payments  for  those  with 
chronic  illness  to  three  visits  per 
month,  limiting  prenatal  visit  pay- 
ments to  $35  and  refusing  to  pay  for 
preventive  services  for  children.  Thus 
you  can  see  there  is  a new  climate  in 
the  Commonwealth  as  we  strive  to- 
ward our  eventual  goal  of  assuring  our 


less  fortunate  citizens  that  their  basic 
human  needs  are  met. 


With  the  advent  of  the  new  Blue 
Shield  contract,  will  the  physicians  par- 
ticipating under  the  program  be  per- 
mitted to  utilize  standard  Blue  Shield 
service  reporting  forms?  Will  they  be 
able  to  list  their  “usual  and  customary” 
fee  even  if  a fixed  fee  schedule  is  used 
as  the  reimbursement  basis? 

The  answer  to  both  questions  is 
“Yes.”  We  are  constantly  trying  to 
keep  the  doctor's  paperwork  as  un- 
complicated as  possible. 

Will  Blue  Shield  actually  pay  the 
claims?  What  control,  if  any,  will 
Blue  Shield  exercise  over  the  level  of 


benefits  payable?  Is  there  any  element 
of  the  insurance  principle  involved  in 
this  new  contractual  relationship? 


If  I may  reply  in  reverse  order: 
Blue  Shield  will  not  function  as  an  in- 
surance carrier  but  as  a fiscal  inter- 
mediary, i.e.,  it  will  merely  process 
claims.  It  will  be  necessary  for  them 
to  utilize  their  vast  experience  in  this 
field  to  exercise  the  same  judgment  in 
auditing  Pennsycare  claims  as  they  do 
in  their  own  business  and  for  Medi- 
care. The  regulations  covering  physi- 
cians’ services  have  been  markedly  re- 
vamped so  that  the  Blue  Shield  system 
and  the  Pennsycare  system  are  now  al- 
most identical.  Thus  Blue  Shield  will 
be  able  to  process  claims,  consistent 
with  the  regulations  of  the  Depart- 
ment, in  the  same  manner  now  so 
familiar  to  physicians,  except  that  the 
payment  check  will  be  from  the  Com- 
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monwealth.  Incidentally,  physicians 
will  also  receive  a printed  patient-by- 
patient explanation  of  benefits  along 
with  the  payment. 

What  role,  if  any,  will  the  Pennsyl- 
vania Medical  Society  and  its  consti- 
tuent county  societies  assume  with  re- 
gard to  the  control  of  the  utilizations 
of  benefits  under  the  Pennsycare  pro- 
gram? 

Medical  Assistance  payments  are 
made  for  physicians’  services  “which 
•i  are  consistent  with  customary  stan- 
dards of  medical  practice  in  amount, 
i duration,  scope  and  quality.”  This 
! must  be  kept  a professional  judgment, 
/ and  the  Department  hopes  that  the  vast 
reserve  of  medical  talent  within  the 
State  and  county  medical  societies  will 


! help  define  what  constitutes  “custom- 
/|  ary  standards.” 

I 

Is  there  any  reason  why  your  De- 
partment cannot  “insure”  Pennsycare 
beneficiaries  through  an  insurance  or 
pre-payment  plan,  thus  providing  each 
beneficiary  with  a kind  of  “group 
health  insurance  plan”  with  the  State 
assuming  the  premium  cost  in  a man- 
ner similar  to  employee-employer 
group  contracts? 

I have  asked  both  Blue  Cross  and 
Blue  Shield  to  submit  proposals  for 
prepaid  group  hospital  and  medical  in- 
surance. At  the  present  time  this  is 
entirely  feasible  for  the  group  of  peo- 
ple who  receive  cash  assistance.  Not 
enough  experience  has  been  accumu- 
lated with  those  who  are  only  medi- 


cally needy  to  enable  the  actuaries  to 
devise  a premium  rate. 


Blue  Cross  Plans  in  Pennsylvania 
have  been  the  fiscal  intermediaries  for 
Pennsycare  for  the  Department  of 
Welfare  since  June  1,  1966.  Now  that 
Blue  Shield  has  been  selected  the  inter- 
mediary for  the  physicians’  portion  of 
the  program,  what  arrangements,  if 
any,  have  been  made  to  overcome  the 
problems  involved  in  payment  for  phy- 
sicians’ services  for  hospital  based  phy- 
sicians and  salaried  members  of  hos- 
pital staffs  providing  services  in  out- 
patient facilities,  etc.? 

Blue  Shield  and  Blue  Cross  have  a 
cooperative  arrangement  developed  for 
Medicare  to  assure  that  there  is  no 
duplication  of  payments  for  hospital 
based  physicians.  If  these  physicians 
bill  directly,  then  no  payment  can  be 
made  to  the  hospital  for  the  same  serv- 
ices. Pennsycare  payment  will  be 
made  according  to  this  existing  system. 
The  salaries  of  hospital  staff  members 
are  an  allowable  cost  reimbursable  to 


the  hospitals  under  Medical  Assistance 
for  preportion  of  time  devoted  to  care 
of  hospital  inpatients.  The  clinic  visit 
fee  includes  staff  services  for  out- 
patients. 

Under  the  contract,  will  the  Welfare 
Department  pay  physicians  for  services 
rendered  in  hospital  outpatients  clinics? 

No.  Funds  are  not  available  at  this 
time  to  pay  both  the  physician  and  the 
facility. 


Title  XIX  of  the  Federal  Social 
Security  Amendments  of  1965  requires 
states  to  utilize  professional  personnel 
in  guiding  and  establishing  policy 
under  the  Pennsycare  program.  Do 
you  have  any  plans  to  obtain  more 
physicians  in  the  Medical  Assistance 
Department  so  that  professional  per- 
sonnel will  be  available  in  field  offices 
throughout  the  Commonwealth  to  as- 
sist in  the  administration  of  the  pro- 
gram? 

Several  departments  of  the  State 
government  have  been  ordered  by  the 
Governor  to  reorganize  into  six  human 
services  regions  beginning  July  1, 
1968.  It  is  planned  that  competent 
professional  personnel  will  be  available 
in  these  regional  offices  rather  than 
Harrisburg  so  they  may  be  closer  to 
the  problems  of  the  local  areas. 

Do  you  anticipate  any  changes  in 
the  immediate  future  in  the  eligibility 
requirements  for  the  Pennsycare  pro- 
gram? 

No.  The  financial  eligibility  levels 
are  based  on  the  cost  of  the  minimum 
amounts  needed  for  such  basic  essen- 
tials as  food,  clothing,  and  decent 
housing.  Only  when  these  levels  no 
longer  will  cover  such  costs,  which  are 
redetermined  annually,  would  it  be 
necessary  to  request  the  General  As- 
sembly to  adjust  them. 

Do  you  feel  that  income  limitations 
should  be  applied  on  a state-wide 
basis  or  do  you  believe  the  Society  ’s 
recommendation  that  income  limita- 
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“ Because  of  the  public’s  increasing  concern  about  the  rising  costs  of  Medicare,  the 
Pennsylvania  Medical  Society  would  do  well  to  lead  the  way  in  reevaluating  the 
physician’s  role  in  the  various  existing  systems  of  medical  care  . . 


tions  should  vary  from  area  to  area 
within  the  state  is  a better  approach? 

While  the  cost  of  food  and  cloth- 
ing is  about  the  same  throughout  the 
State,  there  are  variations  in  the  cost  of 
shelter  and  utilities  in  different  areas. 
The  Federal  regulations  for  Title  XIX 
allow  no  more  than  two  standards. 
Because  these  variations  in  living  costs 
are  not  consistent  with  simple  cate- 
gorizations, such  as  urban  versus  rural, 
it  was  felt  that  a single  statewide 
standard  could  be  devised  which 
would  allow  people  who  cannot  af- 
ford medical  care  to  retain  enough  of 
their  limited  financial  resources  to 
preserve  the  opportunity  to  have  ade- 
quate living  essentials. 

Although  portions  of  Pennsycare 
will  be  administered  by  Pennsylvania 
Blue  Shield  effective  June  1,  1968, 
is  it  necessary  that  a physician  partici- 
pate in  regular  Blue  Shield  programs 
in  order  to  participate  in  the  Pennsy- 
care program? 

The  only  requirement  for  a phy- 
sician to  participate  in  Pennsylvania's 
Medical  Assistance  program  is  that  he 
be  duly  licensed  and  that  he  abides 
by  the  Department’s  regulations.  Blue 
Shield  will  process  bills  from  any  phy- 
sician who  meets  these  provisions, 
whether  or  not  he  participates  in  Blue 
Shield,  Medicare  and  other  such  pro- 
grams. 

Are  there  any  pilot  treatment  pro- 
grams under  Pennsycare  that  you  feel 
organized  medicine  should  be  con- 
sidering or  participating  in? 

Because  of  the  public’s  increasing 
concern  about  the  rising  costs  of  Medi- 
care, the  Pennsylvania  Medical  Society 
would  do  well  to  lead  the  way  in  re- 
evaluating the  physician’s  role  in  the 
various  existing  systems  of  medical 
care,  that  is,  to  explore  better  ways 
of  getting  good  medical  care  to  all 
citizens.  The  Commonwealth  is  proud 
of  the  enlightened  leadership  PMS 
has  shown  over  the  years  in  its  early 
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and  vigorous  support  of  such  en- 
deavors as  Blue  Shield  and  the  Hos- 
pital Utilization  Project.  It  should 
now  examine  the  more  recent  innova- 
tions such  as  group  practice  and 
neighborhood  health  centers  to  see 
whether  better  care  might  be  provided 
by  these  structures.  It  should  explore 
the  pre-payment  health  insurance  plans 
such  as  HIP  in  New  York  and  the 
Kaiser-Permanente  plan  in  California 
as  an  alternative  to  the  traditional 


concept  of  the  fee-for-service.  It 
seems  to  me  that  the  Pennsylvania 
Medical  Society  should  be  able  to  lead 
the  Nation  in  rearranging  medical  care 
so  that  physicians  may  benefit  from 
financial  incentives  to  practice  good 
medicine  and  that  the  public  may 
benefit  from  the  assurance  that  the 
medical  care  received  is  of  good 
quality,  as  determined  by  the  physi- 
cian’s own  peers. 

We  have  heard  of  alleged  illegal 
practices  by  physicians  in  the  medi- 
cal assistance  programs  in  California 
and  New  York.  What  has  been  the 
experience  in  Pennsylvania? 

In  every  walk  of  life  there  are  dis- 
honest people.  Fortunately,  their 
numbers  are  infinitesimally  small.  This 
human  trait  shows  up  on  rare  oc- 
casions in  the  Medical  Assistance  pro- 
gram and  appropriate  action  is 


taken.  However,  it  has  been  our  ex- 
perience that  almost  all  Pennsylvania 
physicians  are  conscientious  in  their 
treatment  of  people  and  cooperating 
with  the  Department  in  this  joint  effort 
to  provide  good  medical  care. 

We  have  heard  of  your  desire  to 
add  “quality  controls”  to  the  program. 
Could  you  enumerate  these  and  how 
they  would  work? 

I prefer  not  to  use  the  word  “con- 
trol;” it  connotes  that  the  State  will 
somehow  interject  itself  in  the  actual 
practice  of  medicine.  I like  to  think 
that  the  State  has  an  obligation  to 
the  taxpayer  to  see  that  tax  funds  are 
spent  wisely,  and  that  a dollar’s  value 
is  received  for  each  dollar  spent.  Thus, 
the  Department’s  policy  is  that  it  will 
not  interfere  in  the  practice  of  medi- 
cine, but  merely  will  not  pay  for  prac- 
tices which  are  not  consistent  with 
customary  medical  standards.  The 
great  problem  is  that  the  standards 
for  medical  care  are  ill-defined.  I 
am  convinced  that  it  will  be  very  dif- 
ficult to  delineate  what  constitutes  the 
best  way  to  treat  a patient,  but  it 
should  be  a relatively  easy  task  to 
define  the  worst.  This  is  not  a task 
which  the  government  should  assume 
alone.  It  calls  for  open  and  frank  dis- 
cussions between  the  Department,  the 
State  and  local  medical  societies  and 
the  various  speciality  groups.  Once  the 
professions  have  reached  a consensus 
as  to  which  practices  the  State  should 
not  pay  for,  it  will  be  an  easy  matter 
for  the  computers  to  “flag”  such  pay- 
ments for  review  by  professional  peers. 
It  is  hoped  that  eventually  these  review 
groups  will  be  organized  as  represent- 
ing the  profession  rather  than  as  staff 
of  the  Department.  The  peer  evalua- 
tion would  be  more  authentic  that 
way.  Finally,  I want  to  emphasize 
that  through  this  process  of  defining 
what  constitutes  good  medical  care, 
the  information  could  be  translated 
into  educational  efforts  to  upgrade 
medical  school  and  post-graduate  cur- 
ricula. Thus  Pennsycare  will  be  able 
to  provide  better  care  by  helping 
create  ever-better  physicians. 
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The  Physician  in  the  Emergency  Room 


STANLEY  SPITZER,  M.D. 
Philadelphia,  Pennsylvania 


The  physician  in  the  emergency 
room  is  faced  with  innumerable 
medical  emergencies,  many  of 
which  are  life-threatening. 

Myocardial  Infarction 

One  of  the  most  common  and 
hazardous  medical  emergency  is  the 
acute  myocardial  infarction.  The 
diagnosis  is  not  difficult  when  crush- 
ing chest  pain,  friction  rub,  and 
marked  electrocardiographic  altera- 
tion are  present.  But  the  physician 
should  be  aware  that  a myocardial 
infarction  may  present  in  many  subtle 
and  unsuspecting  ways,  such  as,  with 
isolated  neck,  elbow,  or  epigastric 
pain.  Occasionally,  in  the  absence  of 
pain,  shock,  pulmonary  edema,  hypo- 


tension or  arrhythmia  may  be  the  only 
presenting  sign  of  an  acute  myocardial 
infarction. 

In  the  emergency  room  the  follow- 
ing parameters  are  used  to  make  a 
diagnosis:  (1)  history,  (2)  physical 

examination,  (3)  laboratory  studies, 
and  (4)  the  electrocardiogram.  How- 
ever, the  physician  must  be  aware  that 
the  laboratory  studies  often  are  not 
positive  for  twelve  to  twenty-four 
hours,  and  that  changes  may  not  be 
evident  on  the  electrocardiogram  for 
five  to  seven  days  after  the  insult. 
Therefore,  in  the  emergency  room, 
the  history  assumes  paramount  impor- 
tance. The  emergency  room  physician 
should  be  alert  to  these  possible  pit- 
falls  in  diagnosis. 
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The  patient  with  a life  threatening  emergency  demands  a reasoned  use  of  the 
available  methods  of  diagnosis  if  tragedy  is  to  be  averted 


The  major  complications  of  acute 
myocardial  infarction,  as  seen  in  the 
emergency  room,  are  arrhythmia, 
shock,  and  congestive  heart  failure. 
There  are  many  factors  which  pre- 
dispose to  arrhythmia,  some  of  which 
are  (1)  pain,  (2)  slow  heart  rate,  (3) 
hypotension,  (4)  apprehension,  and 
(5)  diversion  of  blood  How  from  the 
coronary  circulation  by  food.  By 
combating  these  factors  arrhythmia 
may  be  prevented.  All  patients  should 
be  kept  free  of  pain,  so  far  as  pos- 
sible, with  morphine  or  meperidine. 
The  diet  initially  should  be  light, 
mainly  liquids  to  avoid  diversion  of 
blood  to  the  gastrointestinal  tract. 
Conversation  with  the  patient  should 
be  encouraging;  pessimistic  prognosis 
should  be  avoided. 

It  is  generally  accepted  that  the 
therapy  of  arrhythmia  should  be  an 
aggressive  one.  Ventricular  extrasys- 
tole warrants  prompt  attention  and 
treatment,  particularly  when  it  occurs 
early  in  the  cardiac  cycle  on  or  near 
the  T wave,  or  in  series  of  two  or 
more,  occurs  more  than  five  per 
minute  or  is  multifocal.  There  are 
several  cardiovascular  agents  which 
may  be  used  in  this  emergency:  lido- 
caine,  25  mg.  of  a 2 percent  solution, 
given  intravenously  will  often  suppress 
the  premature  beats;  then  use  500  mg. 


in  250  cc.  of  5 percent  dextrose  and 
water  as  a slow  infusion;  procaina- 
mide or  quinidinc  sulfate  50  mg.  given 
intravenously  may  also  be  used.  When 
either  of  these  agents  has  proved  effec- 
tive a continuous  infusion  should  be 
started  to  keep  the  patient  free  of  ar- 
rhythmia. Diphenylhydantoin  (Dilan- 
tin®)* 200  mg.  given  intravenously 
has  also  been  used  with  good  results, 
particularly  in  digitalis  induced  extra- 
systole. 

Ventricular  tachycardia  and  ven- 
tricular fibrillation  can  be  terminated 
with  D-C  counter-shock;  after  termi- 
nation, one  of  the  aforementioned 
agents  should  be  employed  to  prevent 
recurrence. 

Atrial  premature  beats,  particularly 
when  very  frequent  and  likely  to  be 
the  forerunner  of  atrial  fibrillation  or 
atrial  flutter  should  be  treated  with 
quinidine  200  mg.  orally  every  4 
hours. 

Two  to  one  heart  block  and  com- 
plete heart  block  should  be  treated 
with  isoproterenol,  1 mg.  in  250  cc 
of  dextrose  and  water  by  slow  infusion 
intravenously.  Preparation  for  inter- 
nal pacemaker  stimulation  should  be 
in  progress  while  isoproterenol  ther- 
apy is  being  carried  out.  The  pace- 
maker should  be  activated  if  isopro- 

*  Parke,  Davis  & Co. 


terenol  fails  to  increase  the  ventricu- 
lar rate. 

Management  of  cardiogenic  shock, 
a serious  complication  of  acute  myo- 
cardial infarction,  has  a multifocal 
approach.  The  patient  is  placed  in  a 
recumbent  position  and  oxygen  insti- 
tuted immediately.  The  use  of  vaso- 
pressor agents  is  controversial,  but  I 
believe  that  metaraminol  50  to  100 
mg.  in  500  cc.  of  5 percent  dextrose 
and  water  should  be  employed,  and 
the  systolic  blood  pressure  maintained 
in  the  range  of  80  to  90  mm.  Hg. 
Relief  of  pain  is  essential  and  10  to 
15  mg.  of  morphine  should  be  given 
intravenously.  One  of  the  digitalis 
preparations  should  be  very  effective 
in  cardiogenic  shock,  especially  the 
rapidly  acting  preparations  such  as 
Ouabain,  0.1  mg.  every  4 hours,  or 
acetylstrophanthanum  0.2  mg.  every 
4 hours,  or  digoxin  0.5  mg.  every  6 
hours.  The  well-known  adage  of 
knowing  one  digitalis  preparation  well 
and  using  it  applies.  The  physician  in 
the  emergency  room  must  be  aware 
of  its  potential  toxicity  and  use  a 
reduced  dosage,  approximately  one- 
half  the  digitalizing  dose.  Volume  re- 
placement is  sometimes  helpful  when 
evidence  of  depletion  is  present. 
Mechanical  assistance  and  heart-lung 
bypass  are  not  usually  employed  in 
the  emergency  room. 


Fig.  1:  A — Chest  x-ray  reveals  an  area  in  the  right  mid-lung  field  resembling  atelectasis.  B — Radioactive  albumin 

lung-scan  illustrates  decreased  pulmonary  blood  flow  to  right  mid-lung  field. 
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Acute  Heart  Failure 

Acute  congestive  heart  failure 
should  be  treated  by  elevating  the 
head  of  the  bed  and  rotating  tourni- 
quets on  the  extremities  to  decrease 
the  venous  return  to  the  heart.  The 
tourniquets  should  be  placed  on  both 
upper  and  lower  extremities.  After 
fifteen  minutes  remove  one  tourniquet 
and  after  another  fifteen  minutes  ro- 
tate the  tourniquets.  DO  NOT  re- 
move all  four  tourniquets  at  once. 
Digitalis  should  be  used  as  outlined 
previously.  Oxygen  is  beneficial,  par- 
ticularly when  the  patient  shows  evi- 
dence of  arterial  oxygen  desaturation. 
For  many  years  diuretics  have  been 
used  in  the  treatment  of  acute  con- 
gestive heart  failure;  lately,  with  the 
advent  of  the  more  potent  agents,  such 
as  ethacrynic  acid,  diuretics  have  as- 
sumed an  increasingly  important  role. 
Ethacrynic  acid,  50  mg.  intravenously, 
will  initiate  a prompt  massive  sus- 
tained diuresis  within  two  to  three 
minutes.  With  the  use  of  this  drug. 
I have  rarely  found  it  necessary  to 
resort  to  phlebotomy.  In  the  severe 
refractory  patient  who  has  failed  to 
respond  to  the  aforementioned  ther- 


apy, peritoneal  dialysis  using  7.5  per- 
cent dialyzing  fluid  should  be  em- 
ployed. 

Pulmonary  Embolism 

Pulmonary  embolism  is  another 
emergency  which  the  physician  must 
recognize  in  the  emergency  room.  He 
must  be  aware  of  the  circumstances 
under  which  a pulmonary  embolism 
can  occur  and  be  alert  to  its  many 
presenting  signs  and  symptoms,  some 
of  which  are:  (1)  sudden  chest  pain, 
(2)  an  elevated  temperature,  (3) 
tachycardia,  (4)  mild  leukocytosis, 
(5)  fatigue,  (6)  cough,  (7)  localized 
wheezing,  (8)  hemoptysis,  (9)  fric- 
tion rub,  (10)  dyspnea,  (II)  cyano- 
sis, and  (12)  acute  right  heart  failure. 

The  clinical  diagnosis  is  confirmed 
by  a chest  x-ray  and  radioactive  al- 
bumin lung-scan  (Fig.  1).  A pul- 
monary angiogram  further  substanti- 
ates the  diagnosis  (Fig.  2).  These 
three  studies  can  be  performed  in  an 
emergency.  If  a diagnosis  of  pul- 
monary embolism  is  strongly  sus- 
pected or  has  been  confirmed,  oxygen, 
bed  rest,  and  heparin  100  mg.  every 
six  hours  (preferably  intravenously) 
should  be  instituted  at  once.  The  Lee- 


White  coagulation  time  should  be  two 
and  one-half  times  normal  for  full 
therapeutic  effect.  I can  not  empha- 
size too  strongly  that  the  key  to  the 
diagnosis  of  pulmonary  embolism  is 
a strong  clinical  suspicion. 

Gastrointestinal  Emergencies 

The  common  gastrointestinal  emer- 
gencies seen  in  the  emergency  room 
are  (1)  hemorrhage,  (2)  perforated 
peptic  ulcer,  (3)  acute  pancreatitis, 
(4)  mesenteric  thrombosis,  and  (5) 
intestinal  obstruction.  Although  hem- 
orrhage may  be  caused  by  esophageal 
varices  or  gastritis  it  is  usually  the 
result  of  a peptic  ulcer  disease. 

The  common  presenting  signs  and 
symptoms  of  gastrointestinal  bleeding 
are:  (1)  weakness,  (2)  headache, 

(3)  vertigo,  (4)  syncope,  (5)  dia- 
phoresis, (6)  thirst,  (7)  apprehension, 
(8)  dyspnea,  (9)  pallor,  (10)  shock, 
(11)  tachycardia,  (12)  hypotension, 
and  (13)  positive  tilt  test. 

A “positive  tilt”  test  is  an  increase 
in  the  pulse  rate  of  twenty  or  more 
beats  per  minute  when  the  patient  in 
a recumbent  position  assumes  the  up- 
right position.  This  usually  indicates 
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a significant  decrease  in  intravascular 
volume  and  should  alert  the  emer- 
gency room  physician  to  institute 
prompt  volume  replacement.  Com- 
plete blood  count,  type  and  cross 
match  of  blood,  platelet  count,  and 
prothrombin  time  should  be  per- 
formed immediately  in  all  patients 
with  gastrointestinal  hemorrhage.  In- 
travenous fluids  should  be  admin- 
istered until  blood  is  available  for 
transfusion.  Should  the  bleeding  be 
massive,  dextran,  plasma,  and  saline 
should  be  employed  until  blood  is 
available. 

The  remaining  gastrointestinal 
emergencies  should  be  approached  in 
a uniform  fashion.  A complete  blood 
count  will  reveal  a leukocytosis  and 
indicate  the  severity  of  the  condition, 
or  an  elevated  hematocrit  will  be  an 
indication  of  hemoconcentration. 
Blood  urea  nitrogen  studies  are  essen- 
tial to  make  a preliminary  evaluation 
of  renal  function.  Uremic  patients 
may  present  with  anemia  and  abdomi- 
nal pain.  Urinary  tract  infections  may 
present  as  acute  abdominal  pain, 
fever,  and  leukocytosis.  A routine 
urinalysis  should  confirm  the  diagno- 
sis. 

In  acute  pancreatitis  the  amylase 
will  often  be  elevated;  this  is  also 
true  when  a perforated  ulcer  is  present 


or  after  the  use  of  narcotics.  A blood 
sugar  will  rule  out  diabetes  mellitus 
as  a cause  of  acute  abdominal  pain. 
An  x-ray  of  the  chest  taken  in  the 
upright  position  will  serve,  at  least, 
two  purposes:  first,  pneumonia  can 

often  present  as  abdominal  pain,  par- 
ticularly of  the  lower  lobes;  second, 
on  films  taken  in  this  position  pneu- 
moperitoneum will  be  seen  if  a per- 
forated viscus  is  present.  Serum  elec- 
trolytes are  necessary  in  order  to  cor- 
rect any  fluid  or  electrolyte  imbalance 
which  may  exist. 

Finally,  an  electrocardiogram 
should  be  obtained  in  all  patients  with 
suspected  gastrointestinal  emergencies, 
since  myocardial  infarction  or  peri- 
carditis can  present  with  acute 
abdominal  pain.  An  electrocardio- 
gram in  these  circumstances  can  pre- 
vent an  exploratory  laparotomy. 

Summary 

The  emergency  room  physician 
must  have  a high  index  of  suspicion 
and  be  alert  to  the  possibility  of  an 
acute  myocardial  infarction  in  all  pa- 
tients with  “atypical”  chest  pain.  The 
major  complications  of  acute  myo- 
cardial infarction  and  their  manage- 
ment are  discussed.  The  diagnosis  of 
pulmonary  embolism  must  be  made 
promptly  and  therapy  instituted  with 


dispatch.  The  keystone  to  the  diag- 
nosis is  a keen  sense  of  awareness 
of  the  varied  and  subtle  way  in  which 
a pulmonary  embolus  can  present. 

The  gastrointestinal  emergencies 
are  discussed.  A uniform  approach 
to  their  diagnosis  is  presented  and 
should  be  followed  in  order  to  rule 
out  nongastrointestinal  conditions 
which  can  mimic  gastrointestinal 
emergencies. 


B Dr.  Spitzer  is  instructor  in  medi- 
cine and  teaching  coordinator  (Ser- 
vice C),  department  of  medicine, 
Hahnemann  Medical  College  and 
Hospital. 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  R0RER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


60 


PENNSYLVANIA  MEDICINE 


Diabetics  in  whom  sulfonylureas  are  indicated  should  have  liver  and  kidney 
function  tests  prior  to  treatment 


Sulfonylurea 

Induced 

Hypoglycemia 

WILLIAM  T.  LAMPE,  II,  M.D. 
York,  Pennsylvania 


There  have  been  forty  reports  of 
hypoglycemia,  coma,  and  even 
death  induced  by  sulfonylureas.1 
Prolonged  hypoglycemia  after  the  use 
of  tolbutamide  has  been  seen  in  both 
diabetics  and  non-diabetics.2  A report 
of  prolonged  hypoglycemia  as  a result 
of  renal  retention  of  chlorpropamide 
has  also  appeared.  3 Combined  treat- 
ment with  tolbutamide  and  carbuta- 
rnide  has  produced  prolonged  hypo- 
glycemia 4 and  there  have  been  several 
reports  of  hypoglycemia  due  to  aceto- 
hexamide.5  Most  of  these  cases  were 
in  patients  with  renal  insufficiency  al- 
though renal  function  studies  were  not 
< always  performed.  One  case  of  hypo- 
glycemia due  to  acetohexamide  was 
i successfully  treated  with  peritoneal 
* dialysis.6 

The  list  of  pharmacologic  agents 
which  produce  hypoglycemia  includes 
biguanides,  guanidines,  sulfonylureas, 
amino  acids,  prolactin,  alloxan,  anti- 


stine,  antergan,  neoantergan,  and  py- 
ribenzamine.  Of  these  compounds  the 
sulfonylureas  currently  in  use  for  the 
treatment  of  diabetes  (tolbutamide, 
acetohexamide,  tolazamide)  have  a 
greater  proclivity  to  produce  hypo- 
glycemia than  any  of  the  other  men- 
tioned compounds.  The  incidence  of 
hypoglycemia  due  to  sulfonylureas  is 
much  higher  than  that  reported  in 
the  literature.  Potentiation  of  hypo- 
glycemic effects  by  other  sulfa  drugs 
commonly  given  in  urinary  tract  in- 
fection can  be  expected  in  all  sulfo- 
nylureas and  has  been  reported.  Hypo- 
glycemic reactions  have  been  asso- 
ciated with  advancing  age,7  presence  of 
malnutrition,  chronic  liver  disease,8 
and  with  kidney  disease.  The  patho- 
genesis is  related  to  defective  meta- 
bolism or  excretion  of  the  sulfonylurea, 
to  decreased  glycogen  storage,  or  to 
prolonged  excessive  insulin  secretion. 
Prolonged  coma  due  to  hypoglycemia 


in  a non-diabetic  after  ingestion  of 
a large  dose  of  acetohexamide  in  a 
suicide  attempt  has  been  reported.9 

The  reason  for  prolonged  hypo- 
glycemia with  tolbutamide  is  different 
from  the  reason  for  prolonged  hypo- 
glycemia with  acetohexamide.  In  the 
metabolism  of  tolbutamide  carboxyla- 
tion  takes  place  and  the  metabolites 
have  no  hypoglycemic  effects.  There- 
fore failure  to  excrete  the  metabolic 
break  down  products  of  the  parent 
compound  will  not  in  itself  perpetuate 
hypoglycemia.  Delayed  metabolism 
of  the  drug  because  of  severe  hepatic 
disease  seems  to  be  the  mechanism. 
Advanced  cardiac  failure  with  second- 
ary hepatic  decompensation  has  also 
been  implicated.  Simultaneous  sali- 
cylate administration  in  large  doses 
has  been  reported  to  control  a diabetic 
who  has  been  acidotic.  The  administra- 
tion of  lucine  will  prolong  tolbutamide 
induced  hypoglycemia. 
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The  pathogenesis  of  hypoglycemia 
following  acetohexamide  administra- 
tion is  slightly  different.  Defective 
metabolism  of  the  drug  due  to  liver 
damage  can  result  in  retention  of  the 
parent  compound  which  will  exert  it’s 
hypoglycemic  effects.  Also  the  fail- 
ure of  excretion  of  the  metabolites  of 
acetohexamide  which  are  active  hypo- 
glycemic agents  will  result  in  prolonged 
hypoglycemia.  In  each  patient  that  has 
been  reported  where  hypoglycemia  has 
been  documented  following  the  ad- 
ministration of  acetohexamide  impair- 
ment of  renal  function  has  been  pre- 
sent. 

The  hypoglycemic  stupor  caused  by 
acetohexamide  has  masqueraded  as 
collapse  with  pulmonary  edema.  Pa- 
tients have  also  presented  with  neuro- 
logic symptoms  alone  and  the  diag- 
nosis has  been  confused  with  primary 
neurologic  diseases  until  the  blood 
sugar  became  available.  Early  recog- 
nition of  hypoglycemia  will  result  in 
prevention  of  permanent  damage  to 
the  central  nervous  system.  Sulfony- 
lurea induced  hypoglycemia  may  per- 
sist many  hours  despite  vigorous  treat- 
ment with  large  amounts  of  glucose. 
Steroids  and  glucagon  have  been  sug- 
gested in  patients  who  do  not  respond 


to  parenteral  glucose.  Peritoneal  dialy- 
sis may  be  used  to  supply  large 
amounts  of  glucose  over  a prolonged 
period  of  time  in  patients  who  are 
otherwise  unresponsive  to  treatment. 
This  has  one  added  advantage  because 
it  removes  sulfonylurea  metabolites 
which  may  be  active  hypoglycemic 
agents,  as  the  acetohexamide. 

Two  mechanisms  for  prolonged 
hypoglycemia  after  sulfonylureas  are 
now  clearly  apparent.  They  are:  1) 

renal  insufficiency  leading  to  retention 
of  the  sulfonylurea  and  its  metabolites 
(especially  important  if  the  meta- 
bolites are  pharmacologically  active 
as  in  the  case  of  acetohexamide)  and 
2)  failure  of  metabolic  degredation 
of  the  sulfonylurea  as  the  severe  liver 
dysfunction. 

Each  patient  who  is  found  to  be 
diabetic  and  in  whom  sulfonylureas  are 
clinically  indicated  should  have  liver 
and  kidney  function  tests  to  ascertain 
that  these  organ  systems  are  intact 
and  functioning  normally  before  the 
prescription  of  sulfonylurea  drugs. 
Sulfonylurea  compounds  should  not 
be  given  to  azotemic  or  uremic  pa- 
tients. This  will  help  to  prevent 
hypoglycemic  reactions  which  can  be 
life  threatening,  prolonged,  and  diffi- 
cult treatment  problems. 
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et’s  be  specific  about  Campbell’s  Soups... 

and  Acd/mw/  c/Mi 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


True  Drug  Failure... 

How  often  does  it  occur 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


76.6%  to  100% 


Range  of  Initial  Cures 

after  one  course  of  treatment 


84.7%  to  100% 


Range  of  Final  Cures 

after  retreatment  of  refractory  conditions  in  women  and 
treatment  of  their  husbands  when  indicated 


Final  Cure  Rate 

Average  of  final  cure  rates  reported  in  60  studies 


Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tongue  .™ 
Gastrointestinal  disturbances,  flushing  and  heads™ 
ache  sometimes  occur,  especially  with  conconiii™ 
itant  ingestion  of  alcohol.  The  taste  of  alcoholi:  i 
beverages  may  be  altered.  Other  effects,  all  re  Wi 
ported  in  an  incidence  of  less  than  1 per  cent,  ar  toct 
diarrhea,  dizziness,  vaginal  dryness  and  burning  k 
dry  mouth,  rash,  urticaria,  gastritis,  drowsiness 
insomnia,  pruritus,  sore  tongue,  darkened  urine) if 
anorexia,  vomiting,  epigastric  distress,  dysuria  |va| 
depression,  vertigo,  incoordination,  ataxia,  ab  ™ 


Uth  Flagyl? 

brand  of 

metronidazole 


Iblinical  practice  an  occasional  uncooperative  or  drug-sensitive  patient 
l;pouse  makes  1 00  per  cent  cure  of  trichomonal  vaginitis  in  large  series 
ifoatients  difficult. 

Further  a very  few  patients  who  apparently  absorb  Flagyl  poorly 
Id  a few  rare  instances  of  trichomonads  resistant  to  Flagyl  have  been 
jiorted.  Nevertheless,  approximately  half  the  United  States  investiga- 
|s  report  a final  cure  rate  of  100  per  cent  with  Flagyl. 

Sixty  papers1  published  on  the  use  of  Flagyl  in  trichomoniasis  in  the 
liited  States  and  comprising  a total  of  10,700  patients  have  been  evalu- 
Id.  In  thirty  of  the  papers  it  was  declared  that  all  patients  adequately 
lowed  and  treated  were  free  of  trichomonal  infection. 

Analysis  of  all  of  these  papers  shows  that  the  incidence  of  cures  for 
I initial  course  of  therapy  ranged  from  76.6  per  cent  to  100  per  cent, 
lie  cure  rates  after  retreatment  of  female  patients  and  treatment  of  their 
pbands  when  indicated  ranged  from  84.7  to  100  per  cent.  The  average 
jil  cure  rate  reported  in  all  investigations  was  97.1  per  cent. 


bninal  cramping,  constipation,  stomatitis, 
ltnbness  or  paresthesia  of  an  extremity,  joint 
Ins,  confusion,  irritability,  weakness,  cystitis, 
Hivic  pressure,  dyspareunia,  fever,  polyuria,  in- 
litinence,  decreased  libido,  nasal  congestion, 
>it*ctitis  and  pyuria.  Elimination  of  trichomonads 
ny  aggravate  candidiasis. 

%sage  and  Administration:  In  women:  one 
£)-mg.  oral  tablet  three  times  daily  for  ten  days. 
Vaginal  insert  of  500  mg.  is  available  for  local 
brapy  when  desired.  When  used,  one  vaginal 


insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral  tab- 
lets should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

1.  Complete  list  of  references  on  request. 


SEARLE 


Research  in  the  Service  of  Medicine 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Prolonged  acceptance  confirmed- 

in  87.5°/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Stuart 


Di vision /Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


“Tentatively  we  look  and 
wonder.  There’s  so  much 
to  see,  to  learn.  Some  days 
we  feel  that  we  are  very 
small  indeed  . . . There  are 
limits  to  our  world,  walls 
we  cannot  climb." 


Treatment  with  thioridazine  has  proved  to  be  an 
important  part  of  the  management  of  these  patients 


JAMES  R.  CONNOLLY,  M.D. 
Ebensburg,  Pennsylvania 


Mental  retardation  constitutes  a 
"medical,  educational  and  so- 
cial problem  of  vast  dimen- 
sions.” 1 In  the  United  States  alone 
more  than  5 million  persons  are  af- 
flicted. Although  biomedical  research 
has  intensified  greatly  in  recent  years 
and  may  someday  rescue  many  from 
this  tragic  handicap,  the  need  for  care 
and  rehabilitation  of  the  retarded  is, 
and  will  remain,  vital. 

Increased  awareness  among  the 
public  and  legislators  during  recent 
years  has  focused  attention  on  mental 
retardation  as  a public  health  prob- 
lem. As  a result,  new  facilities  are 
being  created,  and  physicians,  psy- 
chologists, and  other  health  specialists, 
stimulated  by  this  greater  interest  and 
support,  are  developing  improved  pro- 
grams for  the  care,  training,  and  re- 
habilitation of  the  retarded. 

The  primary  aim  of  these  training 
and  rehabilitation  programs  is  to  help 
the  mentally  retarded  individual 
achieve  his  maximum  potential  as  a 
human  being.  However,  to  realize 
this  objective,  many  obstacles  must 
he  overcome.  For  example,  the  re- 
tardate who  also  has  serious  behavior 
problems  cannot  fully  benefit  from 
these  programs.  His  assaultiveness, 
hyperactivity,  or  withdrawal  only  im- 
pede more  his  already  limited  apti- 
tude. 

As  an  adjunct  to  the  management 


of  such  disturbed  retardates,  drug 
therapy  has  proven  beneficial  and  has 
been  employed  as  a key  part  of  the 
rehabilitation  program  at  the  Ebens- 
burg State  School  and  Hospital. 
Opened  in  1956,  this  1,250-bed  insti- 
tution was  programmed  for  the  care 
and  training  of  the  severely  retarded 
(that  is,  an  IQ  of  fifty  or  less). 
Its  purpose  is  to  motivate  each  re- 
tardate to  accept  training  situations, 
to  develop  maximum  social  matura- 
tion, to  care  for  personal  needs,  and 
to  develop  skills,  all  in  accordance 
with  his  aptitude,  interests  and  ability. 
The  phenothiazine  tranquilizer  thio- 
ridazine,* has  been  used  extensively 
in  this  program.  This  drug  was 
selected  on  the  basis  of  reports  that 
showed  it  to  be  effective  and  well 
tolerated  in  both  retarded  and  normal 
children  with  behavior  disorders.2’  3 
Unlike  other  phenothiazines,  thiorida- 
zine produced  little  or  no  extrapyra- 
midal  symptoms  and  was  found  to  be 
useful  in  epileptic  patients. 

Patients  at  this  institution  have  been 
treated  with  thioridazine  for  more 
than  four  years.  It  was  felt  that  a 
survey  of  these  cases  might  prove 
instructive,  so  the  carefully  recorded 
charts  of  439  patients  (that  is,  of  all 
patients  receiving  thioridazine)  were 
reviewed.  Of  the  total,  297  were 


* Mellaril,  Sandoz  Pharmaceuticals 
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'The  primary  aim  of  these  training  and 
mentally  retarded  individual  achieve 
the  retardate  who  also  has  serious  behavior 


males  and  142  females.  The  ages 
ranged  from  four  to  forty-five  years, 
with  a median  of  eleven  years;  417 
patients  were  between  six  and  fifteen 
years  of  age.  Duration  of  treatment 
was  from  1-68  months,  with  a median 
of  seventeen  and  an  average  of  21.9 
months. 

The  patients  may  be  divided  into 
two  groups:  I,  without  a history  of 
epilepsy;  and  II,  with  a history  of 
epilepsy.  TABLE  I lists  by  groups 
the  sex,  duration  of  therapy  and  opti- 
mum dose  of  thioridazine  given.  (The 
optimum  dose  was  considered  that 
which  provided  maximum  control  of 
symptoms  without  generating  side 
effects.) 


Results 

Based  on  global  evaluation  of  each 
patient,  315  patients  (72  percent) 
were  improved,  seventy-six  (17  per- 
cent) unchanged,  and  forty-eight  (11 
percent)  worse  (TABLE  II). 

Breakdown  of  specific  symptoms 
(TABLE  III)  shows  that  epileptic 
and  nonepileptic  patients  improved 
equally  in  all  symptoms  except  with- 
drawal. Here,  patients  without  epi- 
lepsy derived  greater  benefit. 

Measurable  improvement  was 
noted  in  the  patients  requiring  re- 
straints (TABLE  IV).  Of  the  203 
patients  who  were  under  restraint 
prior  to  administration  of  thioridazine, 
twenty-six  became  restraint-free  dur- 
ing its  use.  Of  the  23  patients  who 
were  not  restrained  prior  to  thiorida- 
zine administration,  only  five  required 
undergo  restraints  while  on  it. 

Of  135  patients  having  a previous 
history  of  epilepsy,  only  forty-eight 
were  known  to  be  exhibiting  seizures 
at  the  time  treatment  with  thioridazine 
was  begun.  Seven  of  these  had  no 
further  seizures  during  treatment  and 
four  others  showed  a reduced  inci- 
dence of  severity.  None  of  the  forty- 
eight  patients  showed  an  increased 
frequency  or  severity  of  seizures. 

Side  effects  were  few  and  mild. 
Excessive  drowsiness  or  listlessness 
was  recorded  in  only  four  patients 
(less  than  1 percent).  Extrapyramidal 
reactions,  leukopenia,  or  jaundice, 
were  not  encountered  in  any  patient. 


Discussion 

The  data  presented  here  serves  to 
confirm  repeated  observations  that 
thioridazine  has  been  highly  effective 
and  well  tolerated  in  this  population 
of  severely  retarded  patients.  It  has 
reduced  the  severity  of  troublesome 
target  symptoms,  particularly  aggres- 
siveness, hyperactivity,  temper  tan- 
trums, and  self-abuse,  has  lessened  the 
need  for  restraints,  and  was  as  effec- 
tive in  epileptic  as  in  nonepileptic 
patients.  It  should  be  noted  that  a 
number  of  these  patients  had  failed 
to  respond  adequately  to  previously 
employed  drugs. 

Because  most  severely  retarded  in- 


dividuals may  be  placed  on  behavioral 
medication  ad  infinitum,  the  drug 
must  be  well  tolerated.  For  this  rea- 
son, the  paucity  of  side  effects  ob- 
served with  long-term  treatment  of 
these  patients  is  significant.  Similar 
observations  on  the  effect  of  thiorida- 
zine in  mentally  retarded  patients  have 
been  made  by  other  investiga- 
tors.3'4' 5>  6 Pertinent  also  are  the  find- 
ings of  Baldwin  and  Kenny 2 who 
found  thioridazine  equally  effective  in 
seizure  and  nonseizure  patients,  both 
severely  retarded  and  normally  intel- 
ligent. 

The  effect  of  thioridazine  on  the 
rehabilitation  and  teaching  programs 
of  this  institution  is  difficult  to  mea- 


TABLE  I 

Composition  and  Treatment  of  Patients 


Group  I 
Nonepileptic 
patients 

Group  II 
Epileptic 
patients 

Total 

Sex 

Males 

216 

81 

297 

Females 

88 

54 

142 

Duration  of  Therapy  (in  mos.) 

Range 

1-67 

1-68 

1-68 

Average 

22.6 

20.0 

21.9 

Dose  of  thioridazine  (mg/ day) 

Range 

20-600 

10-640 

10-640 

Average 

175.9 

189.9 

177.9 

TABLE  II 

Results  of  Treatment  with  Thioridazine: 
Global  Evaluation 

Number  of  patients 

Diagnosis 

In  group 

Improved  Unchanged 

Worse 

I Mental 

Retardation 

304 

219(72%)  52(17)% 

33(11%) 

II  Mental 

Retardation 

with  epilepsy  135 

96(71%)  24(18%) 

15(11%) 

Total 

439 

315(72%)  76(17%) 

48(11%) 

68 
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rehabilitation  programs  is  to  help  the 


maximum  potential  as  a human  being  . . . 
problems  cannot  fully  benefit  from  these  programs.’ 


sure  since  no  objective  guidelines  for 
evaluation  could  be  established. 
Nevertheless,  the  reduction  of  symp- 
toms such  as  aggressiveness,  assaul- 
tiveness, and  temper  tantrums  per- 
mitted more  effective  participation. 
Attention  span  often  appeared  to  be 


increased,  probably  as  a result  of  the 
lessened  distraction  caused  by  hyper- 
activity. This  is  also  noteworthy,  since 
increased  attention  span  aids  in  teach- 
ing the  simple  tasks  (that  is,  tying  a 
shoe  lace)  that  are  time-consuming 
and  difficult  for  the  mental  retardate. 


TABLE  III 

Results  of  Treatment  with  Thioridazine 
Percentage  Response  by  Target  Symptoms 


Symptom 

Group 


Per  cent  showing  change  indicated 

Number  of 

Patients  Improved  Unchanged  Worse 


Aggressiveness 

Nonepilepric 

217 

49.7 

35.5 

14.8 

Epileptic 

Hyperactivity 

99 

53.6 

36.4 

10.0 

Nonepileptic 

275 

59.4 

28.2 

12.4 

Epileptic 

Withdrawal 

121 

62.0 

28.2 

9.8 

Nonepileptic 

43 

58.2 

39.5 

2.3 

Epileptic 

Self-Abuse 

21 

28.6 

66.7 

4.7 

Nonepileptic 

92 

59.7 

30.5 

9.8 

Epileptic 

Abusive 

40 

57.5 

32.5 

10.0 

Nonepileptic 

200 

46.5 

40.0 

13.5 

Epileptic 

Temper  Tantrums 

87 

48.4 

41.3 

10.3 

Nonepileptic 

221 

51.6 

36.6 

11.8 

Epileptic 

93 

62.4 

27.9 

9.7 

TABLE  IV 

Patients  Requiring  Restraints  Before  and  After  Treatment 

Before  Treatment 

After 

Treatment 

Under  Restraints 

Under 

Restraints 

203 

177 

Not  Under  Restraints 

Under 

Restraints 

231 

236 

Correlated  X2= 12.90;  p (0.001) 
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Summary 

Treatment  and  rehabilitation  of 
hyperactive,  severely  retarded  patients 
requires  a program  of  training,  nurs- 
ing care,  and  management  of  medical 
and  physical  deficits.  The  phenothia- 
zine  tranquilizer,  thioridazine,  has 
been  valuable  in  this  total  program 
by  reducing  aggressiveness,  hyperac- 
tivity and  temper  tantrums,  thereby 
allowing  patients  to  derive  greater 
benefits  from  the  training  programs. 
Treatment  with  thioridazine  in  this 
population  has  been  marked  by  a very 
low  incidence  of  side  effects. 
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Cardiovascular  Surgery  — 1968 

Part  I 


How  has  surgery  influenced  the  treat- 
ment of  cardiac  disease  during  the  past 
two  decades? 

Prior  to  1948,  there  were  no  suc- 
cessful cardiac  operations  reported. 
However,  during  the  past  year  there 
have  been  cardiac  operations  in  the 
tens  of  thousands  which  have  either 
completely  corrected  the  cardiac  dis- 
ease or  ameliorated  its  severity,  there- 
by altering  the  type  and  amount  of 
medical  effort  necessary  to  sustain 
physiological  health. 

More  specifically,  what  types  of  heart 
disease  can  generally  be  considered  as 
being  curable  or  ameliorable? 

Principally,  most  of  the  congenital 
heart  defects  can  be  considered  cur- 
able. Among  these,  ventricular  septal 
defect,  atrial  septal  defect,  pulmonic 
stenosis,  and  various  combinations  of 
these  can  be  included,  provided  that 
they  are  surgically  corrected  before 
serious  impairment  of  the  heart  muscle 
and/or  lung  capillaries  has  occurred. 
The  extra-cardiac  great  vessel  ab- 
normalities, such  as  patent  ductus  ar- 
teriosus, coarctation  of  the  aorta  and 
anomalous  arterial  or  venous  vessels 
usually  can  be  completely  cured,  in  the 
absence  of  intracardiac  defects.  While 
these  constitute  the  majority  of  con- 
genital heart  defects,  there  is  a chal- 
lenging group  of  congenital  defects, 
such  as  transposition  of  the  great 
vessels  and  valvular  insufficiency, 
which  can  be  palliated  even  though 
cure  is  not  directly  available. 

Of  the  chronically  deformed  rheu- 
matic valve  diseases,  it  appears  that  a 
definite  percentage  can  be  cured  by 
operation  while  the  majority  can  be 
modified  favorably  by  surgical  inter- 
vention. There  is  an  increasing  num- 
ber of  mitral  stenosis  patients  who 
are  now  reaching  15  years  post-opera- 


tive commissurotomy  and  are  symp- 
tom-free. Some  of  the  earliest  opera- 
tive patients  are  approaching  the  20- 
year  period.  Heart  valve  replacements 
are  being  carried  out  in  ever-increasing 
numbers  with  a decreasing  mortality 
and  morbidity  incidence,  and  in  many 
of  these  the  surgery  has  permitted  pro- 
longation of  the  expected  life  span. 
There  is  currently  competition  between 
the  use  of  prosthetic  valves  and  natural 
homograft  valves,  although  no  clear- 
cut  over-all  superiority  has  been  dem- 
onstrated. 

Finally,  an  almost  overwhelming  in- 
terest is  developing  in  the  surgical 
treatment  of  myocardial  insufficiency 
secondary  to  coronary  artery  ather- 
osclerosis. One  cannot  justifiably  ven- 
ture a judgment  of  cure  in  this  group, 
but  certainly  the  accumulation  of 
physiological,  anatomical  and  chemical 
data  argues  strongly  for  significant 
palliation  of  this  disease  process. 

What  do  you  consider  to  be  the  ulti- 
mate role  of  complete  heart  transplan- 
tation as  a surgical  modality  in  the 
treatment  of  heart  disease? 

Over  the  years,  there  had  been  many 
moments  during  the  performance  of 
corrective  heart  surgery,  while  beset 
by  the  immediate  frustrations  of  de- 
velopmental problems,  that  I would 
have  given  quick  answer  in  effect  that 
here,  indeed,  was  such  a candidate. 
Experience,  however,  has  proved  that 
many  relatively  minor  insoluble  surgi- 
cal problems  have  yielded  to  persis- 
tence through  clinical  and  experimen- 
tal research  and  provided  improved 
instruments  and  technics  just  from  the 
surgical  standpoint.  Hopefully,  the 
geneticists  will  eventually  eliminate 
many  congenital  heart  defects,  the  bac- 
teriologists and  immunologists  will 
phase  out  the  infectious  heart  diseases, 


including  rheumatic  fever,  and,  finally, 
the  chemists  and  clinical  cardiologists 
will  combine  forces  to  eliminate  ath- 
erosclerosis, resulting  in  a biologic  era 
wherein  man  will  truly  die  of  “old 
age”,  a time  probably  when  all  of  the 
body’s  cells  shrivel  simultaneously 
like  the  leaves  of  autumn.  In  the  im- 
mediate future,  notwithstanding  this 
bright  prospect,  it  will  be  mandatory 
upon  serious  investigators  that  they 
pursue  all  avenues  of  approach  to  the 
solutions  of  problems  relating  to  tissue 
types,  rejection  mechanisms  and  the 
formulation  of  acceptable  criteria  of 
indications. 

What  types  of  heart  disease  do  you 
generally  consider  as  potential  pros- 
pects for  heart  transplantation? 

Presently,  congenital  cardiac  mon- 
strosities, not  associated  with  extra- 
cardiac defects,  would  be  a prime  in- 
dication. The  only  other  consideration 
would  be  irreversible  myocardial  fail- 
ures, secondary  either  to  valvular  de- 
formities, or  to  infectious  infestation 
diseases,  provided  the  patient  is  young 
and  vigorous  enough  to  expect  a con- 
siderable prolongation  of  life  span 
when  so  equipped  with  his  adopted 
heart. 

William  G.  Leaman,  Jr.,  M.D.,  ques- 
tions Thomas  J.  E.  O’Neill,  M.D.,  As- 
sociate Professor  of  Thoracic  Surgery 
and  Head  of  the  Section,  Woman’s 
Medical  College  of  Pennsylvania,  Phil- 
adelphia, Pennsylvania. 

William  G.  Leaman,  Jr.,  M.D.,  Fel- 
low, Council  on  Clinical  Cardiology  of 
the  American  Heart  Association,  edited 
this  Brief  for  the  Council  on  Scientific 
Advancement,  in  cooperation  with  the 
Pennsylvania  Heart  Association. 
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Social  forces  are  compelling  physi- 
cians to  take  stands  on  subjects 
about  which  they  are  inclined  to 
be  reticent.  In  September  1967  the 
American  College  of  Physicians  asked 
a number  of  distinguished  people,  phy- 
sicians among  them,  to  discuss  “the 
ethical  dilemmas  that  face  the  bio- 
medical professions.” 1 Under  the 
heading  The  Changing  Mores  of  Bio- 
medical Research,  the  current  scien- 
tific situation  and  its  social  implica- 
tions were  identified  in  the  conclusion 
that  “the  frenetic  thrust  toward  more 
medical  knowledge  is  precisely  to  pre- 
serve more  human  life  and  at  ever 
higher  levels  of  existence.” 2 This 
lofty  statement  was  trailed  by  a catch- 
phrase  that  “the  physician  cannot  be 
allowed  to  write  social  policy  on  his 
prescription  pad.”  3 Despite  its  quot- 
ability,  it  is  erroneous.  Every  physi- 
cian-patient relationship  that  ends  in 
a prescription  is  a social  act.  Those 
who  are  empowered  to  manipulate  the 
massive  forces  of  life  and  death  ob- 
viously cannot  use  their  technical 
competence  in  the  identification  and 
treatment  of  disease  as  a protective 
screen  against  the  results  of  their  deep 
social  involvement. 

The  major  question  finally  was  put: 
“From  where  does  society  get  its 
rights  or  interest  that  makes  it  impera- 
tive to  perform  biomedical  studies  on 
an  individual?”  4 This  question  must 
be  extended  by  the  important  addi- 
tion, “even  after  death?”  Permission 
to  perform  an  autopsy  involves  many 
complicated  issues,  certainly  some 
legal  and  undoubtedly  some  moral. 
Ordinary  rules  of  law  are  deeply  in- 
volved, but  these  are  susceptible  to 
changes  that  may  be  routine  and  can 
become  revolutionary. 

These  points  are  introductory  to  the 
fact  that  there  are  gathering  forces 
in  a debate  not  only  about  those  whose 
lives  are  almost  spent  physiologically, 
but  also  about  contraception,  euthana- 
sia, termination  of  pregnancy  under 
particular  circumstances,  as  well  as 
other  basic  human  issues  that  include 
the  question  whether  the  study  of  the 
body  after  death  contains  an  auto- 
matic obligation  to  those  who  live. 
That  phrase  about  demography  that 
has  received  the  unfortunate,  and  im- 
proper, title  “population  explosion” 
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must  bear  the  onus  in  the  results  of 
the  so-called  explosion  in  the  new 
figures  for  death.  Those  who  know 
the  long  and  difficult  history  of  the 
autopsy  story  can  appreciate  with 
what  vigor  and  energy  early  anato- 
mists and  pathologists  sought  for 
bodies.  They  made  observations  so 
acute  that  modern  molecular  biology 
has  not  surpassed  their  vision  and 
values.  Less  than  a generation  ago,  the 
routine  autopsy  and  its  pursuit  were 
relatively  normal  and  estimable  pro- 
cedures. Pathologists  asked  for  more 
bodies;  hospital  staffs  quoted  autopsy 
rates  with  pride;  hospital  accreditation 
was  linked  to  autopsy  percentages;  the 
clinical-pathological  conference  was 
an  unbiased,  formalized  area  of  train- 
ing graced  by  the  expert  procedures 
brought  to  a high  level,  in  one  in- 
stance, at  the  Massachusetts  General 
Hospital,  and  made  famous  by  the 
Cabot  case  reports. 

With  growing  gerontological  influ- 
ences, assisted  in  part  by  improved 
environmental  and  therapeutic  mea- 
sures, the  absolute  number  of  deaths 
at  an  older  age  began  to  increase. 
Pressure  for  autopsies  underwent  a 
change.  Instead  of  a drive  for  an 
approximation  of  a one  hundred  per- 
cent autopsy  series,  there  has  been  an 
increasing  inclination  to  selectivity. 
Only  the  unusual  condition,  in  the 
younger  body,  more  commonly  in  a 
teaching  institution,  received  adequate 
emphasis.  The  pristinity  of  a body  of 
general  information  based  on  a widen- 
ing stratum  of  non-selected  autopsies 
seemed  to  have  become  a little  out- 
moded. 

It  is  easy  to  take  a stand  at  either 
extreme  of  the  autopsy  question. 
Some  say  that  there  should  be  autop- 
sies only  in  instances  when  death  is 
due  to  causes  unknown  or  from  dis- 
eases or  drugs  in  which  there  are  gaps 
in  specific  information.  On  the  other 
hand  there  are  those  who  reject  this 
eclectic  view  and  their  opinion  is  just 
as  unequivocal.  They  say  that  there 
should  be  more  and  better  autopsies 
aimed  at  an  unlikely  but  desirable 
goal  of  one  hundred  percent  for  all 
deaths  regardless  of  age,  cause  of 
death,  or  other  circumstances.  At  the 
Jewish  Home  and  Hospital  for  Aged 
in  New  York  City,  an  autopsy  rate 
in  excess  of  seventy  percent  has  been 
achieved  and  this  has  been  exceeded 
by  other  institutions  which  deal  in 
special  situations.5  At  the  Zoological 
Gardens  of  Philadelphia,  the  nation’s 
first  zoo,  each  animal  is  a total  ex- 
perience biologically  and  ecologically; 
Dr.  H.  Ratcliffe  says  that  an  autopsy 


“Probably  no  other  effort  contributes 
so  broadly  to  improved  medical  care 
as  the  postmortem." 


rate  of  one  hundred  percent  is  a nor- 
mal procedure.11 

There  are  a few  points  that  may 
help  lay  out  the  course  to  be  run  in 
this  contest. 

o In  the  United  States  with  a popula- 
tion in  excess  of  200  million  peo- 
ple, there  are  1.8  million  deaths 
annually  for  a death  rate  of  9.4. 
This  has  been  a fairly  stable  figure 
for  a decade. 

• There  are  approximately  30  million 
admissions  to  hospitals  and  other 
institutions  annually  in  the  United 
States. 

• The  hospital  death  rate  is  3.3  per- 
cent. 

• The  autopsy  rate  for  the  nation’s 
hospitals  is  28  percent. 

• The  national  autopsy  rate  for  all 
deaths  is  approximately  15  percent. 

• As  age  at  death  rises,  autopsies 
show  a decline  in  incidence.  (70 
percent  to  age  35;  60  percent  to 
age  65;  and  50  percent  after  age 
65.) 

With  this  background,  a catalogue 
of  some  of  the  views  in  the  literature 
might  assist  in  arriving  at  a consensus, 
but  probably  will  not.  The  many 
opinions  have  been  divided  into  pro- 
ponents, opponents,  and  those  in  be- 
tween. As  might  be  expected,  the 
scattered  survey  suggested  that  it  was 
far  easier  to  propose  than  to  oppose 
unrestricted  serial  autopsies.  Al- 
though the  opposition  may  be  fewer 
in  numbers,  it  offers  strong  concepts 
and  has  tried  to  answer  some  of  the 
questions. 

Proponents: 

“.  . . the  postmortem  examination 
has  been  the  foundation  of  modern 
medical  knowledge.”  (Davis)7 

“The  clinical  determination  of  the 
cause  of  death  may  usually  be  in- 


ferred to  be  wrong  if  it  is  not  con- 
firmed at  autopsy.”  (Erhardt  and  Mc- 
Avoy).  8 

In  view  of  the  fact  that  15  causes 
of  death  tend  to  be  overlooked  and 
10  causes  to  be  over-diagnosed,  “we 
are  not  yet  sophisticated  enough  to 
stop  performing  ’routine’  autopsies;  it 
is  really  remarkable  how  much  they 
reveal.”  (Fisher)9 


“Adequate  autopsy  records  are  es- 
sential for  the  projection  of  studies 
of  pathogenesis  as  well  as  improve- 
ment in  clinical  accuracy,  influences 
on  diagnostic  and  therapeutic  mea- 
sures, estimation  of  the  expectancy  of 
death,  and  the  establishment  of  mor- 
tality criteria.  Such  studies  will  be- 
come increasingly  important  as  the 
gap  between  average  life  expectancy  at 
birth  and  species’  life  potential  for 
survival  gets  narrower.  One  of  the 
factors  in  necropsy  studies  is  to 
guarantee  that  the  demography  of  the 
deceased  population  is  a proper  pro- 
jection of  the  demography  of  the  liv 
ing  population.”  (Freeman)10 

“In  autopsies  on  100  octogenarians, 
the  cause  of  death  was  correct  in 
50  percent,  almost  correct  in  17 
percent,  and  in  error  in  33  percent.” 
(Howell)11 

“Probably  no  other  effort  contrib- 
utes so  broadly  to  improved  medical 
care  as  the  postmortem.”  (Kendall)12 

“Many  cities  uniformly  suggest  that 
death  certificates  are  not  precise 
sources  of  information  concerning 
causes  of  death”  (Moriyama)  13 

“That  autopsies  often  correct  diag- 
noses is  not  so  much  a reflection  on 
the  state  of  diagnostic  medicine  today 
as  it  is  an  objective  commentary  on 
how  much  medicine  still  has  to  learn 
. . . Professional  resistance  or  apathy 
to  the  autopsy  is  still  an  important 
obstacle  which  can  not  be  ignored.’ 
(Prutting) 14 

“As  long  as  the  autopsy  rate  in 
hospitals  in  the  United  States  is  only 
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about  a third  of  all  deaths  . . . our 
statistics  will  remain  unreliable.” 
(Pruning)14 

“Assignment  of  cause  is  a meta- 
physical indulgence  and  beyond  the 
scope  of  scientific  undertaking  . . . 
Not  infrequently  what  appears  to  be 
a clear-cut  syndrome  of  clinical  symp- 
toms, giving  the  internist  complete 
confidence  in  what  he  would  assign 
as  the  cause  of  death,  fails  to  jibe 
with  findings  at  autopsy.”  (Treloar)15 

“The  aging  are  unusually  suscepti- 
ble to  deviations  from  standard  clini- 
cal patterns.  Errors  in  diagnosis  are 
due  to  stereotyped  thinking  and  the 
tendency  to  follow  conventions  which 
may  or  may  not  lead  to  the  proper 
diagnosis.  Diagnostic  errors  are  not 
the  fault  of  subjects  but  of  those  who 
have  not  been  conditioned  to  proper 
clinical  standards  for  all  age  groups 
under  consideration.”  (Zeman)16 

"The  accuracy  of  a single  ‘cause  of 
death’  as  determined  by  clinical  find- 
ings alone  is  probably  no  greater  than 
40  percent  . . . there  is  only  one  ef- 
fective way  to  make  death  statistics 
accurate  and  that  is  to  base  them, 
where  possible,  on  the  findings  of 
autopsies  performed  by  competent  pa- 
thologists.” (Ziegler)  17 

“Not  only  does  autopsy  establish 
actual  cause  of  death,  but  it  is  the 
only  control  one  has  against  both 
clinical  diagnosis  and  therapy.  It  can 
establish  justification  for  both.”  (Zim- 
merman) 18 

Middle  of  the  roaders: 

The  autopsy  is  the  only  function 
in  pathology  that  is  a deficit  opera- 
tion for  which  no  charge  is  made;  it 
does  not  stand  on  its  own,  and  it  has 
no  certain  financial  support  whatso- 
ever. The  autopsy  must  be  trans- 
formed into  a self-sustaining  effort,  or 
be  subsidized  by  grants  or  other 
means.”  (Angrist)19 

“Since  less  than  half  of  all  deaths 
occur  in  hospitals  and  autopsies  are 
performed  on  only  about  15  percent 
of  all  cases,  a study  based  on  such 
data  may  be  subject  to  considerable 
bias.”  (Davis)20 

“In  a rural  autopsy  service  the  main 
objectives  are  to  correlate  the  clinical 
findings  with  the  anatomical  changes, 
to  confirm  the  accuracy  of  diagnosis 
and  the  efficacy  of  treatment.” 
(Hailey)21 

“The  autopsy  rate  varies  for  certain 
causes  of  death.”  (Sellers  and  Jud- 
son)22 


Opponents: 

"We  must  not  confuse  the  per- 
formance of  postmortem  dissection 
with  the  autoptic  attitude.  They  are 
utterly  distinct.  They  may  indeed 
coincide,  but  they  need  not.”  (King)23 

“How  many  busy  practitioners  can 
spare  two  hours  to  watch  postmortems 
done  perhaps  by  an  inept  resident?” 
(King)23 

“.  . . cases  in  a necropsy  series  are 
a select  group  and  are  in  many  ways 
unlike  the  living  parent  population 
. . . (McMahon)  24 

“.  . . data  obtained  from  autopsy 
cases  only  are  not  data  obtained  from 
a probability  sample  of  a living  popu- 
lation but  rather  from  a selected 
sample  of  a deceased  population.” 
(McMahon  )25 

“If  reported  autopsied  cases  are 
used  as  an  index  of  clinical  interest 
among  adults,  the  greatest  interest 
seems  to  be  in  the  biologically  pro- 
ductive years,  and  the  least  interest 
seems  to  be  in  the  very  old  age 
group.”  (McMahon)26 

“.  . . in  the  design  of  a study 
which  would  employ  autopsy  data, 
it  would  be  well  to  consider  the  types 
of  biases  that  could  result  from  selec- 
tion according  to  race,  marital  status, 
urban  or  rural  residence,  and  similar 
factors”  . . . recognizing  the  danger 
“that  inferences  can  safely  be  extended 
beyond  a specific  autopsy  series  with- 
out a careful  examination  of  poten- 
tial sources  of  bias.”  (Wallach  and 
Borgatta)27 

There  are  some  hard  questions  that 
must  be  answered  free  of  bias  if  the 
uncritical  pursuit  of  the  greatest  num- 
ber of  possible  autopsies  is  to  be 
unchallenged.  For  “greatest  number” 
it  may  be  necessary  to  substitute  an- 
other term  if  the  decision  in  the  debate 
should  be  adverse. 

Who  attends  autopsies  other  than 
those  assigned  to  perform  them? 

What  is  the  rationale  for  the  per- 
formance of  routine  autopsy  studies, 
particularly  in  situations  in  which 
advanced  diagnostic  techniques  on  the 
tissues,  functions  and  body  elements 
of  living  patients  have  yielded  a diag- 
nosis compatible  with  the  clinical 
course  and  demise? 

Is  there  enough  benefit  to  justify 
routine  autopsies  in  the  very  old  with 
their  multitudinous  diseases?  (In  one 
report  on  nonagenarians,  as  many  as 
twelve  to  fifteen  diseases  could  be 
counted  in  one  individual.  Part  of 


the  answer  is  that  in  7.5  percent  of 
the  bodies  no  definitive  cause  of  death 
was  revealed  even  with  the  body  open. 
Diagnosis  prior  to  autopsy  was  sub- 
ject to  some  question  in  45  percent.) 

What  values  accrue  to  non-attend- 
ing staffmen,  students,  and  those  in 
basic  and  clinical  research  who  have 
access  to  the  data  only  by  means  of 
multiple  carbon-copy  reports? 

Where  can  enough  personnel  with 
the  time,  skill  and  adequate  energy  be 
found  to  undertake  all  of  the  technical 
steps  leading  to  that  full  nosological 
comprehension  that  starts  with  a clas- 
sical autopsy  incision  and  ends  with 
documented  conclusions? 

Allbutt  in  1868  mused  in  a letter  to 
The  Lancet  that:  “I  think  we  are  all 
tempted  at  the  postmortem  table  to 
look  upon  man  as  a congeries  of  sep- 
arable organs  rather  than  as  a whole — 
as  one  complex  structure  and  one  com- 
plex function.”28 

What  is  the  cost  of  an  autopsy? 
How  are  these  expenses  to  appear  in 
the  intricate  budget  of  a hospital 
whose  income  is  derived  from  private 
sources,  philanthropy,  investments, 
private  insurance,  and  allocations  by 
various  levels  of  municipal  to  federal 
government?  An  inquiry  to  some 
representative  major  hospitals  in  the 
Philadelphia  area  brought  forth  a 
variety  of  responses.  One  financial 
officer  said  that  the  point  had  never 
been  raised  in  his  department  and  he 
was  somewhat  at  a loss  to  know  how 
to  determine  the  cost  of  an  autopsy 
but  assumed  that  it  would  be  at  least 
one  hundred  dollars.  The  range  in 
other  institutions  was  estimated  to  be 
as  much  as  twice  that  amount. 

In  summary,  bias  and  dalliance 
have  at  least  one  thing  in  common: 
they  are  easy  to  embrace.  In  opposi- 
tion to  the  ready  affirmation  of  the 
routine  autopsy  without  limitation, 
there  are  those  who  say  that  in  vivo 
diagnostic  testing  already  is  so  well 
advanced  as  to  serve  as  adequate  mea- 
sures of  assessment.  Although  the 
weight  of  opinion  is  seen  to  favor  the 
routine  autopsy  primarily  on  tradi- 
tional grounds,  there  is  an  argument 
in  favor  of  selectivity.  The  issues 
must  be  fought  on  practical  rather 
than  emotional  lines  and  they  warrant 
questions. 

Many  of  the  primary  values  of 
autopsies  in  advanced  age  have  been 
said  to  be  blurred  by  the  advanced 
state  of  multiple  pathological  states 
that  characterize  the  clinical  patterns 
in  the  old.  Traditional  teaching  with 
gross  anatomical  demonstrations  has 
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been  offered  in  neat,  plastic  bags  that 
contain  the  specimen  in  a preserva- 
tive like  a supermarket  product. 

Pressures  for  postmortems  have 
been  lessened  by  the  thorough  routine 
of  widening  diagnostic  procedures.  In- 
terest in  the  complete  autopsy  with 
a good  audience  in  attendance  has 
become  a victim  of  the  competition 
for  time,  of  educational  pressures,  and 
other  encroachments  on  the  total  ca- 
pacities for  sustaining  interest.  In  re- 
viewing the  literature  it  is  obvious 
that  those  who  favor  the  routine 
autopsy  are  more  vocal,  more  impres- 
sive, more  numerous  and  almost  more 
convincing.  It  is  easier  to  vote,  per- 
haps uncritically,  for  the  serial 
autopsy  than  to  face  up  critically  to 
the  factors  that  are  in  opposition. 

The  time  for  a debate  is  at  hand. 
With  devil’s  advocates  available,  it 
could  be  a warm  issue. 
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find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 
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Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVERElO 


See  Brief  Summary  on  final  page  of  advertisement 
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Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 


ENDURONYL 


METHYCLOTHIAZIDE  5 mg.  with 
DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIOE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYl! 


METHVCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — P argyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


JUNE,  1968 


79 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  this 


TIME  AFTER  ADMINISTRATION  (Hours) 

(fewer  absent  doses  by 
absent-minded  patients) 

mindedness  or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen-  ( 
tylenetetrazol,  long-established  as  a cerebral  and  res-  f 
piratory  stimulant.  ( 

Geroniazol  TT  improves  the  typical,  unfortunate,  ) 
signs  of  senile  confusion.  Patients  become  more  alert,  ' 


Human  volunteer  subjects  were  administered  Geroni- 
azol TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


ess  confused  and  moody.  Personal  care,  memory, 
motional  stability,  social  attention  improve.  Fatigue, 
pathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
iermit  your  patients  to  enjoy  the  benefits  of  time- 
irolonged  nicotinic  acid/pentylenetetrazol  therapy, 
t an  economical  price.  Dosage  is  only  one  tablet  every 
2 hours. 

■ontraindications : There  are  no  known  contraindica- 
ions. 

'recautions : Exercise  caution  when  treating  patients 
'ith  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


i ^ “ First  with  the  Retro-Steroids” 

, 2 PHILIPS  ROXANE  LABORATORIES 

- 2 Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
j A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 
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nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 
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PHYSICIANS  WANTED 

Physical  Medicine  & Rehabilitation 

— Approved  three  year  university  resi- 
dency in  a rapidly  expanding  inte- 
grated multi-hospital  program.  Com- 
prehensive inpatient  and  outpatient 
PM&R  services  including  clinics,  elec- 
trodiagnosis and  consultation.  Facili- 
ties include  800-bed  university  hospital 
with  PM&R  inpatient  unit,  700-bed 
general  hospital,  160-bed  comprehen- 
sive rehabilitation  hospital  and  other 
smaller  affiliated  hospitals.  Six  full- 
time physiatrists  and  numerous  other 
staff  medical  specialists  supervise  all 
aspects  of  training  program.  Oppor- 
tunities to  pursue  other  graduate  de- 
gree concurrent  with  residency.  Com- 
plete research  facilities  include  an  in- 
tegrated Biomedical  Engineering  Re- 
search Center.  The  program  is  flexible 
and  can  be  individually  tailored.  An 
unusual  opportunity  to  grow  with  a 
growing  program.  Stipends  begin  at 
$6,300.  Apartment  and  other  compen- 
sations available.  For  further  details 
contact:  Dr.  Leonard  D.  Policoff, 
Krusen  Rehabilitation  Center,  Temple 
University  Hospital,  Broad  and  On- 
tario Streets,  Philadelphia.  Pa.  19140. 

General  Practitioners — Excellent  op- 
portunities available  in  Central  Penn- 
sylvania community.  Academic  med- 
ical facilities  developing  nearby;  con- 
sidered outstanding  outdoor  sports 
area.  Write  Hugh  J.  Rogers,  M.D., 
Bellefonte,  Pa.  16823. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 


ing to  establish  a rewarding  practice 
in  general  medicine,  internal  medicine, 
obstetrics,  gynecology,  pediatrics,  sur- 
gery, contact:  A.  W.  Mayer,  Ad- 

ministrator, The  Titusville  Hospital, 
Titusville,  Pa.  (814)  822-2291. 

Physicians  Wanted — Male  and  Fe- 
male. Licensed,  for  children’s  camps, 
July  and  August.  Good  salary,  free 
placement;  350  member  camps.  Write 
Department  P,  Association  Private 
Camps,  55  W.  42nd  Street,  New  York, 
N.Y.  10036,  phone  (212)  OX  5-2656. 

Psychiatrist-Practitioner—  1 602-bed, 
predominately  NP,  salary  up  to  $23,- 
921  depending  upon  qualifications, 
licensure  any  state,  annual  leave  30 
days,  excellent  retirement,  health,  life 
insurance  plans  and  teaching  oppor- 
tunity through  the  Jefferson  Medical 
College  affiliation.  Can  pay  moving 
expense.  Equal  opportunity  employer. 
Write:  Director,  VA  Hospital, 

Coatesville,  Pa.  19320. 

Emergency  Room  physicians  needed 

for  full-time  staffing.  Ideal  for  the  new 
graduate  or  for  the  experienced  physi- 
cian wishing  to  slow  down.  Write  Ad- 
ministrator, Sharon  General  Hos- 
pital, Sharon,  Pa. 

Emergency  Department  Physician — 

Pennsylvania  license  required,  40  hour 
week,  $2000  monthly  guaranteed, 
P.E.D.S.A.,  Rochester  General  Hos- 
pital, Rochester,  Pa.  15074. 

One  or  two  general  practitioners 
wanted  to  take  over  large  general  and 


CLASSIFIED  ADVERTISING  INFORMATION 
RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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hospital  practice  in  western  Penna.  g 
Net  income  $3,000.00  plus  per  month.  IT 
Investigation  invited.  Write  Depart-  i 
ment  524  Pennsylvania  Medicine. 


Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  IV2 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 
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House  physician  for  202-bed  gen-  S 
eral  hospital,  located  in  a growing 
university  community,  55  miles  from 
Pittsburgh.  Rotate  services  with  other  ! s| 
house  physicians.  Pennsylvania  li-  ? 
cense  required.  An  excellent  intro-  l 
duction  to  a community  with  good  a 
practice  opportunities.  Contact  Ad-  t 
ministrator,  Indiana  Hospital,  Indi-  F 
ana,  Pa.  15701.  j L 


Physician — For  Emergency  Room 

service  only.  Monday  thru  Friday,  8 p 
a.m.  to  5 p.m.  and  Saturday  8 a.m.  to  a 
noon.  Pennsylvania  licensure  required.  n 
$12,000  per  year.  For  details,  contact  n 
Norman  W.  Skii.lman,  Director,  The 
Chester  County  Hospital,  West  Ches- 
ter, Pennsylvania. 

Wanted:  Full  time  industrial  physi-  1 

cians  for  permanent  employment  in  ' 
du  Pont  Company  plants  in  various  ' 
states.  Career  positions.  Excellent  op-  ■ f 
portunity.  General  practitioners  pre-  r 
ferred.  Salary  open.  Immediate  open-  | 1 
ings.  An  equal  opportunity  employer  $ 
— male/  female.  Call  collect  or  write  t 
to:  C.  A.  d’  Alonzo,  M.D.,  Medical  f 
Director,  E.  I.  du  Pont  de  Nemours 
and  Company,  11400  Nemours  Build- 
ing, Wilmington,  Delaware  19898,  1 

(302)  774-6234.  « 

Internists,  general  practitioners,  radi-  I 
ologists  wanted  to  group  medical  prac- 
tice in  inter-city  Philadelphia.  Prefer  t 

those  interested  in  social  change.  Com-  ( 
petitive  salary,  fringe  benefits  and  j k 

faculty  appointment  to  medical  school 
for  qualified  physicians.  Please  con- 
tact Dr.  Hale  Cook,  3450  North  17th  ™ 
Street,  Philadelphia,  Pa.  19140. 

1 0 

Tired  of  the  rat  race?  Will  you  ex-  J 

change  the  large  estate  you  are  amass-  g 
ing  for  decent  salary  and  chance  to  E 
live?  Physicians  needed  for  medical  c 
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care  of  patients  at  mental  hospital 
fourteen  miles  from  Pittsburgh.  Vaca- 
tion, sick  leave,  plus  cultural,  educa- 
tional and  spectator  sports  advantages 
of  a big  city.  R.  F.  Downey,  M.D., 
Director,  Mayview  State  Hospital, 
Bridgeville,  Pa.  15017.  (412)  343- 

2700. 

House  Physicians  (3)  needed  at  235- 
bed  JCAH  accredited  short-term,  gen- 
eral hospital  in  suburban  Philadelphia. 
Established  educational  program  and 
residency  in  general  surgery.  $13,500 
per  annum  plus  benefits.  Excellent 
practice  opportunity  in  growing  area. 
Contact:  Bruce  R.  Marger,  M.D., 

Sacred  Heart  Hospital,  1430  DeKalb 
Street,  Norristown,  Pa.  19401. 

House  Officers:  Physicians  in  good 
standing  to  cover  accident  and  emer- 
gency service.  Excellent  opportunity 
for  young  or  retired  physicians.  Fees 
and  hours  open.  Contact  Administra- 
i tor,  North  Penn  Hospital,  Lansdale, 
Pa.  19446.  Location — 25  miles  north 
of  Philadelphia. 

Psychiatrist — full-time  700-bed  hos- 
pital containing  two  geographic  units 
and  geriatrics-infirmary  unit.  Com- 
munity oriented  program.  Located  six 
miles  from  downtown  Pittsburgh,  med- 
ical school,  psychiatric  and  analytic 
institute.  Opportunities  exist  for  facul- 
ty appointment,  personal  analysis  or 
analytic  training.  Pennsylvania  licen- 
sure required  or  eligibility  for  licen- 
sure. Requirements:  two  years  ex- 

perience and  completion  of  three  years 
residency — $ 1 7,839-$20,629.  Comple- 
tion of  three  years  residency  only — 
$16,170-$18,725.  Write  Superinten- 
dent, Dixmont  State  Hospital,  Glen- 
field,  Pa.  15115. 

PSYCHIATRIST,  3 year  residency 
for  new  community  mental  health 
center,  Pa.  mountain  resort  area; 
j $35,000;  PATHOLOGIST,  board  cer- 
tified or  eligible,  250-bed  hospital  near 
Albany,  N.  Y.  $50,000;  apply  Ameri- 
can Medical  Personnel,  159  East 
Chicago  Avenue,  Chicago,  Illinois 
60611. 

Grove  City  Area — physicians 

li  needed,  specialists  or  G.P.s.  Drawing 
population  20,000.  Have  no  ophthal- 
mologist, orthopedist,  urologist,  Ob- 
gyn,  pediatrician,  internist.  Have  one 
general  surgeon.  Need  G.P.s  also. 
Bids  being  accepted  to  build  new  medi- 
cal offices  immediately  adjacent  to  hos- 


pital. No  limit  on  number.  Nearest 
hospital  to  intersection  of  interstate 
79  and  80.  Rt.  80  complete  in  1970. 
The  expansion  of  Grove  City  College 
and  Slippery  Rock  State  College  has 
already  made  its  impact  felt.  Hunting, 
fishing,  boating,  15  minutes  away. 

Associate  Radiologist  to  be  available 
July  1,  1968,  Charleroi-Monessen  Hos- 
pital, North  Charleroi,  Pa.  15022. 
Must  be  Board  Certified  or  Board 
Eligible,  American  College  of  Radi- 
ology. Primary  duties  to  assist  Chief 
Radiologist.  Hospital  consists  of  21  I 
beds  plus  24  bassinets  and  is  in  a de- 
velopmental-expansion program.  The 
Department  consists  of  6 registered 
technicians  plus  ancillary  personnel. 
Salary:  $25,000  per  year  minimum — 
negotiable.  Liberal  fringe  benefits  in- 
cluding 30  days  annual  vacation  and 
sick  leave  plus  14  days  per  year  to  at- 
tend educational  meetings.  The  hos- 
pital will  defray  up  to  Vi  the  expense 
for  personal  interview.  Direct  all  re- 
sponses to  the  Administrator. 

Psychiatric  Residencies — Approved 
three-year,  community  oriented,  dy- 
namic program  in  metropolitan  Detroit 
area.  University  associations.  Teach- 
ing staff  of  Board  men,  psychoanalysts, 
professors,  outstanding  visiting  lectur- 
ers. Active  research.  Modern  physical 
plant.  Salary  $9,875;  $10,445;  $11, 
234.  Five  year  career  program 
$11,234  to  $20,357.  Liberal  Civil 
Service  benefits.  Apartments  available. 
Physicians  completed  internship  four 
years  ago  may  be  eligible  for  NIMH 
stipends  of  $12,000  per  year.  Write: 
Director  of  Education  and  Re- 
search, Northville  State  Hospital, 
Northville,  Michigan  48167. 

General  Practitioner:  Urgently 

needed.  Community  located  in  North- 
west Pennsylvania.  Population  6,200, 
drawing  capacity  20,000.  Fully  ac- 
credited 70-bed  hospital,  new  addition 
to  be  added.  Eight  miles  from  beauti- 
ful Kinzua  Dam  Recreational  Area. 
Contact  Administrator,  Community 
Hospital,  Kane,  Pa.  16735. 

Wanted — Board  eligible  or  certified 
ophthalmologist  to  join  another  oph- 
thalmologist in  well-established  medi- 
cal and  surgical  practice  in  old  and 
growing  high  class  community,  readily 
accessible  to  New  York  and  Philadel- 
phia. Write  Department  527,  Penn- 
sylvania Medicine. 


House  Physicians — Limited  open- 
ings for  house  officers  available.  Salary 
$18,000  per  year.  274-bed  accredited 
general  hospital.  Must  be  eligible  for 
or  have  licensure  in  Pennsylvania. 
Write:  Office  of  Administrator, 

Lower  Bucks  Hospital,  Bristol,  Pa. 
19007. 

GP  and  internist  needed  by  expand- 
ing seven-man  group;  practice  in  city 
of  12,000  with  a trade  area  in  excess 
of  50,000;  90  miles  from  Minneapolis 
and  St.  Paul;  excellent  schools,  includ- 
ing State  Junior  College;  center  of 
vacation  area  of  many  lakes;  winter 
ski  facilities  30  minute  drive;  18-hole 
golf  course,  grass  greens;  100-bed  ap- 
proved, expanding  hospital  with  resi- 
dent pathologist  and  three  radiologists; 
30  days  annual  vacation;  time  off  for 
study;  good  salary  first  year,  then  full 
partnership.  If  you  are  tired  of  the 
pressures  of  the  big  cities  and  if  this 
interests  you  for  present  or  future 
planning,  write  to:  The  Willmar 

Clinic,  Willmar,  Minnesota  56201. 

Community  needs  general  practi- 
tioners— growing  rapidly,  central 
Pennsylvania,  along  Interstate  80.  Ac- 
cess to  major  sports  and  area  colleges. 
Nearby  hospital  affiliation.  Give  back- 
ground. Confidential.  Write  Box  69, 
Milton,  Pa.  17847. 

Associate — general  practitioner, 

young,  to  join  two  general  practitioners 
in  Central  Pennsylvania.  Modern  of- 
fice, good  hospital  facilities.  Salary 
first  year  then  partnership.  No  ex- 
penses. Write  Department  526,  Penn- 
sylvania Medicine. 

Anesthesiologist:  Take  charge  of 

anesthesiology  on  fee-for-service  basis 
in  general  hospital  in  western  Pennsyl- 
vania (population  approximately  75,- 
000).  Inhalation  therapy  and  pul- 
monary function  qualifications  desir- 
able but  not  necessary.  Write  Depart- 
ment 525,  Pennsylvania  Medicine. 

PRACTICES  AVAILABLE 

Fully  equipped,  recently  remodeled 
four-room  office,  formerly  occupied 
by  surgeon,  but  suitable  for  general 
practice.  Excellent  hospital  facilities 
nearby;  recreational  areas  minutes 
away.  Available  immediately  due  to 
physician’s  death.  Contact  Mrs. 
Joseph  Rusnock,  42  Schuylkill  Ave- 
nue, Shenandoah,  Pa.  (717)  462-9553. 
(continued  next  page) 
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PHYSICIAN  PLACEMENT  SERVICE 


SITUATIONS  WANTED 

Surgeons — some  board  certified, 
others  board  eligible,  seeking  op- 
portunities to  practice  general  sur- 
gery, neurosurgery,  orthopedic  sur- 
gery, thoracic  cardio-vascular  sur- 
gery in  solo,  partnership,  group,  etc. 
For  complete  listing  contact  Physi- 
cian Placement  Service,  Pennsyl- 
vania Medical  Society,  Taylor  By- 
pass and  Erford  Road,  Lemoyne, 
Pennsylvania  17043 

Internists,  board  certified  or 
board  eligible,  seek  opportunities 
in  solo,  partnership,  group  practic- 
es. List  available  on  request  from 


Physician  Placement  Service, 
Pennsylvania  Medical  Society,  Tay- 
lor Bypass  and  Erford  Road,  Le- 
moyne, Pennsylvania  17043. 

Urology— Four  urologists  seek 
immediate  placement  in  Pennsyl- 
vania. Types  of  practices  and  loca- 
tions preferred  vary.  For  further 
information  contact  Physician 
Placement  Service,  Pennsylvania 
Medical  Society,  Taylor  Bypass  and 
Erford  Road,  Lemoyne,  Pennsyl- 
vania 17043. 

Anesthesiology — Four  board  cer- 
tified or  board  eligible  anesthesiolo- 
gists seek  placement  in  Pennsylvania 


communities.  For  further  informa- 
tion, contact  Physician  Placement 
Service,  Pennsylvania  Medical  So- 
ciety, Taylor  Bypass  and  Erford 
Road,  Lemoyne,  Pennsylvania 
17043. 

Pennsylvania  Medical  Society  offers  as- 
sistance through  its  Placement  Service  for 
physicians  seeking  locations  as  well  as 
communities  seeking  additional  medical 
coverage.  There  are  registrations  in  most 
specialties  and  general  practice.  List  of 
physicians  in  various  specialties  available 
on  request.  Communities  seeking  general 
practitioners  are  requested  to  list  with  the 
Service. 

For  further  information,  contact  Physi- 
cian Placement  Service,  Pennsylvania  Medi- 
cal Society,  Taylor  Bypass  anl  Erford  Road, 
Lemoyne,  Pennsylvania  17043. 
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obituaries 


Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

Edgar  C.  Neibaum,  Pittsburgh; 
Hahnemann  Medical  College,  1917; 

■ age  75;  died  September  27,  1967.  We 
have  received  no  information  regard- 
ing survivors. 

Maurice  H.  Heatter,  Bethel  Park; 

' University  of  Pittsburgh  School  of 
Medicine,  1916;  age  74;  died  Septem- 
1 ber  8,  1967.  We  have  received  no 
information  regarding  survivors. 

Robert  P.  Saling,  Pittsburgh;  Uni- 
i versity  of  Pittsburgh  School  of  Medi- 
I cine;  age  61;  died  November  1,  1967. 
We  have  received  no  information  re- 
J garding  survivors. 

O Julius  L.  Waterman,  Bradford; 
I Cornell  University  Medical  College, 
1911;  age  78;  died  December  19. 

1967.  Dr.  Waterman  was  a past-presi- 
i dent  of  McKean  County  Medical  So- 
ciety and  served  as  an  attending  physi- 

• cian  on  the  staff  of  the  Bradford  Hos- 
pital. We  have  received  no  informa- 
j tion  regarding  survivors. 

O Samuel  R.  Fulton,  Pittsburgh; 
Ohio  State  University  School  of  Medi- 
cine, 1913;  age  85;  died  March  18, 

1968.  Dr.  Fulton  received  a plaque 
from  the  Pennsylvania  Medical  Society 
in  commemoration  of  his  fifty  years 
in  medicine.  He  is  survived  by  his  wife 

i and  two  sons. 

Frederick  Steinrod,  Indiana;  Temple 
University  School  of  Medicine,  1932; 
; age  63;  died  March  16,  1968.  Dr. 
Steinrod  was  a member  of  the  New 
York  Academy  of  Sciences.  We  have 
' received  no  information  regarding  sur- 

< vivors. 

Simon  W.  Marick,  Pittsburgh;  Uni- 
j versity  of  Pittsburgh  School  of  Medi- 
cine, 1907;  age  81;  died  March  23, 
1968.  Dr.  Marick  is  survived  by  two 
j sisters. 

W.  Lee  Miller,  Pittsburgh;  Hahne- 

< mann  Medical  College,  1932;  age  64; 
died  March  10,  1968.  Dr.  Miller  is 
survived  by  his  brother. 

Solomon  L.  Hermany;  Bowmans- 
£ town;  Jefferson  Medical  College,  1919; 
i age  75;  died  March  7,  1968.  Dr.  Her- 
many was  a past-president  of  the  Car- 
bon County  Medical  Society.  He  is 
survived  by  his  wife,  two  sons,  three 
brothers,  a sister  and  six  grandchil- 
dren. 


O Creighton  H.  Turner,  Philadel- 
phia; Jefferson  Medical  College,  1909; 
age  86;  died  March  29,  1968.  Dr. 
Turner  was  honorary  associate  pro- 
fessor in  medicine  at  Jefferson  and  had 
been  chief  of  the  out-patient  medicine 
department  for  eleven  years  at  St. 
Agnes  Hospital.  Surviving  are  his 
wife,  a daughter,  a son  and  four  grand- 
children. 

O Patrick  J.  Devers,  Ardmore;  Jef- 
ferson Medical  College,  1936;  age  62; 
died  March  25,  1968.  Dr.  Devers  was 
chief  surgeon  and  past  medical  director 
of  Fitzgerald  Mercy  Hospital,  Darby. 
He  was  a past  president  of  the  Dela- 
ware County  Medical  Society  and  the 
Delaware  County  Medical  Club.  Sur- 
viving are  his  wife,  four  sons,  a brother 
and  three  sisters. 

O Benjamin  D.  Parish,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1902;  age  90;  died 
March  29,  1968.  Dr.  Parish  was  for- 
mer chief  of  staff  at  St.  Agnes  Hos- 
pital and  former  president  of  the  medi- 
cal staff  at  Chestnut  Hill  Hospital. 
Surviving  is  a son. 

O Philip  Ehrig.  East  Stroudsburg; 
Jefferson  Medical  College,  1930;  age 
63;  died  March  30,  1968.  Dr.  Ehrig 
had  been  a practicing  physician  in  East 
Stroudsburg  for  thirty-five  years.  Sur- 
viving are  his  wife  and  a brother. 

O James  C.  Small,  Ardmore;  Uni- 
versity of  Illinois  School  of  Medicine, 
1917;  age  80;  died  March  21,  1968. 
Dr.  Small  was  a diplomate  of  the 
American  Board  of  Internal  Medicine 
and  had  been  on  the  staff  of  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine.  He  was  a member  of  the 
Philadelphia  Pathology,  Bacteriology 
and  Physical  Societies,  the  Society  of 
Experimental  Pathology  and  the 
American  Association  for  the  Ad- 
vancement of  Science.  Survivors  in- 
clude his  wife,  a son  and  a sister. 

O Florence  Gordon,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1932;  age  63;  died  March 
12,  1968.  Dr.  Gordon  was  a past- 
president  of  the  Women’s  Medical  As- 
sociation, and  a member  of  the  Amer- 
ican Academy  of  General  Practice. 
Surviving  are  three  sisters  and  three 
brothers. 


O L.  Kraeer  Ferguson,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1923;  age  70; 
died  April  7,  1968.  Dr.  Ferguson 
served  as  chairman  of  the  graduate 
department  of  surgery  at  the  Uni- 
versity of  Pennsylvania  Graduate  Hos- 
pital and  consultant  in  surgery  to  the 
U.S.  Naval  Hospital,  Philadelphia, 
Veterans  Administration  Hospital  and 
to  Philadelphia  General  Hospital.  He 
was  a member  of  the  Philadelphia  Col- 
lege of  Physicians,  the  Pan  Pacific  Sur- 
gical Association  and  the  American 
Surgical  Association.  Surviving  are  his 
wife,  three  sisters,  three  brothers, 
three  daughters,  and  nine  grandchil- 
dren. 

O Russell  Harris,  Rosemont;  Hahn- 
emann Medical  College,  1937;  age  57; 
died  April  1,  1968.  Dr.  Harris  served 
with  the  Medical  Corps  during  World 
War  II.  He  is  survived  by  his  wife,  a 
daughter  and  two  brothers. 

O LeRoy  D.  Locke,  Bellefonte; 
University  of  Pennsylvania  School  of 
Medicine,  1920;  age  75;  died  April 
10,  1968.  Dr.  Locke  was  former  chief 
of  surgery  at  Centre  County  Hospital. 
Survivors  include  his  wife,  a daughter, 
two  sons,  a sister,  two  brothers  and 
nine  grandchildren. 

O Bernard  Goluboff,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1942;  age  51;  died  April  12, 
1968.  Dr.  Goluboff  was  an  associate 
in  the  department  of  radiology  at  the 
Einstein  Medical  Center.  He  was  a 
member  of  the  Society  of  Nuclear 
Medicine  and  the  American  Associa- 
tion for  the  Advancement  of  Science. 
Surviving  are  his  wife,  a son,  his 
mother,  a brother,  and  three  sisters. 

H.  Ogle  Horner,  Linesville;  Uni- 
versity of  Pittsburgh,  School  of  Medi- 
cine, 1935;  age  57;  died  April  14, 
1968.  During  World  War  II  Dr. 
Horner  was  engaged  in  battlefield 
surgery  in  the  European  Theater  of 
Operations.  He  was  plant  physician 
for  Ohio  Rubber  Co.,  Conneautville. 
Surviving  are  his  wife,  three  sons,  a 
daughter,  his  mother,  three  sisters 
and  four  grandchildren. 

O Joseph  R.  Rusnock,  Shenandoah; 
University  of  Pittsburgh  School  of 
Medicine,  1958;  age  38;  died  April  16, 
1968.  Dr.  Rusnock  was  chief  surgeon 
at  the  Locust  Mountain  State  Hospital. 
He  is  survived  by  his  wife,  two  sons 
and  a daughter. 
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An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


9 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 
control  plus  mood 
elevation 


DESOXYN  Gradumet 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 


For  patients  who  can’t  DESBU I AG  10  Gradumet 

take  plain  amphetamine  10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 


a a a 

5 mg.  10  mg.  15  mg. 


.ED 

FRONT  SIDE 


DESBUTAL 15  Gradumet  ed  J 

15  mg.  Methamphetamine  Hydrochloride,  FR^T  SIDE 

90  mg.  Sodium  Pentobarbital 


The  Program 


Weight  Control  Booklet 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


tin- 

Hpiwei  I 
of 

inritrolUne/ 
ifonr  trot tf hi 


Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions. ' Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  eou4« 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
DESOXYN®  Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBUTAE 10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAE  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions , Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 
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meetings 

PMS  Council  on  Public  Service,  PMS  Headquarters  Build- 
ing, Lemoyne,  June  8,  1968. 

American  Rheumatism  Association,  Olympic  Hotel, 
Seattle,  June  14-15,  1968.  Professional-Clinical  Meet- 
ing, American  College  of  Legal  Medicine,  San  Fran- 
cisco Hilton  Hotel,  June  16,  1968. 

Annual  Dinner  of  the  Ex-Interns  and  Residents  Association 
of  the  Hospital  of  the  University  of  Pennsylvania,  War- 
wick Hotel,  Philadelphia,  June  7,  1968. 

Alexander  Graham  Bell  Association  for  the  Deaf  Summer 
Meeting,  San  Francisco  Hilton  Hotel,  June  28-July  3, 
1968. 

Congress  on  Medicine  and  Insurance,  Association  of  Life 
Insurance  Directors  of  America  and  the  American 
Medical  Association,  Fairmont  Hotel,  San  Francisco, 
June  15,  1968. 

67th  Annual  Meeting  of  the  Medical  Library  Association, 
Brown  Palace  Hotel,  Denver,  Colorado,  June  9-13, 
1968. 

Third  International  Seminar  and  Exhibition  of  the  British 
Council  for  Rehabilitation  of  the  Disabled,  London, 
England,  June  30-July  6,  1968. 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCUUNJINETEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


330-8/6135 
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CANCER  FORUM  PAGE 


Not  this 

“This”  being  reasonable  coverup  from  the  sun,  which 
is  the  principal  cause  of  skin  cancer. 

These  scenes  are  from  the  American  Cancer  Society 
film,  “Sense  In  The  Sun,”  the  hub  around  which  the 
Society  will  pivot  a whole  June  campaign  of  radio  and 
TV  spots,  news  stories,  posters,  and  other  approaches  to 
sun  worshippers  and  sun  workers  as  they  enter  the  long, 
hot  summer. 

The  appeal  will  be  to  avoid  excessive  exposure  to  sun 
over  long  periods  to  prevent  skin  cancer;  and  excessive 
exposure  for  even  a few  hours  to  avoid  severe  sunburn, 
which  can  make  one  sick  and  spoil  a vacation. 

This  campaign  is  part  of  our  constant  effort  to  alert 
people  to  possibilities  for  cancer  prevention  and  cure 
so  that  they  will  come  to  you,  doctor,  in  time. 


american 
cancer 
society 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  for  Scientific  Advance- 
ment of  the  Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer 
Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health. 


THIS 


PENNSYLVANIA  DIVISION 
PHILADELPHIA  DIVISION 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
( alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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write  now 


Films:  The  Moore  Vitallium  I-Beam  Prosthesis  in  Arthro- 
plasty of  the  Hip,  may  be  obtained  by  writing  to  the 
Howmet  Corporation,  Medical  Division,  224  East  39th 
Street,  New  York,  N.Y.  10016.  . . . Cine-Prosector  Series, 
a 20-part  series  of  medical  education  films  on  human 
anatomy,  available  from  Teaching  Films,  Inc.,  P.O.  Box 
66824,  Houston,  Texas  77006.  . . . Emmy  Immunity, 
Right  from  the  Start,  Spot  Prevention,  To  Open  a Door, 
A 50-50  Chance,  all  films  on  the  importance  of  immuniza- 
tions in  the  prevention  of  disease,  available  from  the 
Philadelphia  Department  of  Public  Health,  Philadelphia 
19146.  . . . Surgical  Management  of  Eyelid  Burns,  Surgical 
Management  of  Axilliary  Burn  Web,  Radical  Operation  for 
Carcinoma  of  the  Vulva  During  Pregnancy,  Radical  Vul- 
vectomy with  Posterior  Exenteration,  and  Full  Thickness 
Skin  Graft  Repair  of  Urethral  Strictures,  all  available  from 
Eaton  Medical  Film  Library,  Eaton  Laboratories,  Norwich, 
New  York  13815.  . . . Cancer  of  the  Skin  and  Cancer  of 
the  Stomach,  available  from  the  Professional  Education 
Director,  American  Cancer  Society,  P.O.  Box  4175,  Harris- 
burg, Pennsylvania  17111.  . . . The  Rights  of  Age,  may 
be  borrowed  from  the  Pennsylvania  Department  of  Public 
Welfare,  Office  of  Mental  Health  Film  Library,  Harrisburg, 
Pennsylvania  17120.  . . . Different  Diagnosis  of  Chest 
Pain,  may  be  rented  from  the  American  Heart  Association 
Film  Library,  267  W.  25th  Street,  New  York,  N.Y.  10001. 
. . . Hypertension:  The  Challenge  of  Diagnosis,  available 
for  professional  medical  audiences  from  local  Heart  As- 
sociation chapters  or  from  E.  R.  Squibb  & Sons,  Inc., 
745  Fifth  Avenue,  New  York,  N.Y.  ...  At  the  Cross- 
roads, probes  the  problems  most  U.S.  communities  face 
in  making  adequate  health  care  accessible  to  all  their 
citizens,  available  from  the  U.S.  Public  Health  Service, 
Division  of  Medical  Care  Administration,  800  North 
Quincy  Street,  Arlington,  Va.  22203. 

Booklets:  Talking  Books  and  Muliple  Sclerosis  and  Help 
at  Home — in  Personal  Care  and  Rehabilitation,  avail- 
able without  cost  from  the  Multiple  Sclerosis  Society. 
...  A Career  for  You  as  a Certified  Laboratory  Assistant, 
gratis  from  the  Secretary,  Board  of  Certified  Laboratory 
Assistants,  445  North  Lake  Shore  Drive,  Chicago,  Illi- 
nois 60611.  . . . Make  the  Most  of  Your  American 
Medical  Association,  copies  available  from  the  AMA 
Program  Services  Department,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610.  . . . Who  Are  Alcoholics?,  avail- 
able from  William  Plunkert,  Community  Council  of  Greater 
New  York,  225  Park  Avenue  South,  N.Y.,  N.Y.  10003. 

. . . Meningococcal  Meningitis,  single  copies  available  free 
from  the  Public  Inquiries  Branch,  PHS,  Department  of 
Health.  Education  and  Welfare,  Washington,  D.C.  20201. 
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Android 


® 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*"Sexual  impotence  treatment  U'ith  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android  Android-HP  Android-X 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  . 5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  . . 10  mg. 

Dose . 1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.  6th  St..  Los  Angeles.  Calit.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains. 

Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ..  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


cannot  be  disputed. 

of  reproductive  organs  in 
. hypertension  unless  the 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V4  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0 02  mg 

Thyroid  Ext  (1/6  gr.)  . 10  mg 

Thiamine  Hydrochloride  ...  10  mg 

Glutamic  Acid  50  mg 

INDICATIONS  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect  Estrogen  balances  the 
androgen  -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t i d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens, 
hoarseness,  hirsutism,  enlarged  clitoris 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA  INDICATIONS  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc 
tive  organs  or  mammary  glands. 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 

Cerebro-Nicin 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN^  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient.  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazols .100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg, 

1 -Glutamic  Acid 50  mg. 

Niacinamide. 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 


Also  elixir  pint  bottles. 

CONTRAINDICATIONS.  There  are  no  known  contraindications 
to  Pentylenetetrazofe  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold, 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction.  u 

PDR 

Write  for  literature  and  samples... 


/QoV.WnX  THE  BROWN  PHARMACEUTICAL  CO. 

VHlljyyiiiP 2500  W. 6th  St., Los  Angeles, Calif.90057 
I'V'nfe  for  Product  Catalog 
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continuing  education 


ALCOHOLISM 

Medical  Aspects  of  Alcoholism — 
Physicians  Institute;  by  the  Summer 
School  of  Alcohol  Studies,  Rutgers 
University,  New  Brunswick,  N.J..  Sun- 
day June  30-JuIy  12,  1968;  fee:  $325. 
Applications  may  he  obtained  from 
Summer  School  of  Alcohol  Studies, 
Rutgers  University,  New  Brunswick, 
NJ.  08903. 


ARTHRITIS  AND  RHEUMATISM 

Rheumatic  Diseases:  Pathology,  Im- 
munology, Diagnosis  and  Treatment; 

by  the  American  College  of  Physicians; 
at  Robert  B.  Brigham  Hospital,  Bos- 
ton, Mass.,  Monday,  October  28-No- 
vember  1,  1968;  fees:  members  $60, 
non-members  $100.  Contact  Edward 
C.  Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  St., 
Philadelphia  19104. 

CHEST  DISEASES 

Courses  in  Bronchoesophagology; 

by  Temple  University  School  of  Medi- 
cine and  Hospital;  at  Temple  Uni- 
versity Health  Sciences  Center,  3401 
N.  Broad  St.,  Philadelphia;  Monday, 
October  14-25,  1968;  Monday,  Jan- 
uary 13-24,  1969,  Monday,  April  14- 
25,  1969.  Fee  for  course  $350.  Con- 
tact Charles  M.  Norris,  M.D.  or  Ga- 
briel F.  Tucker,  Jr.,  M.D.,  at  Chev- 
alier Jackson  Clinic,  Temple  Univer- 
sity Hospital,  3401  N.  Broad  St.,  Phil- 
adelphia 19140. 

CARDIOVASCULAR  DISEASE 

The  Metabolic  Basis  of  Heart  Dis- 
ease; by  the  American  College  of  Phy- 
sicians; at  Wayne  State  University 
School  of  Medicine,  Detroit,  Michi- 
gan, Thursday,  September  26-29, 
1968;  fees:  members  $60,  non-mem- 
bers $100.  Contact  Edward  C.  Rose- 
now, Jr.,  M.D.,  American  College  of 
Physicians,  4200  Pine  St.,  Philadel- 
phia, 19104. 


INTERNAL  MEDICINE 

Electrolyte  Metabolism  and  Renal 
Disease;  by  Pennsylvania  Medical  So- 
ciety; at  Chatham  Center,  Pittsburgh; 
Sunday,  October  27-28,  1968;  fee  for 
course  $25. — non-members  $35.  Con- 
tact J.  A.  Collins,  Jr.,  M.D.,  Chairman, 
Committee  on  Convention  Program, 
Pennsylvania  Medical  Society,  Taylor 
Bypass  and  Erford  Road,  Lemoyne 
17043. 

Intensive  Care  Units;  by  the  Ameri- 
can College  of  Physicians;  at  Univer- 
sity of  Colorado  Medical  Center, 
Denver;  Monday,  June  17-19,  1968; 
fees:  members  $60,  non-members 

$100.  Contact  Edward  C.  Rosenow, 
Jr.,  M.D.,  American  College  of  Phy- 
sicians, 4200  Pine  St.,  Philadelphia 
19104. 

Basic  Mechanisms  in  Internal  Med- 
icine; by  the  American  College  of  Phy- 
sicians; at  Medical  College  of  Virginia, 
Richmond;  Monday,  October  7-11, 
1968;  fees:  members  $60,  non-mem- 
bers $100.  Contact  Edward  C.  Rose- 
now, Jr.,  M.D.,  American  College  of 
Physicians,  4200  Pine  St.,  Philadelphia 
19104. 

Newer  Perspectives  in  Gastroenter- 
ology; by  the  American  College  of 
Physicians;  at  University  of  California 
College  of  Medicine,  Los  Angeles; 
Monday,  November  11-14,  1968;  fees: 
members  $60,  non-members  $100. 
Contact  Edward  C.  Rosenow,  Jr., 
M.D.,  American  College  of  Physicians, 
4200  Pine  St.,  Philadelphia  19104. 

MATERNAL  AND 
CHILD  HEALTH 

The  Division  of  Maternal  and  Child 
Health  of  the  University  of  California 
School  of  Public  Health  at  Berkeley 
announces  post-graduate  programs  for 
pediatricians,  obstetricians,  and  other 
physicians  interested  in  receiving  train- 
ing in  the  field  of  Maternal  and  Child 
Health.  These  programs  all  lead  to 
the  degree  of  Master  of  Public  Health. 


Tax-exempt  fellowship  support  is 
available.  Applications  now  being  ac- 
cepted for  group  entering  in  July  or 
September  1969.  For  information 
write  to  Helen  M.  Wallace,  M.D., 
School  of  Public  Health,  University  of 
California,  Berkeley,  94720. 

NEUROLOGY 

Course  in  Clinical  Electroencepha- 
lography; by  American  EEG  Society; 
in  San  Francisco,  California;  Monday, 
September  9-11,  1968.  Contact  Don- 
ald W.  Klass,  M.D.,  Mayo  Clinic,  , 
Rochester,  Minnesota  55901. 

Current  Concepts  of  Neurology — 
Diagnosis  and  Treatment;  by  the 

Amercan  College  of  Physicians;  at 
University  of  Maryland  School  of 
Medicine,  Baltimore,  Monday,  Oc- 
tober 21-25,  1968;  fees:  members  $60, 
non-members  $100.  Contact  Edward 
C.  Rosenow,  Jr.,  M.D.,  American 
College  of  Physicians,  4200  Pine  St., 
Philadelphia  19104. 

NURSES 

Occupational  Health  For  Nurses;  by 
Department  of  Environmental  Medi- 
cine. New  York  University  Medical  i 
Center  and  American  Association  of 
Industrial  Nurses;  Monday,  November 
11-15,  1968;  limited  to  nurses  with  | 
experience  of  five  years  or  less  in  oc-  j 
cupational  health;  tuition  $150. 
Course  #484.  Applications  to  Office  ( 
of  Recorder,  New  York  University  | 
Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  10016. 

OPHTHALMOLOGY 

Management  of  Retinal  Detach-  ^ 
nient;  by  University  of  Pittsburgh 
School  of  Medicine  and  Eye  and  Ear 
Hospital,  Pittsburgh;  Monday,  July  a 
29-August  2,  1968.  Course  limited  to 
Opthalmologists.  Fee  $250.  Contact  11 
W.  G.  Everett,  M.D.,  Eye  and  Ear  u 
Hospital,  230  Lothrop  Street,  Pitts-  1 
burgh  15213. 
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Post-Graduate  Courses  for  Special- 
ists in  Ophthalmology;  at  New  York 
Eye  and  Ear  Infirmary;  September  4 
through  December  4,  1968;  contact 
Jane  Stark,  Registrar,  Post-Graduate 
Institute  of  the  New  York  Eye  and 
Ear  Infirmary,  310  East  14th  St.,  New 
York  10003. 

PEDIATRICS 

Institutes  for  Physicians  and  Nurses 
in  the  Care  of  Premature  and  Other 
High-Risk  Infants;  the  New  York  Hos- 
pital-Cornell  Medical  Center  under  the 
sponsorship  of  the  New  York  State 
Department  of  Health  and  the  U.S. 
Children’s  Bureau.  Institutes  for  the 
1968-1969  fiscal  year  have  been  sched- 
uled as  follows:  Physicians:  Septem- 
ber 16-27,  1968,  November  11-22, 

1968,  January  20-31,  1969,  March 
17-28,  1969,  May  12-23,  1969.  Nurses: 

. September  3-27,  1968,  October  28- 
November  22,  1968,  January  6-31, 

1969,  March  3-28,  1969,  April  28- 
May  23,  1969.  Tuition  is  covered 
through  a special  arrangement  with 
the  New  York  Hospital-Cornell  Medi- 
cal Center.  A stipend  of  $125  is  pro- 
vided to  physicians  attending  the  in- 
stitute to  help  cover  board  and  lodg- 
ings for  the  two  weeks.  A stipend  of 
$175  is  provided  to  nurses  attending 
for  four  weeks.  Travel  expenses  must 
be  covered  by  the  participant  or  by  his 
or  her  sponsoring  agency. 


PSYCHOLOGY 

Stress  and  Disease:  The  Relation- 
ship of  Psychologic  and  Social  Forces 
in  Pathogenic  Mechanisms;  by  the 

American  College  of  Physicians;  at 
University  of  Oklahoma  Medical  Cen- 
ter, Oklahoma  City,  Monday,  Novem- 
j|  ber  18-22,  1968;  fees:  members  $60, 
non-members  $100.  Contact  Edward 
C.  Rosenow,  Jr.,  M.D.,  American  Col- 

Ilege  of  Physicians,  4200  Pine  St.,  Phil- 
adelphia 19104. 

PUBLIC  HEALTH 

Infectious  Disease:  Mechanisms  and 
Manifestations;  by  American  College 
of  Physicians;  at  University  of  Mary- 
• land  School  of  Medicine,  Baltimore; 
Wednesday,  June  19-21,  1968;  fees: 
members  $60,  non-members  $100. 
Contact  Edward  C.  Rosenow,  Jr., 
M.D.,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia  19104. 


GERIATRICS 

Training  in  Geriatric  Psychiatry; 

Coatesville  Veterans  Administration 
Hospital.  Four  months  to  one  year 
training  program  for  physicians.  Pro- 
gram involves  groups  and  individual 
psychotherapy  with  geriatric  patients, 
milieu  therapy,  physical  rehabilitation, 
drug  therapy,  family  therapy,  and 
post-hospitalization  care.  Contact  Kurt 
Wolff,  M.D.,  Veterans  Administration 
Hospital,  Coatesville  19320. 


SURGERY 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  by  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine and  Eye  and  Ear  Hospital;  Pitts- 
burgh; Sunday,  September  15-21, 
1968,  Sunday,  November  17-23,  1968. 
Attendance  limited  to  13  physicians. 
Fee  $500/ week.  Contact  Ralph  J. 
Caparosa,  M.D.,  3600  Forbes  Avenue, 
Pittsburgh  15213. 

Microsurgery  of  the  Temporal  Bone; 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 


GENERAL 

Computers  in  Medicine;  by  Ameri- 
can College  of  Physicians;  at  Uni- 
versity of  Wisconsin  Medical  Center, 
Madison;  Monday,  October  7-11, 
1968;  fees:  members  $60,  non-mem- 
bers $100.  Contact  Edward  C.  Rose- 
now, Jr.,  M.D.,  American  College  of 
Physicians,  4200  Pine  Street,  Phila- 
delphia 19104. 

Physical  Methodology  in  Medical 
Research;  by  American  College  of 
Physicians;  at  Massachusetts  Institute 
of  Technology,  Cambridge;  Monday, 
December  2-6,  1968;  fees:  members 
$60,  non-members  $100.  Contact  Ed- 
ward C.  Rosenow,  Jr.,  M.D.,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

18th  Annual  Instrument  Sym- 
posium; National  Institutes  of  Health, 
Bethesda,  Maryland;  Monday,  October 
7-11,  1968.  Contact  Mr.  James  B. 
Davis,  Executive  Secretary,  National 
Institutes  of  Health,  Bethesda,  Mary- 
land 20014. 


Research  Instrumentation  at  Poly- 
technic Institute  of  Brooklyn,  New 
York.  July  20  through  August  10, 
1968.  Fee  $450.  Contact  Prof.  K.  R. 
Jolls,  Polytechnic  Institute,  333  Jay 
Street,  Brooklyn,  N.Y.  11201 

Practical  Application  and  Treatment 
of  Diabetes,  Heart  Disease,  Ulcerative 
Colitis;  Annual  Meeting  of  the  Blair 
County  Chapter  of  AAGP,  at  Penn 
Alto  Motor  Hotel,  Altoona;  Saturday, 
September  7,  1968;  AAPG  credit  ap- 
plied for-4  hours;  fee  $5.00;  minimum 
number  required  50;  maximum  num- 
ber permitted— unlimited.  For  further 
information  contact  Philip  W.  Hoov- 
Ier,  M.D.,  D.M.E.,  The  Altoona  Hos- 
pital, Altoona  16603. 


• All  organizations  presenting  continuing  educa- 
tion programs  for  physicians  are  invited  to  list 
details  of  these  programs  in  Pennsylvania 
Medicine.  Programs  will  be  listed  up  to  one 
year  in  advance.  Information  must  be  submitted 
three  months  in  advance  to  assure  publication. 
Please  submit  a separate  request  for  each  pro- 
gram. Continuing  Medical  Education  Publica- 
tion Request  forms  are  available  from  the  PMS 
Council  on  Scientific  Advancement,  Taylor  By- 
pass and  Erford  Road,  Lemoyne,  Pa.  17043. 
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in  my  opinion 


u 


Would  concurrent  County  Society  and 
hospital  staff  meetings  be  of  benefit 


? 


tt 


in  your  area: 


Dear  Editor: 

If  one  believes  that  meetings  are  an  important  function 
of  County  Medical  Societies  any  efTort  to  increase  failing 
attendance  including  joint  meetings  with  hospital  staffs 
might  be  helpful. 

The  large  County  Medical  Society,  with  constantly  fewer 
members  in  general  practice,  is  no  longer  a primary  scien- 
tific resource  for  physicians. 

The  socio-economic  aspects  of  medical  practice  are  cur- 
rently the  chief  concern  of  organized  medicine.  These 
>ubjects  are  efficiently  studied  in  a committee  structure 
involving  fifteen  per  cent  of  our  members. 

The  Annual  Meeting,  at  which  new  officers  are  installed 
and  to  which  guests  are  invited,  seems  to  satisfy  the  scien- 
tific and  social  desires  of  the  members  as  far  as  the  County 
Society  is  concerned. 

EUGENE  A.  CONTI,  M.D.,  President, 
Allegheny  County  Medical  Society 


Dear  Editor: 

In  the  Montgomery  County  Medical  Society,  we  have  two 
branch  offices,  namely:  at  Bryn  Mawr  Hospital  and  Abing- 
ton  Hospital,  which  are  at  the  two  extreme  ends  of  the 
county.  These  two  hospitals  already  have  concurrent  Hos- 
pital and  County  Medical  Society  Branch  Meetings.  The 
rest  of  the  hospitals  in  the  county,  namely;  Montgomery 
Hospital  and  Sacred  Heart  Hospital,  in  the  Norristown 
area  and  Pottstown  area,  plus  North  Penn  Hospital  area, 
are  so  widely  scattered  that  it  would  be  impractical  to 
combine  all  these  hospital  staff  meetings  with  the  County 
Society. 

I do  believe  there  are  too  many  medical  meetings,  and 
too  much  overlapping  of  interests,  but  at  present,  do  not 
have  any  immediate  solution  to  the  problem. 

ELWIN  S.  CARLIN,  M.D.,  President 
Montgomery  County  Medical  Society 


Dear  Editor: 

Time  is  of  the  essence  to  all  of  us.  With  this  in  mind, 
we  have  attempted  to  keep  our  County  Medical  Meetings 
as  brief  and  interesting  as  possible.  The  scientific  portion 
of  our  meeting  is  followed  by  a discussion  of  pertinent 
medical  matters  of  county-wide  interest. 


In  our  sparsely  populated  area  some  members  travel  a 
considerable  distance  to  attend  our  meetings.  It  would  not 
seem  prudent  to  consume  their  time  with  a discussion  of 
local  hospital  matters  as  is  customary  at  hospital  staff 
meetings. 

In  my  opinion,  concurrent  county  society  and  hospital 
staff  meetings  would  accomplish  little  other  than  to  further 
discourage  an  already  lean  attendance. 

BRUNO  P.  SICHER,  M.D.,  President 
McKean  County  Medical  Society 


Dear  Editor: 

Because  of  the  ever  increasing  pressure  and  demands  on 
the  busy  physicians’s  time,  there  is  great  need  today  to 
help  doctors  to  keep  abreast  of  the  rapidly  changing  socio- 
economic problems  of  organized  medicine.  This  is  especial- 
ly pertinent  at  the  grass  roots  level  of  the  County  Medical 
Society,  with  the  daily  problems  of  the  community  hospi- 
tals. It  is  unfortunately  true  that  both  local  County  So- 
ciety meetings  and  Hospital  Staff  meeting  attendance  have 
suffered  because  of  the  physician's  workload.  Certainly  con- 
current County  Society  and  Hospital  Staff  meetings  would 
conserve  time,  insure  better  communication,  and  ultimate- 
ly improve  attendance  with  benefit  to  all  concerned. 

ROBERT  L.  LOEB,  M.D.,  President 
Erie  County  Medical  Society 


Dear  Editor: 

In  answer  to  your  question,  ‘'Would  concurrent  County 
Society  and  Hospital  Staff  meeting  be  of  benefit  in  your 
area?,”  I would  answer  that  this  suggestion  has  been  con- 
sidered in  the  past  in  our  area  but  because  of  overlapping 
hospital  staff  privileges  on  two  or  three  area  hospital  staffs 
it  is  difficult  for  physicians  with  multiple  appointments  to 
maintain  their  attendance  records  with  concurrent  meetings. 
For  many  of  our  physicians,  however,  such  an  arrange- 
ment would  be  definitely  beneficial,  discharging  obliga- 
tions to  Staff  and  County  Society  meetings  in  a single 
session,  thus  improving  the  convenience  to  the  patient  as 
well  as  improving  attendance  at  both  Staff  and  Society 
meetings. 

GEORGE  R.  MOFFITT,  JR.,  M.D.,  President 
Dauphin  County  Medical  Society 
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Open-eyed  nights 


T oo  tense  to  sleeps. .too 
tired  to  get  up.  Early  to 
bed,  late  to  rise;  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  ( e.g 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  214  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2 14  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2'4 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
r i «qcm€  I-,  (not  for  use  under  6 months). 

Roche"  Supplied : Valium®  (diazepam) Tab- 
LABORATORIES  ]ets,  2 mg,  5 mg  and  10  mg;  bottles 

Division  of  Hoffmann-La  Roche  Inc.  r cr.  . r\r\  j rr\f\ 

Nutley.  New  Jersey  07110  OI  0U,  1UU  and  MJU. 


\41ium(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 
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